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Responfes to tdhe cited deficiencies dobnol
. constitute an admission or agreement by the
The Adult Care Lfc(?ns_ure cqndlilCtEd a follow-up fagility of the facts alleged or conclusions,
survey and complaint investigation on set forth in the stafement of deficiencies, the
01/18/22-01/124/22. plan of correction is prepared solely as a matter
of compliance with the Jaw.
D 137| 10A NCAC 13F .0407{a){5} Other Staff D 137 |10A NCAC 13F .0407(2)(5) Other Staff

Qualifications

TOA NCAC 13F .0407 Other Staff Qualifications
(8) Each staff person at an aduk care home
shall;

(5) have no substantiated findings listed an the
North Garclina Health Care Personnel Ragistry
according to G.5. 131E-258;

This Rule is not met as avidenced by:

Based on interviews and record reviews, the
facllity falled to ensure 1 of & sampiad siaff (Staff
E} had no substantiated findings on the North
Carolina Personnel Registry (HCPR) according to
G, 5, 131E-258,

The findings ars:

Review of Staff E's Medication Aide (MA)
perscnnel record revealed:

~He was hired as a Personal Care Aide (PCA} on
01/19/21 and became a MA on 08/10/21,

~There was no documentation of 2 HCPR check
for Resident E upon hire.

Interview with Staff E on 01/24/22 at 11:12am
reveglad;

-He was aware a HCPR check was a requirement
for working at the facility.

-He did nat know there was no HCPR check
documentation in his parsonnel record.

-The Business Office Manager (BOM} was

responsible for having & HCPR check

Qualifications

The Community will assure that all employess

have a NC Health Care Personnel Registiy 31072022
check completed prior to hire, with no
substantiated findings listed.

The Commurity has completed
a check of all existing staff in the Health Care 3M0/2022
Personnel Registry and has included
documentation that there are no substantiated
findings ih each staff member's file

The Executive Director and/or Business Office
Coordinator {BOC} will maintain copies of
registry search resulis in permanent staff files

31072022

All new hires will be checked in the Health Gare
Personnel Registry prior o hire, in 3/10/2022
addition to cther the Gommunity’s other standard
background check procedures

Community ED and RDO(Regional Director of
Operations} comgpleted employee file

audit for all current employees.

Community ED and/or Business Office Coordinator
(BOC) will conduuct review of employee files, to
include NCHPC but not limited too, of no less than
& employae files monthly.

3/10/2022

Community has hired a new Business Office
Coordinator(BOC) who will receive training in
employee fille audits and required NC HCPR
papervwork,
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D 137 | Continuad From page 1 D137
dosumentation placed in his personne! record.

Intarview with the BOM on 01/24422 at 11:10am
revealad;

-She started working at the facllity on 01/04/22
and was responsible for managing staf
personnel records,

-She was not aware there was no HCPR chack
documentation In Staff E's personnel record,
-She had audited some staff personnel recards
buf had not reviewsd the personnel records for
Staff .

-It was her and the Administrator's responsibility
ta ensure documentation of HCPR checks were
in all staff records upen hire,

Interview with the Administrator on 01/24/22 at
11:15am revealed:

-Ghe was not aware there was no documentaticn
of a HCPR chack in Staff E's personnel record:
the HCPR check should be in his record.
-Obtaining the HCPR report for staff was part of
the hiring process.

-She wanted fa know if there were any concarns
before the first interview with the prospective
staff,

-An audit nesded to be dona of all personnal
records to ensure staff records were complets.

An HCPR chack was recaived, prior to exit on
01/24/22, verifying there were no panding
investigations or substantiated findings for Staff
E.

{D 273} 10A NCAC 13F .0902{b) Health Care {D 273} [ 10ANCAC 13F .0902(b) Health Care
Tha community will assure all referral and
10A NCAC 13F .0902 Health Care follow-up to meet the routine and acute
(b) The facility shall assure referral and follow-up health care needs of the resicents

fo meet the routine and acute health care neads

“13M0r2022

.
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{D 273}| Continued From page 2 {D273) Continued from page 2
of residants. c ity has impietemented Daily Stand-U
ommunity nas impietemente: ally Stand-Up
, , . A Meetings to include all managers and 3102022
This Ruls is not met as evidenced by department heads. Resident transports and
TYPE B VIOLATION appointments to oulside providers will be
reviewed during meetings.
Based on observations, interviews, and record o it has il o ntment
H i | ommunity has implemented an appointmen
reviews, the facliity falled to e.n.sure the Primary calendar located cutside of Executive Director (ED).| 3/10/2022
Care Pr °V|d?r (PCP) was notified for 2 of 5 Resident Care Cooridnator (RCC), Memory Care
sampled resident (#1, #5) of elevated finger stick CoorldnatorﬁMCC) and/or ED will review
blocd sugars (FSBS) {#1, #5) and referral and calendar daily.
follow appointments were scheduled for an an Community has implemented a Dally Care
endacrinolegist appointment, an ophthalmologist Coorignator Checklis}Eh?cklfgl incé;uges butlis not | 3/10/2022
i H i limited to reviewing of Fasting Blood Sugars logs
appointment and a hematologist appointment and Glucomtor Ghoske vs EMARS.
(#5) In a timely manner. Community ED will review CC Daily Checklist no
less than weekly.
The findings are: Community Area Ciinical Director (ACD) will review | 3/10/2022
CC Daily Ghecklist no less than twice monthy
1. Review of Resident #5's current FL2 dated during on site visits. .
07/12121 revealed diagnosas included type Il C ; i i i
X A ) X ammurity Regional Diractor of Operations{RDO)
diabetes with hyperglycemia, anamia In chronic and Jor Divisional Clinical Director, RN (DCD) will | 3/10/2022
kidnay diseass, chronic obstrustive pulmonary review gncsift’g'yi‘sﬁgec"““ ne less than monthiy
disease, and dependence cn supplemental ¢
oxygen. Community has completed audit of all diabetic
supplies, including Glucometers. 1/26/2022
a. Review of Restc_!ent #5's physician order dated ED,RCC andior MCC will pull Matrix Care reperts
0712/21 revealed: i and progess nofes no fess than weekly to review 310/2022
-Thare was an order for fingerstick blood sugar and access for parameters outside of Physicians
checks (FSBS) threa times a day with meals @rgfgﬁﬁ e nofification to physician
. e1e
-There was an order for Novoleg (used to freat i
elevated blood sugar) sliding scale Insulin (S81) DCD and/or RDO will pull Matrix Care Reports
) i . oo, waekly for four weeks then monthly there after to 31012022
with meals as follows; less than 150 - 0 units; 161 review Fasting Blood Sugars, parametars and
- 200, 4 units; 201 - 250, 6 units; 251 - 300, 8 pLog[e_ss notes to assure timetly folijo;{wiip on
units; 301 - 350, 10 units; 351 - 400, 12 units; physicians visits/ appointments and timly
greater than 401 - 14 unts. notification of any FBS outside of parameters.
Review of Resident #5's physiclan order dated
12/02/21 revealed an order to notify the Primary
Care Provider (PCP) for blood sugar greater than
500.
Division of Health Servica Ragulation
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Review of Resident #5's electronic medication CUE”‘;"H'V RCG and MCC have recsived trsining 1252022
i ; on the following:
admfnm‘:atlon record (eMAR) for Decembear 2021 - Proper clean, clearing and auditing of Glucometers
revegled: -Pulling FSBS, Progress Notes and Matrix
~There was an eqtry for FSBS checks three timas documentation i
day with meals -Daily Care Cooridnator Checklist
 day . . Training conductad by RN
-There was an entry for Nevolog sliding scale
insulin (S31) with meals as follows; less than 150 Al Medication Staff have completed retraining
. . ; thev v 113172022
- 0 units; 151 - 200, 4 units; 201 . 250, 6 units; Vrvr'é?n?%oc%rnéi our State Medication Training
251 - 300, 8 units; 301 - 350, 10 units; 351 - 400, Y
12 units; greater than 401 - 14 units, »é_\g If%/lSedFigraltion Staff hgve! been retfrzéi?ed on t
-There was documentation on 12/15/21 at bl use and cleaning of Glucomaters, 1/25/2022
Parameters, and Documentation of ofifi
4:31pm of FSBS reading of 534, Physicians © o notfieation to
-There was documentation on 12/21/21 at Training conducted by RN
4:21pm of FSBS reading of 557,
-There was documentation on 12/23/21 af . .
- Order pracessing system has been put in pl .
4:26pm of FSBS reading of 504, This has a foldergfosrloutste providel?s ordgricaend 3/10/2022
-There was no documentation that Resident #5's tfﬁatfll‘ﬁg!tsf 'Tf%”?c have been educated to
PCP was notified of FSBS readings greater than chect this folder daily.
500 on 12/15/21, 12/21/21 and 12/23/21. ED and for d il sandomly audit
ana /or desgree will randomly audit an
Interview with Resident #5 on 01/24/22 revesled: eommunicalions fom ouside providers,” | 3102022
-She knew her bload sugar ran in the 360's to
500's.
-She knew the MAs were to call the PGP when
her blocd sugars wera high,
Interview with a medication aide (MA) on
01/20/22 at 4:05pm revesaled:
-She thought she called the PCP regarding
Resident #5's slevated blood sugar,
-Ehe forgot to document the conversation In the
progress notes.
Interview with Residant #5's PCP an 01/20/22 at
11:00am revealed:
-Bhe had received a few phone calls regarding
Resident #5's elevated blood sugars.
-She dld not know if she was notified of all
elevated blood sugars.
-She needed to know about blood sugars greater
——eet e ]
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than 500 in order to adjust medication,

Interview with the Memory Care Coordinater
(MCC) on 01/24/22 at 12:15pm revaaled:

-She had worked as a medication alde {MA)
frequently,

-She had obtained FSBS readings that were
elevated and reportable to tha PCP.

-She would text the PGP the elevated reading
and they would respond by text.

-She did not recall dacumenting in the progress
notes,

Interview with the Licensed Practical Nurse (LPN)
on 01/24/22 at 10:40am revealad:

~The MAs ware expected to follow PCP orders.
-The MAs were expected to notify the PCP when
the blocd sugar was elevated,

-The MAs should document in the progress notes
when tha PCP was notified.

Interview with the Area Clinlcal Director on
01/24/22 at 10:08am revealed:

-The MAs were expected fo follow PCP orders
and call blood sugars that ware cut of the
recommended range to the PCP.

~The MAs ware expacted to document all
conversations with the PCP In the progress
notes.

Interview with the Administrator on 01/24/22 at
1:20pm revealsd;

~The MAs were responsible far notifying the PCP
when FSBS were slavated,

~The MAs should document in the progress notes
all communication with the PCP,

“The MAs were expected to follow PCP orders,

b. Review of Resident #5's signed physician's
orders datad {0/19/21 revealed there was an
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Continuad From page 5

order for an endocrinology appaintmant related te
diabates mellitus with skin ulcer,

Review of Resident #5's primary care provider's
(PCP} visit report dated 11/02/21 revealed
resident #5 had an endocrinologist appointment
schaduled for 11/03/21.

Review of Resident #5's PCP visit report dated
12/02/21 revealed resident #5's presented with
chronit, poor healing leg wounds.

Review of Resident #5's PGP visit report dated
12/30/21 revealed:

-Resident #5 continued to walt for endocrinology
appaintment,

-Resident #5 had multiple blood sugar readings
greater than 500 in the past few weeks,
-Resident #6 had changes in diabetic
medications.

-Resident #5 has had increass in thirst
{polydipsia), increase hunger (polyphagia) and
Increase urination {polyuria),

-Resident #5's HbA1o (Hemaglobin Alc) was 8.1
percent in October 2021 {an HbA1c test Is g
blood test that reflacts an average blood glicose
leve! over the past three months. An HbA G levai
of 8.7 or lower was considered normal}.

Telephona interview with the receptionist at the
endocrinologist office on 01/24/22 at 8:30am
revealed:

-Resident #5 was scheduled for an appointment
on 11/03/21; Resident #6 was a no show.
-Resident #5 was re-scheduled for an

appointment on 01/06/21; Resident #5 was a no

show.

-Spoke with the Memary Care Coordinator MGC)
on 01/12/22 end reschedule Resident #5'
appointment for 03/25/22.

(D 273}

]
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Conltinued From page 6

«Resldent #5 was unable to keep the appolntment
due to transpartation lssues,

Telephona interview with Resident #5 on 01/21/22
at 9:03am revealad:

-She had not seen the endocrinologist in a long
time.

-The facility had not been able to transpert her to
scheduled appointments

-She was not aware of an up-coming appointment
with an endocrinologist,

~The FCP wantad her to see the endocrinologist
because her blood sugars were elsvated and the
wounds on her legs would not heal.

Interview with Resident #5's PCP on 01/20/22
revealed:

-Resident #5 was experiencing problems with
increased bload sugars.

-Resident #5's medications had been adjusted
several times.

-Resident #5 had increasad thirst, increased
hunger and increased wination.

~She wanted Resident #5 to see an
ehdocrinologist to assist with management of
diabetas.

-Resident #5 had not been seen by the
endocrinologist since the referral was orderad.

Interview with the MCGC on 01/24/22 at 12:15pm °
revealed:

-Resident #5 had an appointment with the
endocrinclogist on 01/06/22.

-The county transpertation van did not show to
fransport Resident #5 to the appointment.
-Resident #5's appointmant had been
rescheduled for 03/26/22.

-Sha was not awara of the appointment ih
November 2021,

{D 273}
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interview with the Administrator on 01/24/22 at
12:48pm revealed:

-The facility's van did not have a wheelchair lift.
-Resident #5 was in a wheelchair and had to be
transpaorted by the county transport,

-The county transport required a three-day notice
to schedule transportation.

-lt was imperative that referrals made wora
scheduled and appointments kept.

-The RCC and MCC were responsible for miaking
sure transportation was avallable for resident who
had appointments.

¢. Review of Resident #5's signed physician's
orders dated 12/27/21 revealed there was an
order for an ephthalmology appointmant retated
to visual disturbances,

Review of Resident #5's physician's visit report
dated 12/30/21 revealed:

-Resident #5 reported visual charges and an
urgent raferral to ophthalmology was inifiated.
-Spoke with Mamory Care Coordinator {MCC) to
schedute an appointment with the
ophthalmelogist for Resident #6 related to visual
changes, ’

Talephone interview with Residant #5 on 01/21/22
at 1:32pm revealed:

-She did not remember the last tims she had an
eye exam.

~Her eyes had bean acting “a little funny”. .

-3he was seeing shadows and floaters In her
eyes,

-Ghe did not know if she had an appointment
scheduled.

Telephone Interview with receptionist at the
ophthaimologist effice on 01/21/22 at 1:11pm
revealed:
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-Resident #5 had an appeintment scheduled in
June 2022,

~The last ime Resident #6 was seen was in
March 20621.

-The reason for the appointment was for a routine
diabetic exarmination, '

-The appointment was mads by the MCC on
01712122

~June 2022 was the earliest appointment
available far a routine visit for Resident #5.

~The ophthalmologist office would have worked
Reslident #5 in eadler if they had known it was
urgent.

~There was documentation in Resident #5's
ophthalmology chart that a referral was faxed on
12/27721 for the Primary Care Provider (PCP),
-The ophthalmologist office called the facility on
12/27/21, 12/29/21 and 01/33/22 and left a
message to schedule the appointmant,

Interviaw with Resident #5's PCP on 01/20/22
ravealed: - -

-5he wantad Resident #5 to see an
ophthalmclogist related to changes in vision,
-Resident #5 had not bean seen by the
ophthalmologist since the referral was orderad,

Interview with the MCC on 01/24/22 at 12:15pm
revealed:

-The PCP faxed the refarral to the
ophthalmelogist.

~She called and scheduled an appointment for
June 2022 a few weeks ago.

~She did not know the appointment was for urgent
neads of Resident #5.

-Tranaportation would be scheduled through the
county transport.

-She did net recall receiving any messages from
the ophthalmologist office regarding scheduling
an appointment on 12/27/21, 12/29/21 or
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Continued From page 9
01/03/22.

Interview with the Administrator on 01/24/22 at
12:48pm revealed:

-Bhe did not know Resident #5 had an order for a
ophthalmologist referral.

-She expected refarrals to be scheduled as soon
as possible,

-The Resldent Care Coordinator (RCC} or the
MCC were responsible for making sure all
referrale where schadulad.

d. Review of Resident #5's signed physician's
orders dated 10/19/21 ravealsd there was an
aorder to schedule hematology appointment
related to anemia.

Review of Rasident #5's signad physiclan's
orders dated 11/02/21 revealed thete was an
orcer fo schadule hematology appeintment
related to anemia,

Interview with Resident #5's Primary Cara
Provider (PCR) on 01/20/22 revealed;

-She wanted Resident #5 to see a hematologist
related too low hemoglobin and anemia,
-Resident #5 had not been seen by the
hematologist slnce the referral was ordered.

Interview with the M‘emory Care Cocrdinator
(MCC) on 01/24/22 at 12:15pm tevealed:

-8he was unaware Resident #5 had an order for
a hematology referral,

-A referral to a hematologist had not besn made
for Resldant #5.

Interview with the Administrator on 01/24/22 at
12:48pm ravealed:

~She did not know Resident #5 had an order for &
hematology referral,

(D 273)
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-Bhe expected the referral to be schedulsd as
soon as possible.

~The Resident Care Coordinator (RCC) or the
MCC were rasponsible for making sure all
referrals where schaduled,

-The RCC and MCC were responsible for making
sura transportelion was available for resident who
had appeintmants,

2. Raview of Resident #1's current FL2 datad
07/29/21 reveaied diagnoses included dementia,
bipolar disorder, chronic obstructive puimenary
disease, non-Hodgkin's lymphoma, type 2
diabetes and essential hypertension,

Review of Resident #1's physician order dated
07/26/21 revealed;

-There was an order for fingerstick blood sugar
(FSBS) checks thres times a day before meals,
~There was an order for insulin lispro (used to
treat elovated blood sugar) sliding scale insulin
(S8l) befare meals as follows; less than 69 - call
PCP; 70« 1580, 12 units; 151 - 200, 14 units; 201 -
250, 16 units; greater than 250 - 18 units and call
the Primary Car Provider (PCP).

Review of Resident #1's elecironic medication
administration record (eMAR} for January 2022
revealed:

-There wass an entry for FSBS checks three times
a day before meals,

-There was an entry for insufin lispro sliding scaie
Insulin before meals as follows; less than 69 - call
PCP; 70 - 150, 12 units; 151 - 200, 14 units; 207 -
250, 18 units; greater than 250 - 18 units and call
PCP,

-There was documentation on 01/01/22 ai
11:30am of FSBS reading of 293.

-There was documentation on 01/112/22 at
7:30am of FSBS reading of 262,
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~There was documentation on 014113/22 at
11:30am of FSBS reading of 279,

-There was documentation on 01/13/22 at
5.30pm of FSBS reading of 268,

-Thers was documentation on 01/1 4122 at
7:30am of FSBS reading of 288.

-There was docUmentation on 01/14/22 at
11:30am of FSBS reading of 355,

-There was documentatlon on 0171 9/22 at
11:30am of FSBS reading of 2586,

-There was documentation an 01/19/22 at
5:30pm of FSBS reading of 291,

-There was no documentation that Resldent #1's
PCP was notified of FSBS readings greater than
250,

Review of Resident #1's progress notes for
January 2022 revealed there was no
documentation of the PCP being notified of FSBS
readings greater than 250,

Interview with a medication aide {MA} on
01/20/22 at 4:05pm revealed:

-She had called the PCR regarding Resident #1's
FSBS readings greater than 250,

-She would document in the progress notes when
she called Resident #1's PCP.

~She did not know why the PGP notification of
elevated FSRS reading was not documented in
the progress notes.

~3he would let the: Memory Care Coordinatar
{MCC) khow of the slevated FSBS readings and
the MCGC would notify the PCP.

Interview with another MA on 01/24/22 at 9:07am
revealed:

~She calfed the PCP regarding the elevated
bloads sugar on 01/18/22,

~She failed to document the conversation in the
pregress notes..
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- Interview with tha Area Clinical Director on

Interview with the MCC on 01/24/22 at 12:15pm
revedled:

~Bhe had worked as a MA frequently,

-5he had obtained FSBS readings that were
elevated and reportable to the PCP for Resident
#1.

-8he would text the PCP the elevated reading
and they would respond by text.

-She did not recall documenting in the progress
notes.

Interview with the Licensed Practical Nurse {LPN)
on 01/24/22 at 10:40am revealed:

-The MAs were expected to follow PGP arders.
-Tha MAs were expected to notify the PCP when
the blood sugar was slevated.

-The MAs should document in the progress notes
when the PCP was noflifled,

01/24/22 at 10:08am revealed:

-The MAs were axpected to follow PCP orders
and call bleod stigars that were out of the
recommended range to the PCP.

~The MAs were expected to document all
conversations with the PCP in the prograss
notes.

Interview with the Administrator on 01/24/22 at
1.20pm ravealed:

-The MAs were responsible for notifying the PCP
when FSBS were elevated,

~The MAs sheuld document in the progress notes
all communication with the PCP.

-The MAs were expected to follow PCP orders,

Aftempled to interview Resident #1's PCP on
01/24{22 at 3:30pm was unsuccessful.
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The facility failed to ensure the Primary Care
Provider was notified of elevated finger stick
blood sugars (FSBS) ag ordered for 2 resldents
including a resident (#1) who had FSBS readings
greater than 250; a resident (#5) who had FSBS
readings greater than 500 resulting in increased
visual disturbances and poor wound healing and
failed to schedule referrals for an endocrinologist,
aphthalimelogist and hematologist relatad to
elevated FSBS, visual disturbances and anemia
{#5}. This fallure was detrimental to the healih,
safety and walfare of the residents which
constitutes a Type B Violation.
The facility provided a plan of protection in
accordance with G.8. 131D-34 on 02/11/22 for
this violation.
CORRECTICN RATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED March 10,
2022,
{D 310)} 10A NCAG 13F .0904(e)(4} Nulrition and Food | {D31gp | 1A NCAC 13F .0004(e)(4) Nutriion and
Service : o
Corr)mlén{;cwy will ensug:a that all residents are 3102022
10ANCAC 13F .0904 Nutrition and Food Service redidants prysigan, o oe oY e
(e) Therapedutic Diets in Adult Care Homes: . .
(4} Alltherapeutic diets, including nutritional oy Care Covridnators (OCs have | 4101202
supplements and thickened liguids, shall be residents.
It e
served as ordered by the resident's physician. Comrmunity ED, RDO, AGD, DGD andfor GCs
have contacled all current residents primary 311072022
care physiclans fo request updated diet orders.
Community has impletemented Daily Stand-U
Meetings to include, all managers and P |anomoz2
department heads. Dietary Manager, CCs and ED
review menus and any diet order changes during
This Rule is not met as evidenced by: meetings.
Based on record reviews, observations and
intarviews, the facility failed to serve a No
Divislon of Health Service Regulation
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Concentrated Sweets (NCS) dist to 1 of 3 ED and Distary Manager have posted a copy of all
sampled residents (#1) having therapsutic dist current resident diets in kitchen for dietary staff 3410/2022
review and reference.
orders. CCs and/or Dietary Manager will ensure that
any changes or updated diet orders are posted in

The findings are: kitchen,

All distary staff have been n-serviced on training - 113112022

Raview of Resident #1's current FL-2 dated on menus, prescribed diets, and proper food

07/29/21 and signed by a physician revealed: consistency

-Diagnoses included type 2 diabetes, dementia, Community ED and/or CC will adserve no less than| s 5/n050
essential hypertansion and bi-polar disorder. one meal service thres times a weekly.

~Resident #1 was intermittently disoriented and Community RDO will make site visits no

resided on the special care unit (SCU), lc%sriiwuagdt?clgenf fli{:re]:gea month to enstire 31012022
~The diet ordered for Resident #1 was Regular. RDO will revievs dief order posting in kitchen and

observe no less than meal service monthly

Record review for Resident #1 revealed a

ph sician's order for a NCS diat on 09/10/21. Community Divisional Vice President of Operations
y
(DVPO} and Divisional Clinical Director {DCD} will 3/10/2022

make monthly site visits, which will include

Review of the Physician Crder Report for review of updated dit list in kitchen and
10/01121 - 01/10/22 revealed an NCS diet start menitoring of no less than cne meal service,
date of 09/11/21. :

Review of the facility's resident diet order listing
shest revealed:

-There was no date for the document.

~There were no dates for the changas on the
document.

«There were handwritten comments for resident
preferences, new diet additions and lines marking
through discontinued diats,

-The diet documented for Resident #1 was
Mecharnical Soft with Chopped Meats, a texture
madification for a Regular diet.

Observation of the lunch meal on 01/19/22 at
11:5Q in the SCU revealed Resldent #1 was
served a hot dog with chili, potato chips, coleslaw
{mayonnaise base) and gelatin dessert with water
and unswestened iced tea,

Interview with Resident #1 on 01/18/22 12:03pm

Division of Heallh Service Regulation
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and at 3:20pm revealed;

~-She just finished her lunch meal and it was good,
but she had diabetes and thought she was to ba
served an NCS meal.

~She was told by facility staff the kilchan only
sarvad Regular dief maals, but her physician
wrote an order for her to be served an NCS diet.
-She was supposed ta be given NCS meals whan
she was admitted (07/09/21), but she was always
servad Regular diet meals and given sweets o
sal for shacks.

Observation of the contracted dietitian's Diet
Extensions sproadsheet revesled:

-There were listings for Regular/No Added Salt,
Mechanical Soft/Chopped, Mechanical Soft, .
Puresd, No Added Table Salt and Finger Foods,
-There was no entry for a NCS diet on the
dietitian's spreadshest,

Interview with a iedication Aide {(MA) on
01/20/22 at 11:45am revealed:

-She did not know Resident #1 had a NCS dist
order.

-ANCS diset was not listed on the diet
spreadsheet in the kitchen.

~The facility did nct offer NGS diets,

Interview with the Dietary Manager (DM) on
01120/22 at 12;:25pm revealed:

-The kitchen has a listing of residents and thair
ordered dists.

~Any changes of diets were placed on the
resident listing and posted in the kitchen.

~This facility offered Regular/NAS (no addad salt)
diets with mechanical soft/chopped mesat
textures.

-Resident #1 had always been on a Ragular with
mechanical soft/chiopped meats as par the
resident dist [lsting.
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-NCS diet was not on the dist listing becauss the
facility did not offer an NCS diet.

Intervisw with the SCL) Manager on 1/20/22 at
2:08pm revealed:

-When dietary orders ware added or changed
hard copy was given tc the DM to place on the
resident list in the kitchen

-The DM was responsible for ensuring the dist
orders wera carriad out as ordered.

-Resident #1's Primary Care Provider (PCP)
submitted & diet order for an NCS dist datad
08/10/21,

-The facility did not offer an NCS diet and the
PCP was notifiled but he did not make a change
in the order,

~The DM continued giving Resident #1 the
Regular with Mechanical Soft/Chopped meats
diet.

Interview with the Ragistered Distitiar (RD) for

thercontracted-menu planneronr 842122 at
8:06am reveaalad:

-She planned and wrote the menus for the facility.
-EShe wrote the menus for the spreadsheet
according to the diet types requested.

~About 2-3 years g6 the corparate office pallcy
directed that the facility would offer Regular diets
with textures only.

-The spreadshest she used could accommodate
an NCS selection if it were to be offered.

-The faciiity distary staff were to refer to the ADA
stggestions for what foods to serve Rasident #1,
-There was not an NCS dist plan, signed by a
registered dietitian, for preparation of Resident
#1's meals.

Interview with Resident #1's Power of Attarnay
(POA) on 01/21/22 at 10:21am revealed:
-Because of Resident #1 having diabetes and
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having fo tare insulin, she was on en NCS diet
before she was moved to the facility.
~Management at the facility accapted Resident #1
knowing she was ordered an NCS dist.

-After Resident #1 was admitted, she was told
distary did not offer the physician ordered NCS
diet ic Resident #1. o
-Her expectation was for tha facility to follow the
physician's order for fha NCS diet to help with
treatment of her diabetss.

Telephane interview with Resident #1's PCP's
nurse {relaying questions to the PCP in the
adjacent room) on 1/24/22 at 3:40pm revealad:
-Resident #1 was given an order for an NCS diet
on 09/10/21 due to her Type 2 diabstes and high
Alc (blood test that measures ths average blood
sugar levels over the past 3 months) lavel of 10%
(preferred range for a person with diabetes is
6.5% to 7.0%).

-The PCP was concarned for Resident #1's
health by having a high Alc level-of 10%,

-Ha wanted fo gat Resident #1's Atc down to the
7% level,

-The NCS diet was part of the treatment and
management of Resident #1's diabstes,

-The PCP's expectation was for Residant #1 to
be served the NCS dist as ordered,

interview with Administrator on D1/24/22 at
11:20am revealad;

-She started as the facility Adminlstrator in
December 2021 after Resident #1 was admitted.
-She was aware Resident #1 was not recelving
the NCS diet a3 It was company policy to anly
sarve Regular diets,

-The facility had not made any changes in
Resident #1's diet from Regular to NCS since the
last survay {10/04/21).

-She was not aware that any change of diet would
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come from the PCP for Resident #1,
- "An order from the physician (NCS diet) should
ke followad."
- "Resident #1 was our resident, her needs
nesded to be met,”
{Dr 358} 10A NCAC 13F .1004(a) Medication {D 358} 10A NCAC 13F ,1004(a) Medication
Administration Administation
Community will assure that all medications 1/31/2022 and
10A NCAC 13F .1004 Medication Administration and treatments are administered as ordered ongoing
{a} An acult care homs shall assure that the Cornmunity has hired an Area Clinical Director aor2022
preparation and administration of medications, (ACD) whois Zh Reglsierad Nurse o provido
prescription and non-prescription, and treaments g 9 9.
by staff are in accordance with: ACD will make on-site visits to community no 14312022 and

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

This Rule is not met as evidenced hy:
AFQEL('\LM LR TO TYPE B \vl!ﬁl ATION

less than twice weekly for six weeks, then no
less than weeakly there after. -

ral poro

The GCs have compieted cart audits against

ongaing

electronic medication records for all current residents 1/31/2022

including both a review of the accuracy of the EMAR
and an audit of the EMAR againt the medication
cart.

AN | e LI

Based on these findings, the previous Type B
Violation was not abated,

EC-willeonduct-weekly-medieation-cart-auditsto—

ensure all medications are available.

ED and CC will review Medication Administration
uilitzing Matrix Care Reporting and weekly
Medication Cart audits during Stand-Up meetings

TraT72022 and
ongoing

1/31/2022 and
ongoing

Based onobservations, Tevordreviews, and
interviews, the facility failed to administer
medications as ordered by a licensed prescribing
practitioner for 5 of 8 sampled residents (#2, #3,
#4, #5, #8) related to Insulin administration and
anti-diabetic medication (#3,#5#6); a praton
purrip inhibiter, an antioxidant, a fibric acid
derlvative thyrold medication and two medications
to heip prevent heart disease (#2); two vitamin
supplements, two stool softeners, an iron
supplement, a receptor antagonist, an
anticholinergic, a blood thinner and an
alphadrenergic agenist medication (#3); a blood
thinner, an anti-anxiety medication, two

Community has implemented a Daily Care
Cooridnator Checklist. Checklist includes but is not
limited to reviewing pulling of Matrix Gare Reports
for medication administration, review of progress
notes, and order anroval.

Communily ED will review CC Daily Checklist no
less than weekly.

Comrmunity Area Clinical Director (ACD) will review
CC Daily Checklist no less than twice monthy
during on site visits.

Community Regicnal Director of Operations(RDO)
and for Divisional Clinical Director, RN (DCD) will
review CC Paily Checklist no less than monthly
during on site visits

/3142022 and
ongaing

1/31/2022 and
angaing

131/2022 and
ongoing
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antipsychetic medications, a medication used to
treat dementia, an anti-hypartensive, an iron
supplement and an antidepressant (#4); an
antihypertensive medication. (#5).

The findings are:

1. Review of Resldent #5's current FL2 dated
0712421 revealed diagnoses included type Il
diabetes with hyperglycemia, anemia in chronic
kidney dissase, chronic obstructive pulmaonary
disease, and dependence on supplemantal
oxygen.

a. Review of Resident #5's physician's orders
dated 07/12/21 revealed an order for Victoza
(used to help lower blood sugar lavels) inject
0.8mg/0. 1=l subcutaneously daily.

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

-There was an entry for Victoza 0.6/0.1ml every
morming with a scheduled administration time of
8:00am.

~There was documentation Victoza was
administered from 11/01/21 - 11/27/21.

-There were exceptions documented on 11/28/21
- 11/30/21; the exception documentad was the
pharmacy.

Review of Resident #5's Dacember 2021 sMAR
revegled:

-There was an entry for Victoza 0.6/0.1m| every
morming with a scheduted administration time of
8:00am,

~There was documentation Victoza was
administered daily from 12/02/21 - 12124421 and
12/31/24.

-There were exceptions documented on 12/04/21

*| Community RCC and MCC have received tfaining

Community AGD, RN has conducted and will
continue to conduct Medication Pass Observations | V3172022 and
for medication staff. Medication Pass ongoing
Observations will be conducted ne less than once
monthly with different medication staff members.

Medication Pass Observations will be reviewed a0z and

with commurity EC andfor CCs when completed,

Commurity has implemented an

order processing system to review and J,%Lﬁ%” and
assure all medications are administered
as ordered by Providers.

RCG and/or MCC are responible for 11312022
checking order processing system no
less than 3 times dally to assure al
medication orders are processed timely,

Community RCC and MCC have been trained on 112612002
uilitzing/orocessing of orders, as well as use of

the "Order Processing System" .

Training conducted by RN ©+

e e

on the following:

- Proper clean, clearing and auditing of Glucometers 1126/2022
-Pulling FSBS, Progress Notes and Matrix
documentation, pulling of Matrix Care Reporting
-Daily Care Cooridnator Checklist

- Compfeting a Medication Cart Audit

Training conducted by RN

All Medication Staff have completed refraining 132022
with 5/10 or 15 hour State Medication Training
and heen revalidated,

Training conduct by RN

Tha ACD has in-serviced all Medication Staff

on Medication Administration, which included but | 1726/2022
was not limited to the six rights of medication

administration and documents

The ACD has in-serviced all Medication Staff on
Infaétion-Control 113112022

RDC, DCD andfor DVPC will ranclomly pull
Medication Admiristration /2812022 and
reporting from Matrix Care system to monitor 6ong

compliance with Medication Administration
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Continued From page 20

and 12/25/21 - 12/30/21; the exception
decumented was the pharmacy.

Review of Resident #6's January 2022 eMAR
revealed;

-There was an sntry for Victoza 0.6/¢.1ml every
morning with a scheduled administration time of

~There was documentation Victoza was
administered daily from 01/01/22 - 01/09/22,
-There were exceptions documentad on 01/10/22
- 01/20/22; the exception documented was the
pharmacy.

Intarview with Resident #5 on 01/20122 at
4:15pm revealed:;

-3he knew she received multiple injections each
day, .

~-She knew she was on 2 fo 3 different injectable
medications for her diabetes.

~She could not recall missing any injections.

Observation of Resident #5's medications on
hand on 01/20/22 at 2:36pm revealed Victoza
0.6mg/0.1ml was nat avallable to administar,

{D 358}

Telephane interview with a pharmacy technician
at the facllity's contracted pharmacy on 01/22/22
at 11:06am revealed:

-The pharmacy dispensed Victoza one 3mi pen
on 10/12/21,

-The pharmacy dispensed Victoza one 3ml pen
on 11/07/21.

-The pharmagy dispensed Victoza one 3ml pen
on 12/01/21.

~The pharmacy dispensed Victoza one 3ml pen
on 12/28/21,

-The pharmacy dispensed Victoza one 3m! pen
on 01/21/22,

~The facility faxed a request a reflll for Victoza on

Division of Health Service Regulation
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c1/11/22,

-The request to refill Victoza on 01/11/22 was too
early; the insurance would not pay.

~Tha pharmacy dispensed Victoza one 3ml pen
on 01/21/22, which was the next day for refill after
tha 12/28/21 refil,

-This was the only request for an early refill,
01/11/22, received from the facility,

-The pharmacy did not receive any requests for
early refills for November 2021 or December
2021.

~The pharmacy had only been dispensing Victoza
one 3ml pen each month,

-One Victoza 3ml pen would last for 10 days.
-The pharmacy should have been sending
Victoza three 3mi pens each month,

Telephone interview with the pharmacist at the
facility's contrasted pharmacy on 01/21/22 at
11:45am revealed:

-Victoza was not an insulin but an anti-diabetic
medication.

“Victoza helpad to lewer biood sugar and promote
weight [css when used with an insulin,

-One Victoza 0.8mg/0.1ml, 3ml pen would last 10
days when administeting 1.8mg/0.3ml every
morhing.

-The pharmacy should have been sending
Victoza, three 3mi pans sach month

-The pharmacy would start sending Victoza three,
3ml pens each month.

Observation of Resident #5's medications on
hand on 01/24/22 at &:18am revealed:

-Victoza 0.8mg/0, 1mi cne 3ml pen was available
to be administered.

-There was one pen of Victoza in a zip lock bag.
-The prescription label on the zip lock bag read
"Victoza 3-pak, 3 pens”,

(el 10 SUMMARY STATEMENT OF DEFICIENCIES D o
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Interview with & medication aide (MA) on
01/20/22 at 3:00pm revealed when she
documented the exception of the pharmacy, thers
was no medication on the medication cart or the
facilly for administration.

Intarview with the same medication aide (MA) on
01/24/22 at 8:20am ravsaled:

~There was chly ane 3ml pan on the medication
cart.

-She did not knaw if there were more Victoza
pens in the medication refrigerator,

-The Victoza pen was deliverst over the
weekend.

-Resident #5 had not had any Victoza in about a
week.

Obsarvation of the medication refrigerator on
01/24/22 at 8:30am revealed there were no
Victoza 3ml pens in the refrigarator.

Interview with a MA on 01/24/22 at 7:66am
revealed:

-There had been one time when Vicloza was not
available to administer as ordered.

-He would notify the Memory Care Coordinator
(MCC} when the medication was not in the facility
to administer,

Interview with the Memory MCGC on 01/21/22 at
2:09pm revealed:

Victoza was an insulin,

-5he tried to re-order Victoza on 01/11/22.

~This was the firet tims on 01/11/22, she had
bean notified that there was no Victoza available
for administration.

-She spoke with the pharmacy on 01720722 and
was informead a 30-day supply was sent,

-8he did not know how many Victoza pens were
delivered by the pharmacy each month. She did
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not check the delivered medications in sinca the
medication arrived during third shift,

-She thought the pharmacy sent 3 pans of
Victoza each ronth, since that was what wag
listed on the dellvery shest.

-She did not know the pharmacy was ority
sending ane pen a month.

-8he did not know how lang one Victoza pen

would |ast,

Interview with the Administrator on 01/24/22 at
11:60am revesled:

-Resideni#5 should be receiving madication as
orderad.

~There must be accountability with each
employee,

-There was no excuss not to have medications
available for administration as ordered.

Based on sMAR dacumentation, medications
dispensad and medications on hand between
10/12/21 - 01/24/22, there would have bosn one

Victoza 3mi pen availabla for administration each
manth. Based on the physician's orders dated
07112211 3 pens of Victoza 3m! wera needed
each month.

Altempted interview with the primary care

provider (PGP} on 01/24/22 at 8:45am was
uhsuccessful,

Refer to interview with a medication aide (MA) on
01/20/22 at 12:10pm.

Refar to interview with ancther MA on 01/20/22 at

12:18pm

Refer to interview with a third MA on 01/2G/22 at
4:08pm,
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Refer to telephone interview with a pharmacy
technician from the facility's contractad phamacy
on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Coerdinator (MCC) on ¢1/20/22 at 12:30pm.

| Refer fo telephone intarview with the Memory. -

Care Coordinator {MCC) on 01/21/22 at 2:09pm.

Refer to interview with the Area Clinjcal Director
on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licansed
Practical Nurse (LPN) on 01/24/22 at 10:48am,

Refer to telephone intsrview with the
Administrator on 01/21/22 at 4:15pm,

b. Review of Resident #5's physician's orders
dated 07/12/21 revealed an order for Basagiar
{used to control high bloog sugar levels) inject 50
uhits subcutanaously daily and 22 units gt
bedtime.

Review of Resident #5's physician's orders dateq
12/18/21 revealed an order to discontinue thr
previous order of Basaglar 50 units daily,

Raview of Resident #5's physician's orders dated
12/22/21 vavealed an order to administer 5 Linits
of Basaglar every moming.

Review of Resldent #5's physiclan's orders dated
12/27/21 revealed an order to discontinue
previous order of Basaglar and administer 10
units subcutanesously every morning and 25 units
aft bedtime,

Review of Resident #5's physician's ordsrs dated

{D 358}
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12/30/21 revealed an ordar to discontinue
previous order of Basaglar and administer 45
units subcutaneously every moming and 25 unils
at bediime,

Review of Resident #5's November 2021
electronic medication adminisiration record
(eMAR} revealed:

~There was no entry for Basaglar 50 units every
morning.

-There was an entry for Basaglar 22 units at
badtime with & scheduled administration time of
8:00pm.

-~There was documesntation Basaglar 22 units was
administered at from 11/01/21 to 11/30/21 at
8:00pm,

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

~Thers was an entry dated 12/13/21 for Basaglar
50 units every morning with a seheduled
administration time of 8:00am.

-Thare was no doecumentation Basaglar 50 units
was administered in December 2021,

~There were exceptions documenited on 12/15/21
and 12/16/21; the exception documented was
medication was on hold for clarification.

~There was & sscond entry dated 12/22/21 for
Basaglar 5 units every morning with & scheduled
administration time of 8:00am.

-There was documentation Basaglar 5 units was
administered on 12/23/21.

~There was a third entry dated 12/23/21 for
Basaglar b units evary morning with a schaduled
administration time of 8:00am and 8:00pm,
-There was documentation Basaglar 5 units was
administered on 12/24/21 at 8:00am.

-There was an excaption documented on
12/23/21 at 8:00pm; the exception documentad
was the order states to be given In the morning,
Division of Health Sarvice Reguiation
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| -There was decumentation Basaglar 10 unils was

- administerad on 12/31/24 at 8:00am.

-There was & fourth entry dated 12/24/21 for
Basaglar & units avery marning with an
administration tima of 8:00am,

~There was documentation Basaglar 5 units was
administarad on 12/25/21 - 12/27/21,

«There was a fifth entry dated 12/27/21 for
Basaglar 10 units every morning with a scheduled
administration time of 8:00am and 8:00pm,

administered 12/28/21 - 12/30/21 at 8:00am and
12127121 - 12/28/21 at 8:00pm.

-There was an exception documented on
12/28/21 at 8.00pm; the axception documentsd
was the crder states to give in the morning.
-Thers was a sixth endry dated 12/30/21 for
Basaglar 15 units every morning.

-There was documsnitation Basaglar 15 units was

-There was a seventh entry dated 09/03/21 for
Basaglar 22 units at bedtime with a scheduled
administration time of 8:00pm.

-There was documentation Basaglar 22 units was
administered on 12/01/21 - 12111421,

-There ware exceptions documented on 12/12/21
to 12/13421; the exceptions documented was the
pharmacy.

~There was an elsctronic entry dated 12/14/21 to
discontinua Basaglar 22 units

~There was an elghth eniry dated 12/16/21 for
Basaglar 25 units at bedtime wkh a scheduled
adminigtration time of 8:00pm.

-There was documentation Basaglar 25 units was
administared on 12/17/21 to 12/31/21.

Review of Resident #5's January 2022 eMAR
revealed:

-There was an entry for Basagtar 15 units avery
marning with a scheduled administration time of
8:00am,

-There was documentation Basaglar 15 units was
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administered dally from 01/02/22 - 01/13/22.
-There were exceptions documentad on 01/01/22
and 01/14/22; the exceptions documented were
need of clarification and the order increased to 18
units,

~There was a second entry for Basaglar 18 units
every morming with & scheduled administration
tima of 8:00am and 8:00pm.

~There was documentation Basaglar 18 units was
administared twice a day from 01/14/22 -
01/20/22,

-There was an exception documented on
0117/22 at 8:00am; the excepticns doctimentad
were residents blood sugar was 89 and the
medication was ordered fo be administered in the
morning.

-There was a third entry for Basaglar 25 units at
bedtime with a scheduled administration time of
8:00pm.

~Thera was documentaticn Basaglar 25 units was
administered on from 01/01/22 - 01712722,

Ohbservation of Resident #5's medications on
hand on 01/20/22 at 2:36pm revealed;

-There was one Basagiar pen in the top drawer of
the medication car.

-Thare was a hand-written opened date of
01/19/22 noted on the Basaglar pen.

Chservation of the madication refrigerator on
01724122 at 7:48am revealed:

-There was & zip lock bag with 2 Basaglar pens in
the medication refrigerator with a dispensed date
of 12/01/21,

~There was anocther zip lock bag with 1 Basaglar
pen in the madication refrigerator with a
dispensed date of 12/30/21.

Telephone irterview with the pharmacy technician
at the facility's contracted pharmacy on 01/21/22

ALAMANGE HOUSE
BURLINGTON, NC 27215
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at 11:06am revealsd:

-The pharmacy dispensed & Basaglar 3ml pens
180 unitsttml on 12/11/21.

~The pharmacy dispensed 4 Basaglar 3ml pens
100 unit/im] on 12/30/21.

-The pharmacy dispensed 4 Basaglar 3ml pens
100 unitAimf on 01/20/22,

Interview with a medication aide (MA) on
01/204/22 at 3:00pm revealed when she

documented the sxception of the pharmagy, there

was no medication in the facility,

interview with the Memory Care Coordinater
(MCC) on 01/21/22 at 2:09pm ravealed:

-The initial order for Basaglar 50 units was written
an her FL2 dated 07/12/22,

-She did not know how Basagiar 60 units every
morning appaared on December 2021 sMAR.
She thought the pharmaey had entered it

-She had discussed it with the Primary Care -
Provider (PCP) in December 2021 and Resident
#5 had been re-started on Basaglar.

Interview with the Administrator on 01/24/22 at
11:50am ravealad:

-Resident #5 should be receiving her insulin as
ordered.

~There was no excuse not to have medications
available for administration as ordered.

-She was concerned that Resident #5's blood
sugars would be elevated if Resident #5 was not
getling her medication as ordered.

Based on interviews, sMAR documentation,
madications dispensed and medications on hand
betwsen 11/01/22 - 01/20/22 revealed:

~Thera should have been enough Basaglar
available to administer medication as ordered for
12M12/21 - 01119422,
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-Basaglar was available for administration on

1212721 and 12013/21,

~There ware entries for November 2021 and
December 2021 where a daily medication was
scheduled as twice a day and administered as
ertered on eMAR and not as ordered,

Aftempted interview with the primary care

provider (PCP) on 01/24/22 at 8:45am was
unsuccessful.

Rafer fo interview with a medication aide (MA} on
01/20/22 at 12:10pm,

Refer to interview with another MA on 01720122 at
12:18pm

Refer ta interview with a third MA on D1/20/22 at
4:05pm.

Refer to telephons interview with a pharmacy
technician the facility's contracted pharmacy on

01/20/22 af 8;10zm.

Refer to interview with the Memory Care
Coordinator (MCC) on 01/20/22 at 1 2:30pm,

Refer lo telsphone interview with the Mermory
Care Coordinator (MCC) on 01/21/22 at 2:0%9pm.

Refer to interview with the Area Clinical Director
on 01/24/22 at 10:08am,

Refer to interview with the faciiity's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am,

Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm,

¢. Review of Resident #5's physician's orders
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dated 09/14/21 revealed an order for losartan
(used o treat elevaied blood pressure) 25mg one
daily.

Review of Resldent #5's physician's orders dated
1216121 ravealed:

-Thera was an order to discontinue losartan 25
Crmg.

-There was an order to adminlster losartan 5¢ mg
daily,

Review of Resident #5's November 2021
elzctronic medication administration racord
{eMAR) ravealed;

~There was an entry for losartan 25mg every
maorning with a scheduled administration time of
8:00am.

-There was documentation losartan.-25mg was
administared dally from 14/01/21 - 11/30/21.

Review of Resident #5's December 2021 aMAR
revealed:

-There was an entry for losartan 25mg every
motning with a scheduled administration time of
8:00am.

-There was documantation losartan 26mg was
administered dally from 12/01/21 - 12712721,
~There was an entry for losartan 50mg every
merning with & scheduled administration time of
8:0Cam.

~There was documentation losartan 50mg was
administerad on 12M15/21, 12/17/21, 12/24/21-
12/26/21 and 12/31/21.

-There were sxceptions documented on 42/13/21
- 12114421, 1216/21, 12118/21 - 12/23/21 and
12127121 - 12/29/21; the exceptions documented
were the pharmacy.

Review of Resident #5's January 2022 sMAR
revealed,
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-There was an entry for losartan 25mg every
morning with & scheduled administration ime of
8:00am,

-There was documentation losartan 25mg was
administered on 01/05/22,

-There was ohe exceplion documented on
01/13/22; the sxception documented was the
dosage had been discontinued,

-There was an entry for losartan 50mg every
morning with a scheduled administration tims of
&:00am.

~There was documentation losartan 50mg was
administered on 01/07/22 and from 01/10/22 -
01114111,

-Thare were exceptions documented on 01/01/22
- 01/06/22, 01/08/22 - 01/09%/22 and 01/15/22 -
01/18/22; the exception decumented was the
pharmacy,

Obsarvation of Resident #5's medicaticns on
hand on 01/20/22 at 2:36pm revealed:
~Regident #5 had a multi-dose package and a
bllster pack of madication,

~The losartan 25mg was dispensed in the
mulfi-dose package for administration each
morning.

-The multi-dose package was dispensed wealdly,
on Thursday.

-There was a blister pack with 22 of 30 losartan
26my tablets availabla for administration,
dispensed on 01/05/22,

-The pharmacy directions on the blister pack of
losartan 25mg was to administer one daily.
-Fhere was no losartan 50mg in the facility,

Telephane interview with the pharmacy technician
fram the facllity's contracted pharmacy on
01721722 at 11:08am revealed:

~The pharmacy dispensad losartan 25 mg In a
multi-dose pack weekly on Thursdays,
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PROVIDER'S PLAN OF CORRECTION

| 01/20/22 at 3:00pm revealod when she

~The pharmacy dispensed a bubbie pack of 30
lesartan 25mg on 01/05/22.

-The pharmacy did not have an order for losartan
50mgy.

Interview with & madication aide (MA) on

documented the exception of the pharmacy, there
was no medication in the facility.

(nterview with ths same MA on 01/24/22 at
8:23am revealed;

-She knew losartan 25mg was dispensed weekly
in the multi-dose pack.

-She would adminlster losartan 25mg from the
bubble pack along with the losartan 25mg that
was In the multi-dose pack for a total of 50mg
daity.

-Some on the MAs contintied fo document an
excaption of the pharmacy because thera were
no lasartan 50mg on the madication cart,

Interview with the Administrator on 01/24/22 at
11:50am revealed:

-Rasident #5 should be receiving medication as
ordered.

-Rasident #5 could hava problams with an
increase in her blood pressure if medication was
not administered as ordered.

-There was no excuse not fo have medications
available for administration as orderec.

Attemptad interview with the primary pare
provider on 01/24/22 at 8:45am was
unsuccessful. ‘

Refer to interview with a medication aide (MA) cn
01/20/22 at 12:10pm. i

Refer io Interview with another MA on 01/20/22 at

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D o
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12:18pm

Refar to interview with a third MA on 01/20/22 at
4:05prn, :

Refer to telephone interview with & pharmacy - .
technician from the facility's confracted pharmacy
on 01/20/22 at 8:10am.

Rafer to Interview with the Mamory Cars
Cocrdinator (MCC) on 01/20/22 at 12:30pm.

Rafer to telephone interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:08pm.

Rafer to interview with the Area Clinical Director
on 01/24/22 at 10:08am. :

Refer to intarview with the facility's Area Licensed

Practical Nurse (LPN) on 01/24/22 at 10:48am. ~

Refer fo telephong interview with the
Administrator on 01/21/22 at 4:15pm.

2. Review of Resident #3's current FL2 dated
07/27/2 revealed diagnoses included dementia
schizophrenia, celuitls left toe, acute renal
failure, chest pain, cerebral infarction, chronic
obstructive pulmanary disease, and diabetes.

a. Review of Resident #3's physician's orders
dated 07/27/21 revealed an order for vitamin B
complex (used as a supplement) dally.

Review of Resident #3's November 2021
elastronic medication administration record
(eMAR) revealed:

~There was an entry for vitamin B complex daily
with a scheduled administration time of :00am.
~There was documentation vitamin B complex
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was administered daily from 11/01/21 - 11/30/21.

Review of Resident #3's December 2021 eMAR
revealed;

-Thers was an entry for vitamin B complex daily
with a scheduled administration time of 9:00am.
~There was documentation vitamin B complex -
was administered from 12/01/21 - 12/27/21 aind
12/29/31 - 12/31/21.

-There was one exception documented on
12/28/21; the exception decumanted was the
pharmacy.

Review of Resident #3's January 2022 eMAR
revealed:

-There was an entry far vitamin B complex daily
with a scheduled administration time of 9:00am.
~There was documentation vitamin B complex
was administered on 01/01/22, 01/03/22 -
01/04/22, 01/06/22 - 01/14/22 and 01/17/22 -
01119422,

-There were sxcepflons documented on
01/02/22, 01/05/22, (11/15/22 and 01/16/22; the
exceptions documented wers the pharmacy.

Observation of Rasident #3's medications on
hand on 01/19/22 at 4:40pm revealed there were
ne vitamin 8 complax available for administration.

Interview with the Pharmacist at the facility's
second contracted pharmacy on 01/20/22 at
8:03am revealed:

~The pharmacy had not dispensed vitamin B
commplex since April 2021,

-Vitamin B complex had muitiple B vitamins that
was used as a supplement,

Based on eMAR documentation, medications
dispensed and medications on hand between
11/01/21 - 01/20/22, there would have been no
Dlviglon of Health Sarvice Regulation
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Vitamin B 12 complex available to be
administered between 11/01/24 - 01/20/22 dus to
the medication had not been reorderad,

Interview with & medication aide (MA) on
01/20/22 at 10:59am ravealed:

-The pharmacy was called a few days ago and
the facility was informed that Resident #3 néedad
& new prascription for vitamin B complex.

-He had to sae his primary care provider {PGP),
He was scheduled to see his PCP on 02/10/22,
-Resident #3 had been without his vitamin B
complex for several weeks,

Interview with the nursa from the Resldent #3's
PCP's office on 01/24/22 at 2:10pm revealsd:
-Resident #2 should be taking his Vitam/n B
complex as orderet,

-Resident #3 needed to make an appointment for
a visit to revlew his medications.

Interview with the Administrator on 01/24/22 at
11:50am revealed:

-Resident #3 should be administared his
medication as ordered.

-There was a reason the PCP ordered the
medigation.

Refer tc interview with a medication aide {(MA) on
01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:050m.

‘Rafer to telephons interview with a pharmacy

technician from the facility's second contracted
pharmacy on 01/20/22 at 8:10am.
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Refer to Interview with the Memory Care

Coordinator (MCC) on 01/20/22 at 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCC) on 04121/22 gt 2:09pm.

Refer to interview with the Area Clinical Director
on 01/24/22 at 10:08am,

Refer {o Interview with the facllity's Area Licensed
Practlcal Nurse {(LPN) on 01/24/22 at 10:48am.

Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm.

b. Review of Resident #3's physician's orders
dated 07/27/21 revealed an order for docusate
sodium (used o treat constipation} 100mg two
capsules daily.

Review of Resident #3's Novarmber 2021
electronic medication administration record
(eMAR) revealed:

-There was an antry for docusate sodium 700mg
two capsules daily with 5 scheduled
administration time of 9:00am,

-Thare was documentation docusate sodium was
administerad on 1101429, 1407/24, 11713621 -
11/28421.

-There were exceptions documentad on
11/02/21-11/06/21, 11/08/21-11/12/21 and
11/29/21-11/30/21; the exceplions dectmented
were refiised.

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

-There was an entry for docusate sodium 100mg
two capsules daily with a scheduled
administration time of 9:00am.

]
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—There was documentation docusate sodium was
administerad on 12/04/21, 12/11/21 - 12112421,
12118721, 12/24/21 - 12127121,

~Thara were exceptions documented on
12/01/21-12/03/24, 12/05/21-12110/21,
12M13/24-12/17/21, 12/19/21-12/23/21 and
12/28/21-12/31/21; the exceptions documented
weie refused and the phatmacy.

Review of Resident #3's January 2022 eMAR
revealed:

-Thers was an entry for docusate sodium 100mg
twa capstiles daily with a scheduled
administration time of 8.00am.

-There was documentation docusate sodium was
administered frar 01/01/22 - 01/02/22, 01/09/22,
01/12/22 and 01/19/22.

-There wera exoeplions documentad on
01/03/22-01/08/22, C1/10£22-01/11/22 and
01/13/22-01/18/22; the exceptions documented
were the pharmacy and refusal,

Telephone intarview with the pharmacy technician
from the facility's second contracted pharmacy on
01/20/21 at 8:10am revealed:

-The pharmacy dispensed 60 docugate sodium
100mg capsules on 11/03/21.

-The pharmacy dispensed 6¢ docusate sodium
100mg capsules on 12/10/21.

-Tha pharmagy dispensed 90 docusate sodium
100mg capsules on 01/19722,

~The pharmacy order was for docusate sodium
100mg twice dally a needed.

~The pharmacy was not aware that docusate
sadium 100mg was an the eMAR as a scheduled
medication.

-The docusate Sodium 100mg 2 tablets daily was
discontinued in March 2021 and was ordered as
needed.
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Obsetvation of Resident #3's madications on
hand on 01/19/22 at 4:40pm revealed there were
no docusate sodium avallable for administration.

Based on eMAR dacumentation, medications
dispensed and modications on hand betwaen
10/08/21 - 01/20/22, thera would have been no
docusate sodium 100mg availabie fo be
administered from 1/02/22 - 01/20/22, when the
medication was reorderad,

Interview with a medication aide (MA} on
01/20/22 at 4:05pm revealed:

-Resident #3 did not like to take docusate
sodium,

-Residant #3 refused fo take decusate sodium
most cof the time.

-Bhe had spoke to the Memory Care Ceordinator
{MCC;) about having the docusaie sodium
discontinued since Resident #3 rofused to take it
-She always had docusate sodium to administar,
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=She would-ask Resident #3 1 e wanted 15 5ke
the docusate sadium before she popped it.

-8he spoke to the MCC about changing the
scheduled administration time from 6:00am.

~She thought he may would take the docusate
sodium if offered at a different time, .

~She had not noticed the discrepancy in directions
on the eniry it the eMAR compared to the
directions on the prescription label,

Interview with the nurse from Resident #3's
primary care providar's (PCP) office on 01/2422
at 2:10pm revesied: :
-Resident #3's docusate sodium was ordered on
an as needed basis,

-The scheduled dosage was discontinued in
March 2021,

~Rasident #3 needed to make an appointment for
a visit to review his madications.

|
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fnterview with the Administrator on 01/24/22 at
11:80am revealed;

-Resident #3 should be administered his
medication as orderad.

-The MAs were expected to read the labels and
compare thern to the eMAR.

Refer to interview with & medication aida (MA) on
01720122 at 12:10pm.

Refar to interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm, ’

Refer to telephong interview with a pharmacy
technician from the facility's second contracted
pharmacy on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Coordinator (MCC) on 01/20/22 at 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:08pm.

Refer to interview with the Area Clinical Director
on (1/24/22 at $0:08am,

Refer to intarview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am,

Refer to lelephone interview with the
Adminlstrator on 01/21/22 at 4:15pm.

¢, Review of Resident #3's physician's orders
dated 07/27f21 revealed an order for ferrous
sulfate (used to treat low iron} 326mg daily.
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Revisw of Resident #3's November 2021
alectrenic madication administration record
{(eMAR} revealed:

~There was an entfry for ferrous sulfate 325mg
daily with a scheduled administration time of
6:00am.

~There was docurnentation ferrous sulfate was
administered on 11/01/21, 11/07/21, 11/13/21 -
11/28/21.

~Thera were exceptions documented-on
1402/21-11/06/21, 11/08{21-1112/21 and
11729/21-11/30/21; the exceptions documented
weare refused,

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

-Thare was an entry for ferrous sulfate 325mg
daily with a scheduled administration time of
5:00am,

-There was documentation ferrous sulfate was
administered on 12/04/21, 12/11/21 - 12112/21,
12/168/21_and 12/24/21 - 12f27/21.

{D 358}

~There wers exceptions documented on
12/01/21-12/03/21, 12/06/21-1210721,
1213211217021, 12119/21-12/23/21 and
12128{21-12/31/21; the exceptions documented
were refused and the pharmacy.

Review of Resident #3's January 2022 eMAR
revealed:

~There was an entry for ferrous sulfate 325mg
daily with a scheduled administration time of
6:00am.

-There was documentation ferrous sulfate was
administerad from 01/01/22-01/02122, 01/06/22,
01/12/22,

~There were exceptions documented on
01/03/22-01/08/22, 01/10/22-01/11/22,
01/13/22-01/18/22; the exceplions documented
were the pharmacy and refusal.
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Observation of Resident #3's medizations on
hand on 01/19/22 at 4:40pm revealed that there
were no ferrous sulfate tablets avalable for
administration,

Telephone Interview with the pharmacy techniclan
from the facllity's second contracted pharmacy on
01/20/21 at 8:10am revealed:

~The pharmacy had hot dispensad any ferrous
sulfate 326 mg tablets.

-The medication was not on Resident #3's
pharmacy profile,

Based oh eMAR documentation, medications
dispensed and medications an hand between
11/01/21 - 01/20/22, there would have Been no
Vitarin B 12 corplex available to be
administered betwaen 11/01/21 - 61/20/22 due to
the madication had not been ordered.

Interview with a madication aids (MA) on
01/20/22 at 10;59am revealsd:

~The pharmacy had been called and the facility
was Informed that Resident #3 needed a new
prescription for fafraus sulfate,

-Ha had fa see his primary care provider (PCP).
He was scheduled to see his PGP on 02/12/22.
~Residant #3 had been without his ferrous sulfate
for several weeks.

~-Ghe made a mistake when she documented that
the madicaflons had been given when It was not
in the facility.

Interview with a second MA on 01/20/22 at
4:05pm revealed:

-Resident #3 always refused to take his ferrous
sulfate

-8he would ask Resident #3 If he wanted to take
the farrous sulfate before she popped It.
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-She spoke to the MCC about changing the
scheduled administration time from 6:00am,
-She thought he may would take the ferrous-
sulfate if offered at a different time.

Interview with the nurae from Resident #32's
primary care provider's (PCP} offica on 01.’24/‘22
at 2:10pm revealed:

-Resident #3's farrous sulfate did not appear on
his profile, ‘

-She did not know if Resident #3 should be taking
ferrous sulfate,

~Resident #3 needed to make an appointment for
a visit fo revlew his medications.

Interview with the Administrator on 01/24/22 at - |
11:50am revealed:

-Resident #3 should be administered his
medication as ordered.

~The MAs were expected to have the medlcation
in the facility to administer as ordared.

-If the medicatian was not in the facility, the MAs -
should [et the Resident Care Coardinator (RCC). |
or Memory Care Cootdinator (MCC) aware,

Refer to interview with a MA on 01/20/22 at
12:10pm.

Refer to inferview with another MA on 01/20/'22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephone Interview with a pharmagy
technician from the facility's second contracted
pharmacy on 01/20/22 at 8:10am.

Refer to interview with the MCC on 01/20/22 at
12:30pm,
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Refer to telephons interview with the MCC on
01/21/22 at 2:090m.

Refer to Interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to telephone intarview with the
Administrator on 01/21/22 at 4:5pm.,

d. Review of Resident #3'sphysician’s orders
dated 07/27/21 revealed an order for montelykast
{used fo controf and prevent symptoms caused -
by asthma) 10mg every other day. '

Review of Resident #3's physician's orders dated
11/24/21 ravealed an order for montelukast Omg
daily.

Review of Resident #3's November 2021
slectronic medigation administration record
{eMAR) revealed:

-There was an entry for montelukast 1 Omg every
othar day with & scheduled administration tims of
9:00am.

-There was documentation montelukast 10mg
was administerad every other day from 11/04/2 -
11730424,

-There was no entry for montelukast 10mg daily
on the eMAR,

Review of Resident #3's December 2021 eMAR
revaalad;

-There was an entry for montelukast 10mg every
other day with a scheduled administration fime of
9:00am.

-Thers was documentation montelukast 10mg

{D 358}
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Review of Resident #3's January 2022 eMAR

- - revaalad:

-There was an entry for montelukast 10mg every
other day with a schedulad administration time of
8:00am.,

-There was documentation montelukast 10mg
was administered every other day from 01/61/22 -
01/19/22,

~There was no entry for montalukast 10mg daily
on the eMAR.

Observatich of Resident #3's medications on
hand on 01/19/22 at 4:40pm revealed:
-~There was one bubble pack with 5 cf 30
montelukast 10mg tablets remaining with a
_dispensed date of 11/24/21

STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALO01148 B. WING 01/24/2022
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was administered every other day from 12/01/21 -
12/31/21,
~There was no entry for montelukast 10mg dally
on the eMAR.

-There was a second bubble pack with 30 of 30
monteiukast 10mg tablets remalning with a
dispensed date of 01/07/22.

~The Instrusctions on both bubble packs was to
administer montelukast 10mg daily.

Telephone interview with the pharmacy techniclan
from the facility's second contracted pharmacy on
01/20/21 at 8:10am revealed:

-There was on order for mantelukast 10mg daily
dated 11/24/21,

-The pharmacy dispensed 30 tablets of
montelukast 10mg on 10/08721.

~The pharmacy dispensed 30 tablets of
montelukast 10mg on 11/24/21,

-The pharmacy dispensed 30 tablefs of
montelukast 10mg on 01/07/22,

Based on staff documentation, medications

Divigion of Health Service Regulailon
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Q1/19/22.

day as ordered,

correct.

pack for montelukast.

was noticed,

PCP's office on 01/24/22

dispensed and madications on hand betwesn
10/08/21 - 01/20/22, there should have been no
midodrine 10mg tablsts available to be
administered from 01/07/22 - 01/18/22 and there
wers 35 tablats remaining for administration,

Based on eMAR documentation, medications
dispensed and medications on hand betwesn
10/08/21- 01/19/22 ravealed:

-There would have been 90 montslukast taplets
avaitable to be administered from 10/08/21 -

~Thers weie 103 opporiunitios to administer
montelukast from 10/08/21 - 01/19/22 at 9:00am.
-Of the 90 montelukast tablets dispensed from
10/G8/21 - 01/07/22, there wera 35 remaining for
administration on 01/19/22 at 4.40pm.

Interview with the medication aide (MA) on
01120122 at 12:23pm revealed:
-She had administered montelukast every other

-The montelukast order on the eMAR was

-She had not noticed that the prascription label on
the blister pack was for every day and the
instructions cn the eMAR were avery other day.

Interview with the Memory Care Goordinator
{MCC) on 01/20/22 at 12:
~She had not noficed the discrepancy in the entry
o the eMAR and the instructions on the blister

~The’primary care provider {PCP) must have sent

the prescription directly to the pharmagy.
~Fhe MA should bring it to my altention once it

Interview with the nurse from Residant #3's

{D 358)

30pm revealed:

at 2:10pm revesle:
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-Resident #3's montellkast was increased to
dafly on 08/17/21,

-Resident #3 needad to make an appointment for
a visit to review his medications.

Interview with the Administrator on 01/24/22 at
11:60am revealed.

-Resident #3 should be administered his
medication as ordered.

-The MAs ware expectad to compare the
instructions on the label with the instructions on
the eMAR.

-She did hot know why the most racent order was
not enterad on the eMAR.

Refar to interview with a medication alde (MA} on
01120122 at 12:10pm.,
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer {o interview with another MA on 01/20/22 at

Refer to telephone interview with a pharmacy
technician from the facility's second contracted
pharmacy on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Coordinator {(MCC) on 01/20/22 at 12:30pm,

Refer to talephone inferview with the Memory
Care Coordinator {MCGC) on 01/21/22 at 2:08pm.

Refer to interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refar to interview with the facllity's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.
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Refer o telephone interview with the
Administrator on 01/21/22 at 4:15pm.

e, Review of Resident #3's physiclan's orders -
dated 07/27/21 revealed an order for vitamin D3
(a vitamin supplement) 126mog weekly on
Monday.

Review of Resldent #3's November 2021
elactronic medication administration record
(eMAR) revealed:

-There was an entry for Vitamin D3 125mcg every
week on Monday with a scheduled admlmstrahon
time of £:00am.

~There was decumentation Vitamin D3 was
administered 4 of 5 Mondays It November 2021.
-There was one axception documentad on
11/28/21; the excepfion documented was tha
resident was unavailable.

Review of Resident #3's December 2021 eMAR
reveaied:

-There was an entry for Vitamin D3 125mcg every
week on Monday with a scheduled administration
time of 9:00am.

«Thete was documentation Vitamin B3 was
administered 4 of 4 Mondays In December 2021,

Review of Resident #3's January 2022 eMAR
revealed:

~There was an entry for Vitamin D3 125meg every
week on Monday with a scheduled administration
time of 9.00am.

-There was documentatlon Vitamin D3 was
administered 3 of 3 Mondays in January 2022,

Observation of Resident #3's medications on
hand on 01/19/22 at 4:40pm revealed there was a
bubble pack with 4 of 4 vitamin D complex

capsules with a dispense date of 01/07/22,

o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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Continued From page 48

Telephane interview with the pharmacy technician
from the facllity's second contractad pharmacy on
01/20/21 at 8:10am revealed.

~The pharmacy dispensed 4 tablets of Vitamin D3
126meg on 09/24/21,

-The pharmacy dispensed 4 tablets of V|tamm D3
125meg on 11410721,

-The pharmacy dispensed 4 tablets of Vitamin D3
128meg on 01/07/22.

Based on eMAR documentation, medications
dispensad and medications on hand bebween
08724421 - 01/20/21, thera should have teen no
Vitamin D3 fablets available to be administared
from 12/20/21 to 01/17/22 and there were 4
tablets remaining for adminlstration.

Based on eMAR docurnentation, medications
dispensed and medications on hand betwsen

{D 356}

~There would have been 12 Vitarin D3 tablets
available ta be administered from 098/24/21 -
01/20/22.

~There were 17 opportunities to administer
Vitamin D3 weekly on Monday from 09/24/21 -
01£20/22 at 9:00am.

-Of tha 12 tablets dispensed from 08/24/21 to
01/07/22, there were 4 {ablets rermnaining for
administration as af 01/19/21 at 4:40pm,

Interview with the nurse from Resident #3's
Prrnary Care Provider's (PCP) office on 01/24/22
at 2:10pm revealed:

-Resident #3's needed o be administered his
Vitamin D3 weekly as ordered.

-Resident #3 needed 1o make an appointment for
a visit to review his madications.

Interview with the Administrator on 01/24/22 at
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11:50am revealed;

-Resident #3 shouid be administered his
medication as ordered.

-The MAs were expected to have the medication
in the facllity to administer as ordered.

-If the medication was not in the facllity, the MAs
should let the Resident Care Coordinator (RCG)
or Memory Care Coordinator (MCC) aware,

Refer tc interview with 2 medication aide (MA) on
01/20/22 at 12:10pm,

Refer to intarview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 04/20/22 at
4:05pm.

Refer to telephone interview with a pharmacy
technician from the facility's second contracted
pharmeacy on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Coardinator (MCC) on 01/20/22 at 12:30pm.,

Refer o leiephone interview with the Memary
Care Ceordinator (MGG) on 01/21/22 at 2:08pm.

Refer {o interview with the Area Clinical Director
on 01/24122 at 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to talephone interview with the
Administrator on 01/21/22 at 4.15pm.

f. Review of Resident #3's physician’s orders
dated 07/27/21 revealed an order for benztropine
{used to manage tremors) Tmg three times daily.

ALAMANGE HOUSE
BURLINGTON, NC 27215
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Review of Resident #3's November 2021
eleclronic medication administration record

{eMAR) revealed:

-There was an entry for benztrepine 1mg thres
times daily with a scheduled administration tme
of 9:00am, 1:00pm and 9:00pm.

~There was documentation banztropine was
administered three times a day from 11/01/21 to
11/30/21 in Novamber 2021.

Raview of Resident #3's December 2021 eMAR
revealed:

~There was an entry for benztrepine 1mg three
times daily with a scheduled administration time
of 9:00am, 1:00pm and 3:00pm.

-There was documentation benztrapine was
administered from 12/01/21 1o 12/25/21, 1209621
at 9:00am and 9:00pm, 12/28/21, 12/30/21 at
9:00am and 1:00pm and 12/531/21.

~There wara exceptions documented on 12/26/21
at 1:00pm; 12/27/21, 12/28/21 and 12/30/21 at

8:00pm; and 12/28/21 &t 8:00am, 1:00pm and . o

| 9:00pm; the exception document was the
pharmagcy.

Review of Resident #3's January 2022 esMAR
revealed;

~Thera was an entry for banztroping 1 mg three
times daily with a scheduled administration time
of 8:00am, 1:00pm and 9:00pm.

-Thers was documentation benztropine was
administered three fimes a day from 12/01/21 to
12/31/21 in January 2022.

-There were exceptions documented on 01/02/22
and 01/05/22 at 9:00am and 1:00pm; 01/03/22
and 01/06/21 at 9:00pm; the exceptions
document was the pharmacy and refused,

Observation of Residant #3's medications on
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hand on 01/19/22 at 4:40pm revezied there was
62 of 90 tablets remaining with a dispensed date
of 01/07/22

Telephene interview with the pharmacy technigian
from the facliity's second contracted pharmacy on
01720127 &t 8:10am revealeq: :
-The pharmacy dispensed 90 tabléts of
benztropine 1mg on 09/30/21,

-The pharmacy dispensad 90 tablets of
benziropine Tmg on 11/10/21,

-The pharmacy dispensed 90 tablets of
benziropine Tmg on 01/07/22,

Based on eMAR documentation, medications
dispensed and medications on hand bebwaen
09/30/21 - 01/20/21, thare would have been no
benziropine 1my avallable for administration from
12101421 - 01707/22 when the medication was
reordered, and from 01/08/22 - 01/20/22 based
on documentation there should have been 54
tablets of midodrine 10mg tablets available to be
administerad and there were 62 lablets ramaining
for administration.

[nterview with the nurse from Resident #3's
primary care provider's (PCP) office on 01/24/22
at 2:10pm revealed:

-Resident #3's benztropine should be
administered as orderad.

-Resident #3 was ordered benztrapine for his
tremaors. -

~Resident #3 needed to make an appointment for
a visit to review his medications,

Interview with the Administrator on 01/24/22 at
11:50am revaaled:

-Resident #3 should he administered his
medication as ordered,

-There should no be any extra medications
Dlvision of Heallh Service Regulation
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unless the resident had been in the hospital, -

Refer o inferview with a medication aide {MA) on
01/20/22 at 12:10pm.

Reafer to interview with another MA on 01.’20)‘22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephone interview with a pharmacy
technician from the facility's second contracted
pharmacy on 01/20/22 at 8:10am.,

Refer to interview with the Memory Care
Coordinator (MGC) on 01/20/22 at 12:30pm. -

Refer to telephone interview with the Memory: o
Care Coordinator (MCC) on 01/21/22 at 2'09pm

{D 358}

FReferto-interview-with-the-Area-Clinical- E)lrector
on 01/24/22 at 10:08am.,

Refer fe interview with the facility's Area Llcensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm.

. Review of Resident #3's physician's ordars -
dated 07/27/21 revealed an order for polyethylene
glycol 17gm's In 8 ounces of liquid daily.

Review of Resident #3's physician's orders dated

10/08/21 revealed an ordsr for polyethylene glycol
{used to treat constipation) 17gm's in 8 ounces of
liguid daily as needed. .

Review of Resident #3's Novemnber 2021
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alectronic medication administration record
{(eMAR) revealed:

~There was an entry for polyethylene glycol
17gm's in 8 ounces of liguid dalfly with a
schedulad administration tme of 6:00am.
~There was documentation polyathylane glycel
was administered In 8 ounces of liquid on
14701421, 11/07/21, 11414321 - 11/21/21 and
11723721 - 11/28/21.

-There wera excaptions documentad on 11/02/21
= 11/06/21; 11/08/21- 11112121, 11/22/21; and
11129421 - 11/30/21. The exception documentad
was refused.

Review of Residant #3's December 2021 eMAR
revealed:

~There was an enfry for polyethylena glycol
17gm's in 8 ounces of licuid daily with a
scheduled administration time of 8:00am.

-There was documentation polysthylene glycol
was administered in 8 ounces of liquid on
12/04721 1211/21 “A12H2/21, 12/18/21, 12124721 -
12/27/21,

~There were exceplions documented oh 12/01/21
- 12/03/21; 12/05/21- 1210/21; 1213/21 -
12M7121; 127119121 - 12723421 and 12/28/21 -
12/31/21. The exception documented was
refused.

Review of Resident #3's January 2022 sMAR
revealed:

-There was an entry for polyethylene glycol
17gm'’s in § ounces of liquid daily with a
scheduled administration time of 6:00am.
~There was decumentation polyethylene glycol
was administered in 8 ounces of liquid from
01/01/22 - 51/06/22, 01/08/22 - 01/09/22,
01112122, 01115722,

~There were exceptions documented on 01/06/22
and 01/07/22; 0110422 and 01/11/21: 01413722
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and 01/14/22; and 01/16/22 - 01/18/22; the
exception document was the pharmacy and
refused.

Observation of Resident #3's medication on hand
oh 01/19/22 at 4:40pm revealed there was one
bottle of polyethylene glycol that was % full with a
dispensed dated of 10/08/21.

Telephone interview with the pharmacy technician
from the facility's second contracted pharmacy on
01/20/22 at 8:10am revealed:

-The pharmacy dispensed 1 bottle of polyathylene
glycol 17gm on 02H7/21.

-The pharmacy dispensed 1 bottle of polyethylene
glycol 17gm on 03/22/21,

~The pharmacy dispensed 1 bottle of polyethylene
glycol 17gm on 10/08/21,

~Qne boftle of polysthylene glycol 17gm's should
last 30 days If taken daily.

~The pharmacy did nat have an order for
_polysthylene glycol 17gm in 8 ounce of liguid as ] _

needed.

Interview with a medication aide (MA} on
01/20/22 at 4:05pm revealed:

-Resident #3 always refused {o take his
polyethylene glycol.

~She wouid ask Resident #3 if he wanted {o take
the polyethylene glycol before she poured it

-She spoke to the Memary Care Coordinator
{MCC) about changing the schedule
administrafion tima from 6:00am.

-She thought he may would take the polysthylene
alycol if offered at a different tima.

~Bhe had not noticed the instruction on the
prescription label were different from the entry on
the eMAR,

Intarview with the nurse from Resident #3's
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primary care providet's (PGP} office on 01/24/22
at 2:10pm revealed:

-Resident #3's polyethylens was changed to as
nesded on 10/08/21,

-Resident #3 needed to make an appointment for
a vislt to review his medications.

Interview with the Administrator on 01/24/22 at
14:50am revealad:

-Resident #3 should be administered his
medication as ordered.

-The MAs were expacted fo compare the
instructions on the eMAR with the instructions on
the prescription label,

Refer to interview with a medication aide (MA) on

1 /20722 at 12:10pm,

Refer to inlel;view with ancther MA on 01/20/22 at
12:18pm

Refer to intervisw with a third MA on 01/20/22 at
4:08pm,

Refer to telephone Intetview with a pharmacy
technician from the facility's second cantractad
pharmacy on 01/20/22 at 8:10am,

Refer to interview with the Memory Care
Coordinator (MCC) on 01/20/22 at 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCC) on 0/21/22 at Z:09pm,

Refar to interview with the Area Clinical Director
on 01724722 af 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

{D 358)
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Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm,

h. Review of Resldent #3's physician's orders
dated 07/27/21 revaaled an order for aspirin
{used as a blood thinher) 81 mg daily.

Review of Resident #3's November 2021
electronic medication administration record
(eMAR) revaaled:

~There was an entty for aspirin 81 mg daily with a
scheduled administration time of 9:00am,

-There was documentatfon aspirin was
administered daily from 11/01/21 to 11/30/21 in
Navembear 2021,

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

~There was an entry for aspirin 81 mg daily with a
schedulad administration time of &:00am.

=There was-decuntentatiomaspirimwas —
administered daily from 12/01/21 to 12/31/21 In
Decembear 2021,

Review of Resident #3's January 2022 eMAR
revealed: )

~There was an entry far aspirin 81 g daily with a
scheduled adminlstration time of 9:C0am.

-~Thera was documentation aspirin was
administered daily from 01/01/22 - 01119/22 in
January 2022, :

-There were exceptions documented on 01/02/22
and 01/06/22 at 9:00am in January 2022; the
exceplion documented was the phermacy.

Observation of Rasidant's medication on hand on
01719122 at 4:40pm revealad there was a bubble
pack with 18 of 30 tablets remaining with a
dispense date of 01/07/22.
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Telephane interview with the pharmacy technician
from the facility's second contracted pharmacy on
O01/20/22 &t 8:10am revealed:

-The pharmacy dispensed 30 aspirin 81 mg.on
10/26/21. '

-The pharmacy dispensed 30 aspirin 81 my on
1172421,

~The pharmacy dispensed 30 aspirin 81 mg on
/07722, -

Based on eMAR documentation, medications
dispensed and medications on hand between
10/26/21 - 0119/24, thera should have been 5
aspirin tablets avallable to be administered and
there were 18 tablets available for administration,

Interview with the nurse from Rasigent #3s -
primary care provider's (PCP) office on 01/24/22
at 2:10pm revealad: .
-Resident #3's aspirin should be administarad as
ordered, -
-Rasident #3 was taking asplrin as ablood - -
thinner, ) :
-Resident #3 needed to make an appointment for

a visit fo review his medications. o :

Interview with the Adminisirator on 01/24/22-at - |-
11:50am revealed; .
-Resident #3 should bs administered his
medication as ordered. B
-She did hot know why there ware so many extra
tablets available, )

Refer to interview with a medication aide {(MA} on
01/20/22 at 12:10om.

Refor to interview with ancther MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on Q1/20£22 at
Divislon of Heallh Service Regulation L -
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Refer to telephone interview with a pharmacy
technictan from the facilty's second contracted
pharmacy on 01/20/22 at 8:10am.

Refar to interview with the Memory Care
Coordinator (MGC) on 01/20/22 at 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MGG} on 01721122 at 2:00pm,

Refer to interview with the Area Clinical Director
on 01/24/22 &t 10:08am, :

Refar to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refar fo telaphone interview with the

| Administrator on 01/21/22 at 4:15pm.

1. Raview of Resident #3's physician's orders
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dated 07727721 revealed an order for midodrine
(used to treat low blood pressure) 10mg ¥ tablet
three times a day.

Review of Resident #3's November 2021
glectronic medication administration record
{eMAR) revealed:

-Thare was an entry for midadrine 10mg 1/2
tablet thrae times a day with a scheduled
administration time of 2:00am, 1:00pm and
9:00pm.

~Thera was dogumentation midodrine was
administered three time daily from 11/01/21 to
11730121,

Review of Residant #3's December 2021 eMAR

revealed:
-Thera was an entry for midodrine 10mg 1/2
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tahlat three times a day with a scheduled
administration time of 9:00am, 1:00pm and
€:00pm.

-There was documentation midodrineg 10mg 1/2
tablets was administered three time daily from
12/01/21 to 12131721,

Review of Resident #3's January 2022 eMAR
revealed: :

~There was an entry midodrine 10mg 1/2 tablet
three times a day with a scheduled administration
time of 9;00am, 1:00pm and :00pm,

-There was decumentation midodrine was
administered three fime daily from 01/01/22 -
01/62122, 01/03/22 at &:00am and 1:00pm,
01/04/22 - 01/18/22 and 01/19/22 at 2:00am and
1:00pm. :
-There was one exception decumented on
01/03/22 at 9:00pm; the exception documented
was refused on 01/03/22,

Ohservation of Resident #3's medications on
hand on 01/19/22 at 4.40pm reveaied there was a
bubble pack with 36 of 80 V4 tablets with a
dispensed date of 01/07/22,

Telephone interview with the pharmacy technician
from the facility's second contracted pharmacy on
01/20/22 at 8:10am revealed:

-The pharmacy dispensed 90 midedrine 10mg
1/2 tablets on 10/26/21.

-~The pharmacy dispensed 90 midodrine 10mg
1/2 tablets on 11/24/21. ;

-The pharmacy dispensed 90 midodiine 10mg
112 tablets on 01/07/22,

-The 45 midodrine 10mgs are cut in half and
packaged in a bubble pack with 2 tablet in each
bubbfe.

Based on eMAR documentation, medications

{D 358)
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Ttabletsavailable,

cispensed and medications on hand between
10/26/21 - 01/20/21, thers should have been 5
tablets of midodrine 10mg tablets available to be
administered and there were 26 tablats ramaining
for administration.

Interview with the nurse from Resident #3's
primary care provider's (PCP) office on 01/24/22
at 2:70pm revealad:

-Resident #3's midodrine should be administerad
as ordered,

-Resident #3 neaded to make an appointment for
a visit to raview his madications.

Interview with the Administraior on 01724722 at

11:50am ravealed:
-Resident #3 should be administered his
medication as ordered,

-The MAs were expected to

-Bhe did not know why there were so many extrg

have the medication |
| thefacility to administsF as ordered, ©
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Refer to interview with a medication aide {MA) on
01/20/22 at 12:10pm.

Refer to interview with anather MA on 01/20/22 at
12:18pm

Refer to interview with a third M4 on 01 120122 gt

4:05pm.

Refer to telephone interview with a pharmacy
techniclan from the facilty's second contracted
pharmacy on 01/20/22 at 8:10am.

Refer to inferview with the Memory Care
Coordinator (MCC) on 01/20/22 at 12:30pm.

Refer to telophone interview with the Memory
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Care Coordinator (MCC) on 01/21/22 at 2:09pm.

Refer to Interview with the Area Clinical Director
on 01/24/22 at 10;08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10.48am.

Refer to telephone intarview with the
Administrator on 01/21/22 at 4:15pm,

3. Review of Resident #2's current FL2 dated
07/08/21 revealed diagnoses inciudad bipolar
disorder, gastroesophageal reflux dissase,
dysphagia, slow transient constipation, dermatitis,
asthma, candida's of skin and nail, mixad
hypetipidemia, and respiratory disorder.

a. Review of Resident #2's physician's orders
datad 07/08/21 revealed an order for
pantoprazole (used to traat hearthurn and reflux)
40myg one daily.

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

-There was an entry for pantoprazole 40mg ohe
daily with a scheduled administration time of
8:00am,

~There was documentation pantoprazole was
administared dally from 11/01/21 - 11/30/21,

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

-There was an entry for panteprazole 40mg one
daily with a scheduled administration fime of
8:00am. ’

~There was documentation pantoprazole was -
administeraed dally from 12/01/21 - 12/31/21,
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Review of Resident #2's January 2022 eMAR
revealed:

-There was an entry for pantoprazole 40mg one
dally with & schedulsd administration time of
8:00am.

~There was documentation pantoprazole 40mg
was administered daily from 01/01/22 - 01/19/22.

Observation of Resident #3's medication on hand
on 01/19/21 at 3:20pm ravealed there were 23 of
30 pantoprazole tablets remalning on hand.

Interview with the pharmacy technician fram the
facility's contracted pharmacy on 01/20/22 at
8:10am revealed:

-The pharmacy dispensed 20 tablets of
pantoprazole 40mg on 10/08/21.

-The pharmacy dispensed 30 tablets of
pantoprazole 40mg on 11£23/21. -

-The pharmacy dispensed 30 tablets of
pantoprazole 40mg on 01/06/22.

Based on eMAR documentation, medications
dispensed and medications on hand belween -
10/08/21 - 01/20/22, there would have been no
pantoprazole 40mg to be administered from
01/07/22 - 01/20/22, but there were 23
pantoprazele remaining for administration.

Intarview with Resident #2's primary care provider
(PCP) on 01/20/22 &t 11:00am revoaled:
~Pantoprazole was used to treat
gastroescphageal reflux.

~Resident #2 could have an increase in gastric
raflux if not receiving her pantoprazole as
orderad,

Interview with the Adminisirator on 01/24/22 at
11:50am revealed:
-Resident #5 should be recelving her reflux
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tablets available,

12:18pm

4:05pm.,

one dally.

madication as ordered.

-She could have increase discomfort dus to
ihcrease gastric reflux. .
~8he did not know why there wers s many exfra

Refer {o the Intervisw with a medication aide (MA)
on 01/20/22 at 12:10pm.
Refer to interview with ancther MA on 01/20/22 at

Refer te Interview with a third MA on 01/20/22 at

Refer to telephone interview with a pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10an.

Refer to interview with the Memory Care
Coordinator (MCC) an 01/20/22 &t 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCGC) on 01/21/22 at 2:08pm.

Refer to interview wilh the Area Clinical Director
on 01/24/22 at 10:08am. :

Refer to interview with the facilin's Area Licensed
Practical Nurse (LPN} on 01/24/22 at 10:48am.

Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm.

b. Review of Resident #2's physician's orders

dated 07/08/21 revesled an order for coenzyme
(used to treat elevated cholestero! lovels) 30mg

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

-Theie was an entry for coanzyme 30mg one
dally with & schedulad administration time of
8:00am.

-There was documentation coenzyme was
administered dafty from 11/01/21 ~ 11/30/21.

Review of Resfdent #2's December 2027 aMAR
revaaled:

-There was an entry for coenzyme 30mg one
daily with a scheduled administration time of
8:00am,

-There was documentation coenzyme was
administared daily from 12/01/21 - 12/27/24 and
12729121 - 12/31/21,

~There was one exception decumeanted on
12/28/21; the exception documented was the
pharmacy.

Review of Resident #2's January 2022 sMAR
revaaled:

-Tirere was an entry for coenzyme 30mg one
daily with a scheduled administration thne of
8:0Cam.

~There was documentaticn ¢oenzyme was
administered daily from 01/03/22 - 01719222,
~There were two axcaptions documentsd cn
01/01/22 - 01/02/22; the exceptions documented
was the pharmacy.

Interview with the pharmacy techniclan from the
facility's contracted pharmacy on 01/20/22 at
8:10am revealed:

-The pharmacy dispensed 30 tablets of
coenzyme 30mg on 08/24/21.

-The pharmacy dispensed 30 tablets of
coenzyme 30mg on 10/20/21.

-The pharmacy dispensed 30 tablets of

coenzyme 30mg on 12/27/21.

{D 358)
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Observation of Resldent #3's medication on hand
on 01/19/21 at 3:20pm revealed there werg 15 of
30 coenzyme tablets on hand.

Based on eMAR documentation, meadlcations
dispanged and medications on hand between
08/24/21 - 01/19/21, there would have been no
coenzyme 30mg available for administration from
11/24/21 - 01420/22, but there were 15 capsules
remaining for administration.

Interview with the primary care provider {PCP) on
01/20/22 at 11:00am revealed:

-Coenzyme 30mg could be used for multiple
reasons.

-Resident #2 was ordered cosnzyme to help with
her cholesterol, .

Interviaw with the Administrator on 01/24/22 at
11:5Cam revealed:

-Resident #5 should be receiving coenzyme as
ordered.

-8he did not know why there were so many exfra
tablets available.

Refer to interview with a medication aide {MA) on
01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4.08pm.

Refer to telephone interview with & pharmacy
techniclan from the facility's contracted pharmacy
an 01/20/22 at 8:10am.

Refer fo interview with the Memory Care
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Caordinatar (MCG) on 01/20/22 at 12:30pm,

Refar to telephone interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:09pm.

Refer to interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licensad
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to talephone interview with the
Administrator on 01/21/22 at 4:15pm.

¢. Review of Resident #2's physician's ordars
dated 07/08/21 revealed an order for fenofibrate
{used to treat high cholestaral levels) 48mg on -
daily.

| Review of Rasident #2's November 2021

electronic medication administration record
(eMAR) revealsed:

~Thete was an entry for fenofibrate 48mg one
daily with a scheduled administration time of
8:00am,

-There was documentation fenofibrate was
administered daily from 11/01/21 - 11/30721.

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

~Thars was an entry for fenofibrate 48mg one
dally with a scheduled administration time of
&:00pm.

-There was documentation fenofibrate was
administerad daily from 12/01/21 « 12/31/21.

Review of Resident #2's January 2022 eMAR
revealed:

~There was an entry for fenciibrate 48mg one
dally with a scheduled administration time of

ALAMANCE HOUSE
BURLINGTON, NC 27215
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8:00pm,
~Thete was documentation fenofibrate was
administered daily from 01/01/22 - 01/19/22.

Cbservation of Resident #2's medication on hand
on 0111922 at 3:20pm revealed there were 24 of
30 fenofibrate 48mg tablets available for
administration,

Interview with the pharmacy technician from the
facllity's contracted pharmacy on 01/20/22 at
8.10am revealed:

~The pharmacy dispensed 30 tablets of
fencfibrate 48mg on 10/15/21.

~The pharmacy dispensed 30 tablets of
fanofibrate 48mg an 11/24/21.

~The pharmacy dispensed 30 tablats of
fencfibrate 48 mg on 01/07/22.

Based on aMAR documentation, medicaticns
dispensed and medications on hand befween
10/158/21 to 01/20/22, there would have been no
fenofibrate available to be administered from
01/16/22 - 01/20/22, but there was 24 remaining
for administration,

Interview with Resident #2's primary cara provider
{PCP) on 01/20/22 at 11:00am revesled:
-Fencfibrate was used to help decrease
cholestarol levels.

-Residant #2's cholesteral levels could increase if
fencfibrate wera not administared as ordered,

Interview with the Administrater on 01/24/22 at
11:50am revealed:

-Resident #5 should be recefving her cholestero!
medication as ordered,

-She could be at risk for additional complications
such as sfroke.,

-She did not know why there ware so many exira -
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tablets available.

Refer to interview with a medication aide (MA) on
01/20/22 at 12:10pm.

Refar to interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4.05pm.

Refer to telephone interview with a pharmacy
technician from the facility's contracted pharmasy
on Q1/20/22 at B:10am.

Refer to interview with the Memory Care
Coordinator {(MCC) on 01/20/22 at 12:30pm.

- [-Refer to telephone interview with the Memory
Care Coordihator (MCC) on 01/21/22 at 2:09pm,

Refer to interview with the Area Clinical Director
on (01/24/22 at 10:08am.

Refer to interview with the fagility's Area Licensed
Practical Nurse {LPN) on 01/24/22 at 10:48am.

Rafer to lelephone interview with the
Administrator on 01/21/22 at 4:115pm.

d. Raview of Resident #2's physician's orders
dated 07/08/21 revealed an order for fish oil
{used to lower cholasterol levels) 1000mg twice

daily.

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

-There was an antry for fish oil 1000mg twice
daily with a scheduled administration time of
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8:00am and 8:00pm.
-There was documentation fish cil was
administered twice dally from {1/01/21 - 11/30/21.

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

-There was an entry for fish oil 1000mg twice
daily with a scheduled administration time of
8:00am and 8:00pm,

-There was documentation fish oil was
administered twice dally from 12/01/21 -
12/31/21.

Review of Resident #2's January 2022 sMAR
revealed:

-There was an entry for fish ol 1000mg twice
daily with & scheduled administration time of
8:00am and 8:00pm,

~There was documentation fish oil was
administerad twice daily from 01/01/22 - 01/18/22
and at 8:00am on 01/19/22.

Obseyvation of Resident #2's medication on hand
on 01119721 at 3:20pm ravealed there ware 14 of
G0 fish oll capsules remaining for administration,

Interview with the pharmacy technician from the
facllity's contracted pharmacy on 01/20/22 at
8:10am revealad:

-The pharmacy dispensad 56 tablets of fish oll
capsules 1000mg on 09/07/21.

~The pharmacy dispensed 60 tablets of fish oil
capsules 1000mg on 10/20/21.

~The pharmacy dispensed 60 tablets of fish oil
capsules 1000 mg on 12/08/21.

Based on eMAR documentation, medications
dispensed and medications on hand batween
08/07/21 to 01/20/21, there would have besn no
fish oil capsules availabls to be administered
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fram 12114721 to 01/20/22, but there were 14
capsules remalning for administration,

Interview with Resident #2's primary care provider
{PCP) on 01/20/22 at 11:00am revealed:

-Fish oil capsules could help io decrease
cholesterol levals,

-Resldent #2's cholesterol levels could increase if
the fish oil capsules were not administered as
ordered.

Interview with the Administrator on 01/24/22 at
11:50em ravealed:

-Resident #5 should be receiving her cholesteral
medication as ordered.

~She did not know why there were so many extra
tablots available.

Refer to Interview with a medication aide (MA) on
01/20/22 at 12:1Cpm.

Refer to Interview with another MA on 01/20/22 at
12:18pm

Refer fo interview with a third MA on 01720122 at
4:06pm.

Refer to telsphone interview with a pharmacy
technician from the facility's contracted pharm acy
on 01/20/22 at 8:10am,

Refer to interview with the Memary Care
Coordinator (MCC) o 01/20/22 sl 12:30pm.

Refer to telephone Interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:090m,

Refer to interview with the Area Clinical Diractor
on 01/24/22 at 10.08am,
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Refer to interview with the facility's Area Licensed

Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to telephone Interview with the
Administrator on 01/21/22 at 4.1 Spm,

&, Review of Residant #2's signed physician's
orders dated (07/08/21 revealed an order for
levothyroxine (used to treat thyroid disease)
75meg in the moming on an empty stomach,

Raview of Resident #2's signed physician's
orders dated 11/04/21 revealed there was an
order to change levothyroxine io 50mog in the
morring on an emply stomach.

Review of Resident #2's November 2021
electronle medication adminlstration record
(eMAR) revealed:

-There was an entry for levothyroxine 50mcg in
the morning on an empty stomach with a
schedulad administration fime of B:30am,

~There was doctimentation levathyroxine 50meg
was adminlstered every morning from 11/04/21 -
11/30/21,

-There was an entry for levothyroxine 75meg in
the morning on an empty stamach with 2
scheduled administration fime of 8:30am.
-There was doeumentation levothyroxine 78megy
was administered every morming from 11/01/21 -
11/30/21,

Revlew of Residont #2's December 2021 eMAR
rovaaled:

~Thare was an enfry for levothyroxine 50meg in
the mormning on an empty stomach with a
scheduled adminfstration time of 6:30am.
~There was documentation levothyroxine 50mey

was administered every morning from 12/01/21 -

12/31/21.
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~There was an entry for levothyroxine 75meg in
the morning on an empty stomach with o
scheduled administration time of 8:30am,
-There was documentation levothyroxine 7omeg
was administerad every merning from 12/01/21 -
12731721,

-There were exceptions documented exceplions
documented on 12/01/21 - 1 2/03/21, 12/05/21 -
1211421 and 12/14/21. 12/23/21; the excapilons
documented were the pharmacy and medication
discontinued.

Review of Resident #2's January 2022 eMAR
revealed:

-Ttera was an entry for levothyroxine &0meg in
the morning on an empty stomach with g
scheduled administration time of 8:30am.

~There was documentation levethyroxine S0meg
was administered every morming from 61/01/22 -
0119722, .

Observafion of Resident #2's medication on hand
on 01/19/21 at 3:21pm ravealed:

-There were & of 30 tablats on hand with a
dispensed data of 12/06/21,

-Thers were 20 of 30 tablets on hand with a
dispensad date of 01/07/22.

Interview with the pharmacy technician from the
facility’s contracted pharmasy on 01/20/22 at
8:10am revealed:

-The pharmacy dispensed 30 tablets of
levothyroxine on 11/04/21.

~The pharmacy dispensed 30 tahleis of
levothyroxine an 12/06/21.

-The pharmacy dispensed 30 tablets of
levothyroxine on 01/07/22.

Based on eMAR documentation, medications
dispensed and medications on hand hetween
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11/04/21 - 01/20/22, there should have been 14 -
tablets of lsvothyroxine available to administered
and there wers 25 teblets remaining for
administration.

Intsrview with the primary care provider (PCP) on
01/21/22 at 11:00am revealed: .
-Levothyroxine was ordered to manage Resident
#2's thyroid diseass.

-Shie could have Issuss with her blood pressure
and increase In anxiety.

Interview with the Administrator on 01/24/22 at
11:50am revealed;

-Resident #5 should be receiving her thyroid
medication as orderad,

-She did not know why there were so many extra
tablets available.

~There was no excuse not to have medications
available for administration as orderad,

-| Refer to interview with & medication aide (MA) on

01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm

Rafer to interview with a third MA on 01/20/22 ét

4:08pm,

Rafer to teleghone interview with a phammacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am,

Rafer to interviaw with the Memory Care
Coordinator (MCC} on 01720/22 at 12:30pm.

Refer to telophone interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:09pm,
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Refer to interview with the Area Clinical Director
on 01/24/22 at 10.08am.

Refer fo intarview with the fasllity’s Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48arm.

Refer to telephone interview with the
Administrator on 01/21/22 at 4:15pm.

5. Review of Resident #5's current FL-2 dated
10/16/21 raveslad:

-Biagnoses included rheumatoid arthritis, and
right below the knes amputation.

~There was an order for Hurmalog U-100 sliding
scale insulin (SSI) (used to traat dishetes)

on a sliding scale: 151-200=6 units, 201-250=10
-| units, 251-300=14 units, 301-350=18 units, and
350+-18 units.

Review of Resident #8's electronic Medication
Administration Record (eMAR) for November
2021 revealed:

-Thate was an entry for Humalog U-100 $3I
administered before meals and at badtime;
161-200=8 unlts, 201-250=10 units, 251-300=14
units, 3071-350-+18 units, and 350+-18 units.
-There wers 7 of 118 opportunities when
Humalog S81 was documented as administered
incorrectly with examples as follows:

-There was documentation on 11/14/21 at
12:00pm Resident #6's finger stick blood sugar
(FSBS) result was 330 and 14 units of Humalog
wera administered; 18 units should have been
administered,

-There was documentation on 11/14/21 at 5:00pm
Resident #6's FSBS result was 363 and 14 units
of Humalog were administarad; 18 unitsshould
have keen administered, ‘

-There was documentation on 11/18/21 at 7:00am

administered hefore meals and at bedtimebased | _ _ _ |

Divislon of Heallh Service Regulalfon
STATE FORM Ga09 BSJL12

IF conlinuation shaet 76 of 188



PRINTED: 02/14/2022

o ' . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: A BUILDING: COMPLETED
R
HAL001148 B, WING 01/24/2022

NAME OF PROVIDER OR SUPPLIER

ALAMANCE HOUSE

STREET ADDRESS, CITY, S5TAVE, ZIP CODE

2766 GRAND DAKS BOULEVARD
BURLINGTON, NC 27216

SUMMARY STATEMENT GF DEFIGIENCIES

PROVIDER'S PLAN OF CORRECTION

Residant #56's FSBS result was 204 and 20 units
of Humatog were administerad; 10 units should
have besn administerad.

-There was documentation on 11/19/21 at 7:00pm
Resident #6's FSBS result was 255 and 10 units
of Humalog were administered; 14 units should
have been administered.

Review of Resident #'s sMAR for December
2021 revealed: .
-There was an entry for Humalog U-100 35|
administered before meals and at bedtime based
on a sliding scale: 151-200=6 units, 201-250=10
units, 251-300=14 units, 301-350=18 units, and
350+-18 units.

~There were 4 of 115 oppottunities when
Humalog S8l was documented as administared
incarrectly with examples as follows:

- There was documentation on 12/03/21 at
5:00pm Resident #6's FSBS result was 344 and
14 units of Humalog were administered; 18 units
should have been administered.

~There was documentation on 12/04/21 at
5:00pm Rasidant #6's FSBS resulf was 288 and
18 units of Humalog were administered; 14 units
should have baen administered.

-There was documentation on 12/117/21 at
12:00pm Resident #6's FSBS result was 268 and
10 units of Humalog were administered; 14 units
should have been administered,

Attempted interviews on 01/24/21 at 12:02pm and
12:04pm with the two medication aides (MA) who
documented on Resident #5's sMAR for the
FSBS and 88| administerad were unsuccessful,

Review of Resident #6's January 2022 eMAR
FSBS readings revealad:

-0On 01/17/22 there was an exception
documented at 12:30pm; the exception was
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Interview with the Area Clinical Dirsctor on

documented as the pharmacy.,

«0n 01/18/22 thera were exceptions decumented
at 12:30pm and 5:30pm, the exceplions
documented were no test strips,

-0n 01/19/22 there were exceptions documented
at 7:30am and 12:30pm; the exceptions
documented were "no test strips”,

Observation of Resident #6's madications on
hand on 01/20/22 at 2:16pm revealed there was a
Humalog insulin pen on hand for SSI
administration,

Interview with Resident #6 on 01/20/22 at 3'58pm
revealad:

-His FSBS was.ordered to be checked fourt:mes -

a day, before broakfast, lunch and dinner and
then before bedtime. .
-He did not know how much SSl was
administered when he had his FEBS checked.

01/24/22 at 10:08am revealed:

-He was at the facility once a week.

~The matrix system (eMAR} would display the
units that would need to be administered based
on tha FSBS entared,

-Ha expected the MAto compare the number of
units displayed in the matrix system to be
administered te the 881 to ensure the correct
amount of insulin was belng administerad.

-if there was a discrepancy in the number of unifs
displayed in the matrix system compared to the
S3( the MA should notify someone in .
management for clarification.

-He did not audit the S8 insulin coverage
provided but thought somecne at the facility
probabiy did,

-He expected the MAs to implement the PCP' 5
orders correctly.
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-Resident #6 was a brittle diabetic and was
concerned the resident was not raceiving the
correct amount of nsulin based on his FSBS,

Interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 1 0:48am
revealed:

-She covered multiple faciliies.

-3he was not surs if the matrix systam
automatically documentad the amount of nsulin

' that should be administered cr if the MA had to
manually document the amotnt of insulin
administered.

-3he had not compared the sMAR for the units of
88[ documented compared to the order to ensure
the correct amount of insulin had been
administerad,

Interview with the Memory Care Coordinater
{MCC) on 01/24/22 at 11:22am and 2:45pm
revealad;

-Some of the resldent's SSI was automatically
entared in the eMAR when the FSBS was
entered, and for other residents the number of
units administered had to be manually entered,
-She did not know If Resident #68's S81 was
automatically entered or if the MA had to enter the
number of units administered manually,

-She did not know why Resident #8's 581 number
of units that were doctimented as administered
did not maltch the order for the sliding scaie.

-She was concarned Resident #6's FSBS was nat
checked on 01/17/22, 01/18/22, and 011922
because if the FSBS was not obtained the MA
would not knaw if the $SI needed to be
administered,

-it was coneerning the residents FSBS could
have been toa high or too low,

Observation of Resident #6's FSBS check on
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01/24/22 at 11:34am revealed the MA entered the
resident’s FSBS rasults in the matrix system and
the amount of Insulin to be administered was
automatically displayed on the scresn.

Intarview with a MA on 01/24/22 at 11:34am
revealed:

-He had worked at the facility in August 2021 and
af that time the number of units had to be
determined by looking at the order for SS| and
then the amount of Insulin administered would be
documented by the MA.

~He did not know when the §SI directed to
administer began to automatically popurate in the
. o —JeMAR.__ . - ___ _______ o

Interview with another MA on 01/24/22 at
11:40am revealad:

-Resldent #6's 881 order automancally directed
the MA on how much insuiin to be administered.
-5he always compared the humber directed to
administer to the sliding scala bafore
administering the Insulin,

-She had not seen a discrepancy in the number
diracted tc administer and the number of units in
tha order based on the FSBS.

Interview with the Administrator on 01/24/22 at
11:61arn revealed;

-She was not aware Rasldent #6 had been
administered the wrong S8l based on FSBS
readings documented,

-Shie was concerned insulin was not administered
based on the sliding scale and Resident #8 did
not get his medication as ordered.

~She expected Resident #6's medication to be
admlnistered as ordered,

Telephone interview with Resident #6's primary
care provider (PCP) on 01/24/22 at 2:20pm
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administered based on the FSBS obtained.

-If Resldent #6 was administered the wiang

-If Resident #6's A1C was elevated they would
the resident had besn administered tha correct
amount when he had not.

-The last A1C she could locate was dated
06/13/21 and it was 8.5,

Refer to Interview with a medication aide (MA) on
01/20/22 at 12:10pm.

Refer to interview with another MA on 01720722 at
Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephaone Interview with g pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am.

Coctdinator (MCC) on 01720122 at 12:30pm.

Cara Coordinator (MCC) an 01/21/22 at 2:08pm.

on 01/24/22 at 10:08am.

revealed:
~5he expected Residant #6's FSBS to be
checked as ordered and the SS| to be

amount of 881, It would cause the resident to ba
hypoglycemic or hyperglycemic.

Increase his medication unnecessarily thinking

12:18pm,

Refer to interview with the Memory Care

Rafer to telephone interview with the Memory

Refer to interview with the Area Clinical Diractor

Refer to inferview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am,

Refer to telephone interview with tha
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Administrator on 01/21/22 at 4:15pm,

6. Review of Resident #4's current Fl.-2 dated
07/22/21 revealed diagnoses included vascular
dementia with behavioral disturbances, bipolar
disorder, severe protein caloric malnutrition, and
essential hypertension,

a. Review of Resident #4°s physician's orders
dated 07/22/21 revealad an order for Haloperidol
0.5img twice daily. (used to treat behaviors related
to mental llliness}.

Review of Residant #4's November 2021
elecironic Medization Administration Record
{eMAR) revealed:

~There was an entry for Haloperidot 0.5mg twice
daily with scheduled administration fimes at -
8:00am and 8:0Cpm.

-Haloperidol was documented as administerad
from 11/01/21-11/30/21 at 8:00am and 8:00pm.

Review of Residant #4's December 2021 eMAR
revealed:

~Thera was an entty for Haloperidof 0.5mg twice
daily with scheduled administration fimes at
©:00am and 8:00pm.

-Halaperidol was documented as administerad
from 12/04/21-1213/21 and 12/15/21-12/31/21 at
8:00am ana 8:00pm.

Raview of Resident #4's January 2022 eMAR
revealed:

-There was an antry for Haloperidof 0.5mg twice
daily with scheduled administration times at
8:00am and 8:00pm. :

- Haloperidol was dosumented as gdministered
from 0'1/01/22-01/04/22 at 8:00am and 8:00pm;
01/05/22 at 8:00pm; 01/06/22 - 01/10/22 at
8:00am and 800pm; 01/11/22 at 8:00am and
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0112122 - 01/14/22 at 8:00am and 8:00pm
~There were exceptions documented on 01/05/22
at 8:00am, 01/11/22 at 8:00pm, and

01/16/22-01/17/22 at 8:00am and 8:00pm; the - |

excaplion was documented as the pharmacy. .
~There were exceptions documentad an 01/18/22
at 8:00am as pharmacy and at 8:00pm as
refused,

Qbservation of Resident #4's medications on
hand on 01/19/22 at 3:33pm revealed Haloperidol
0.5mg was not available to be administered.

Telephone interview with a pharmacist at the
pharmacy's confracted pharmacy on 01/20/22 at
10:07am revealed:

~Sixty tablets of Haloparidel 0.5mg were
dispensed for Resident #4 on 11/08/21.

-Fiftean tablets of Haloperidol 0.8mg wera
dispensed for Resident #4 on 12/11/22.
-Haloperidol 0.6mg was requested for a refill for
Resident #4 on 01/18/22 and fifteen tablets were
dispensed.

-Resident #4 was listed as being on hospice

which meant the resident would only get a 15—day .

supply.

-She was not sure why the November 2021
dispensing was for 30 days and the subsequent
orders was dispensed for anly 15 days as it had
been the same order since 07/19/21,
<Halopetidol was added to Resident #4's proﬂle
on 02/17/21 for behavior issuss.

-Haloperidof was typicaliy used for agitation.

-If Resident #4 did not recelve the Haloperidol as
ordered, the resident’s agitation would be worss,
and mads it harder for staff to care for the -
resident. .

Telephone Interview with a pharmacy techniéian
at the pharmacy's contracted pharmacy on

{D 358
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Q1/21/22 at 1:30pm ravealed:

-Reslident #4's medications wers not cycls filled.
~Resident #4's madications had to be requested
by the facility staff for rafifl,

Based on eMAR documentation, madications
dispensed and medications on hand belwsen
11/08/21-01/18/22, there would have besn no
Haloperidol available to be administered between
12/20/21-01/19/22 when the medication was
reordered. :

Interview with Resident #4's primary care provider
(PCP) on 01/20/22 af 14:01am revealed:
-Resident #4 was prescribed Haloperidol for
behaviors.

-Residant #4 was at risk of & changs in her
behavior, increased anxiety, and agitation if
Haloperidol was not adminisiered corractly,

~Bhe expected Resident #4's Haloperidal to be
adminlstered as ordered.

Telephone Interview with Resident #4's mental
health pravider on 01/21/22 at 10:26am revealed:
-Haloperidol should not be stopped abruptly.
-Haloperidol would need to be taperad off slowly
or there would be a rebound affect, '

-If Resident #4's Haloperidol was not tapered off
slowly she would have increased agitation.
-Resident#4 had significant behavior problems
"abouta year ago” and It took a whils to gat
Resldent #4 stable to improve the resident's
quality of life and decrease her featfulhess.

-f Resident #4's medication was not being
administered as ordetad may be the reason
Resident #4 had some changes racently in her
behavior, not as bad as one year ago, but the
resident would continue to decling if the
medication was not administered correctly.
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Interview with a second shift medication aide
(MA) on 01/20/22 at 4:38pm revealad:

-Resldent #4 was "really good" about taking har
medication, .

~She had administered Resident #4's Haloperidal,
-She did not recall when she had last
administered Resident #4's Maloperidol.

-She remembered Resident #4 had a Jof of
Haloperidol on the cart at "one time" but sha did
not recall when,

-She ahways prepped her medication in the matrix
system as she popped the madication info g cup
and weuld then mark all as administered.
~"Maybe somecne had marked the medication
had been administered when it had not been.”
-Bhe had administerad an as needed {prn)
medication fo Resident #4 on several occasions
due to the resident showing increased anxiety.

Interview with a first shift MA on D1/20/22 at
4.57pm revealed:

-She administerad Resident #4's Haloperidol
when she worked.

-She did not know why Resident #4's Haleperidol
was ot re-ordered when the medication would
have run out,

-Wheh medlcation needed to be reardered, she
took the reorder sticker, placed it on a pharmacy
sheet, and gave it to the Memory Care
Coordinator (MCC).

Telephone interview with the MCC on 01/21/22 at
1:69m revealad:

-She knew Resident #4's Haloperidol was rot on
the cart an 01/19/22 when she did a cart audit.
-She did not know Resident #4's Haloperidel
needed to be reordered prior to her cart audit,

Interview with the Administrator on 01/24/92 at
12:48pm revealad:

{D 358}
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~5She was not aware Resldent #4 did not have
Haloperido! available to be administered.

-She expected Resident #4's Haloparidol to be
administered as ordersd.

Based on observations, intarviews, and record
reviews, it was datermined Resident #4 was not
interviewable,

Refer to Interview with a medication aide
01/20/22 at 12:10pm.

(MA) on

Refer o Interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to talephons interview with a pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Coordinater (MCC) on 01/20/22 at 12.30pm,

Refer to telephone interview with the Memory
Care Caordinator (MCC) on 01/21/22 at 2:08pm,

Refer to Interview with the Area Clinical Director
on 01/24/22 af 10:08am,

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to telaphone interview with the
Administrator on 01/21/22 at 4:15pm.

b. Review of Resident #4's physiclan's orders
dated 07/22/21 revealed an order for Olanzapine
20mg once dally. {used fo treat manic-depressive
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disorders).

Review of Resident #4's November 2021
electronic Medication Administration Record
{eMAR) revealed:

-Thers was an entry for Olanzapine 20mg daily
with scheduled administration time af 8:00pm.
-Olanzapine 20mg was docurnented as
administared from 11/01/21-14/30/21 al 8:00pm,

Review of Resident #4's December 2021 eMAR
revealed:

-There was an entry for Olanzapine 20mg daily
with scheduled administration time af 8:00pm.

- Clanzapine 20mg was documanted as
administered from 12/01/21-12/31/21 al 8:00pm.

Review of Resident #4's January 2022 eMAR
revealed: ‘
~There was an entry for Olanzapine 20mg dalfy
with scheduled administration time at 8:00pm.

- Dlanzaping 20my was documentad as
administered from 01/01/22-01/15/22 at 8:00pm.
= Olanzapine 20mg was not documented as
administered on 01/16/22-01/17/22 with
documentation for the reason not admmistered as
the pharmacy,

- Olanzapine 20mg was not documented as
administerad on 01/18/22 at 8:00pm with
documentation for the reason not administered as
refused.

Observation of Resident #4's medications on
hand on 01119/22 at 3:33pm revealed thare was
no Olanzapine 20mg available to be
administered.

Telephone interview with a pharmacist at the
pharmacy's contracted pharmacy on 01/20/22 at
10:07am revealed:

{D 358}

Divislon of Health Service Regulatwn
STATE FORM

439¢

BSJL12

[ sontinuation sheel 88 of 188



PRINTED: 02/14/2022

o ' . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
HALOG1148 B WING 01/24/2022
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2766 GRAND CAKS BOULEVARD
ALAMANCE HOUSE
H _ BURLINGTON, NC 27216
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES [In] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (FAGH DEFICIENCY MUST BZ PREGERED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE GOWPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CRCSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{D 368} | Continued From page 86 {D 358}

-Thirty tablets of Olanzapine 20mgy were
dispensed for Resident #4 on 11/07/21 and
12701721,

Fifteen tablets of Clanzapine 20mg were ordered

for Resident #4 on 01/18/22,

-Resldent #4's Clanzapine was prescribed for
arxiety and depression,

-If Resident #4's Olanzapine was nof
administered she would be af risk for increased
anxiety.

Based on eMAR documentaticn, medications
dispensed and medications on hand between -
October 2021 and January 2022, there would
have been no Olanzapine avallable to be
adminlstered from 01/06/22-01/18/22 whan the
madicaticn was reordered.

Interview with Resident #4's primary care provider
(PCP) an 01/20/22 at 11:01am revealad:
-Resident #4 was prescrlbad Olanzapine for
behaviors, '
~Resident #4 was more {ikely to have behawors if
her Olanzapine was hot administered carrectly,
-She expeacted Resident #4's Olanzapine to be
administerad as ordered.

Telephone interview with Rasident #4's mental:
health provider on 01/21/22 at 10:26am revealed:
~Dlanzapine should not be stopped abruptly,
-Olanzapine would need to be taperad off slowly
or thers would be a rebotmd effecl.

-if Resident #4's Olanzapine was not tapered off
slowly she would have increased agitation,
-Rasident #4 had significant behavior problems
"about a year age" and it took a while to get
Resident #4 stabla to improve the resident's
quality of life and decrease her fearfulness.

-If Resident #4's medication was not being
administered as ordered may be the reason
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Resident #4 had some changes recantly in her
behavior, not as bad as one year ago, but the
resident would continue to decline if the
medication was not administerad correctly.

Interview with a second shift medication aide
(MA) on 01/20/22 at 4:48pm revealed;

~She administered Resident #4's Olanzapine
when she worked,

~8he did not recall Resident #4's Olanzapine
running out,

-5he did not order Resident #4's Qlanzapine and
she had not ordered any medications for the -
residerd.

-She had administered an as needed {prn)
medication to Resident #4 on several ocsasions
due to the resident showing increased anxiety.

Interview with a first shift MA on 01/20/22 at
4:57pm ravealed:

-She administered Resident #4's Olanzapine
whan she worked,

-Resident #4's Clanzapine should be "on track®
and she did not know when the medication ran
out,

-She administered Resldent #4's Olanzapine as
ordered,

Telephone interview with the Memory Cars
Coordinator (MGC) o 01/21/22 at 2:18pm .
revealad:

-3he noted Resident #4"s Olanzapine was not on
the cart during her audit on 01/19/22,

-There was no documentation she had been
notified Resident #4's Olanzapine needed to be
ordared prior to her cart audit.

-She was concerned Resident #4's Olanzapine
readad to have been ordered and she was not
notified.
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Interview with the Administrator on 01/24/22 at
12:48pm revealad she expected Residant #4's
Olanzapine to be administered as ordered.

Based on obgervations, intervlews, and record
reviews, it was determinad Resident #4 was not
interviewable,

Refer to intarview with @ medication aide (MA&) on
01/20/22 at 12:10pm.

Refar to interview with anocthar MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Hefer to felephone interview with a pharmacy
technician from the facility's contracted pharmacy
oh 01/20/22 at 8:1Cam.

Refer fo inferview with the Memeory Care
Coordinator (MCC) on 01/20/22 at 12:30pm,

Refer to telephone interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:09pm.

Refer fo interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am.

Refer to telephone intenview with the
Administrator on 01/21/22 at 4:45pm,

c. Review of Resldent #4's physician's orders
dated 07/22/21 revealed an order for Agpfrin
81mg once daily. (Aspirin is used as a blood
thinner).
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Review of Resident #4's Novamber 202
electronic Medication Administration Record
(eMAR) revealed:

-There was an entry for Aspldin 81mg daily with
scheduled administration time at 8:00am.
-Aspirin was documented ag administered from
11/01/21-11/30/21 at 8:00am,

Review of Resident #4's December 2021 eMAR
revealed:

-There was an entry for Aspirin 81mg daily with
scheduled administration time at 8:00am,
-Aspirin was documented as administeraed from
12/01/21-12M13/21 and 12/156/21-12/31/21 at
8:00am.

-Aspirin was not documented as administered on
12/14121.

Review of Residen! #4's January 2022 eMAR
revealed:

~There was an entry for Aspirin 81mg daily with
scheduled administration time at 8:00am.
-Aspirin was documented as administerad from
01/01/22-01/04/22 and O1/08/22-0119/22 at
&:00am.

-Aspirin was not documented as administered on
01/05/22,

Observation of Resident #4's medications on
hand on 01/18/22 at 3:33pm revealsd:

-There was & bubbla pack of 30 Aspirin
dispensed on 12/11/21.

-Nineteen tablets had haen administered: 11
tablats were avallabie to ba administered.

-There was a second bubbie pack of thirty Aspirin
dispensed on 01/04/22,

-Eleven tablets had besn administerad; 19 tablets
were available to be administered,
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01/19/22 at 6:55pm revealed:

~Thirty tablets of Aspirin 81mg were dlspensed on
10/15/21, 12/11/21 and 01/04/22.

~Ressdent #4's medication had to be requested
for refill by facility staff.

-Aspirin was not requasted for a refill in
November 2021,

Based on eMAR documentation, medications
dispensed and medications on hand between
October 2021 and January 2022, there would
have been no Aspirin available to be admmlsterecl
from 11/14/21-12/11/21, and from -
12/11/21-01/19/22 when there should have been
twenty tabiets remaining and there wera thirty
tablets remaining. .

Telephene interview with a pharmacist at the
pharmacy's contracted pharmacy on 01/20/22 at
9:33am revealed:

-Resident #4's Aspirin was prescribed as a blood
thinner,

-If Resident #4's Aspirin was nof admlmstered
correctly it increased her risk for stroks, heart
attack, and blood clots,

tnterview with Resident #4's primary care provider
(PCP} on 01/204/22 at 11:01am revealed:
-Resident #4 was prescribed Aspirin for
secondary prevention of cardiac events,
-Resident #4 was at increased risk of stroks,
myocardial infarclions, and cardiac events if her
Aspirin was not administered correctly.

-She expected Resident #4's Aspirin {o be -
administered as orderad.

Interview with a madication aide (MA) on
01720422 at 5;11pm revealed:
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Telephone interview with a pharmacy technrclan
-| at the pharmacy's contracted pharmacy on - -
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-She administerad Resident #4's medication
when she worked.

-8he was not working in November 2022 when
Reslident #4's Aspirin would have needed to be
ordered.

-8he did not know why there was more Aspirin on
hand than there should be based on dispensing
records.

Interview with the Memory Care Coordinator
{MCC) on 01/21/22 at 2:18pm revealed;

-She did not know why there were extra Aspiriin
tablets on hand.

-She was concerned Resident #4 was not
receiving her Aspirin as orderad.

Interview with the Administrator on 01/24/22 at
12:48pm revealed:

-She was not aware Resident #4 had excess
Aspitin on hand based on dispensing records. and
documentation of medications administered.
~She expectad Resident #4's Aspirin to be
administered as orderad.

Based on ohservations, interviews, and record
reviews, It was determined Resident #4 was not .
interviewable,

Rafer to interview with 2 medieation aide (MA) cn
01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22, at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephene interview with a pharmacy
technician from the facility's contracted pharmacy

on 01/20/22 at 8:10am.
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Refer to interview with the Memory Care
Coordinator {(MCC) on 01/20/22 at 71 27:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCC) on 011/21/22 at 2:08pm,

Refer o Interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refer fo interview with the facility's Area Licensed
Practical Nurse (LPN) on G1/24/22 at 10:48am.

Refer to telephone faterview with the
Administrator on 01/21/22 at 4:15pm.,

d. Review of Resident #4's physician's orders
dated 07/22/21 revealed an order for. Buspirone
10mg twice daily. (Buspirone is used treat
anxlety).

Review of Resident #4's November 2021
alectronic Medication Administration Record
{eMAR) revealad:

-Thers was an entry for Buspirone 10mg twice
daily with scheduted administration times at 8:00
am and 8:00pm.

-Buspirone was documented as administered
from 11/01/21-11/30/21 at 8:00am and 8:00pm.

Review of Resident #4's December 2021 eMAR
revesled:

~There was an entry for Buspirone 10mg twice
daily with scheduled administration times at §:00
am and 8:00pm.

-Buspirone was documented as administered
from 12401/21-12/13/21 and 12/156/21-12/31/21 at
8;,00am and 8.00pm.

Review of Resldent #4's January 2022 eMAR
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revealed:

-There was an entry for Buspirone 10mg twice
daily with scheduled administration times at 8:00
am and 8:00pm.

-Buspirone was decumented as administersd
from 01/01/22-01/19/22 at 8:00am,

Buspirona was documented as administered
01/01/22-01/17/22 at 8:00pm.

~Thare was documentation Resident #4 refused
Buspirong on 01/18/22 at 8:00pm.

Observation of Resldent #4's medications on
hand on 01/19/22 at 3:33pm revealsd:

-There was a bubble pack of 30 Buspirone 10mg
dispensed on 12/02/21; the pack was labeled 2 of
2.

-Twenty-saven tablets had been administered; 3
tablets were available to be administered,

-There was a second bubble pack of 30
Buspirone 10mg dispensed on 01/13/22; the pack
was lzbeled 1 of 2,

~One tablet had been administered; 29 tabiets
were available to be administered,

Thera was a third bubble pack of 30 Buspirone
10mg dispensed on 01/13/22; the pack was
labelad 2 of 2,

-No tablets had been administered; 30 tablets
wera avallable to be administered,

Telephone interview with a pharmacy technician
at tha pharmacy's contracted pharmacy on
01/19/22 at 6:56pm revealed 60 tablets of
Buspirone 10rmg were dispensed on 11/8/21,
1202721, and 01/13/22.

Telsphone interview with a pharmacy technician
at the pharmacy's contracted pharmacy on
01/21/22 at 1:30pm revealed:

-Resident #4's medications were not cycle filled.
-Rasident #4's medications had fo be requested
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by the facility staff for a refill,

Based on aMAR decumentation, medications
dispensed and medications on hand hetween.
11/08/22-01/19/22, there would have been no
Buspirone available to be administered from
01/07/22-01/13/22 when the medication was
reorderad, and from 01/14-01/19/22 based on
documentation there should have been 48 tablets
remaining and there were 58 tablsts remaining.

Telephone interview with a pharmagcist at the

Pharmacy's contracted pharmacy on 01/20/22 at

9:33am revealed

-Buspirone was typically prescribed to freat
anxiety and improve moad,

-If Resident #4's Buspirone was not administered
as ordered the resident could experience a
relapse with increasad anxiety and @ worsening of
her mood.

Interview with Resident #4's primary care proviger
{PCP) on 01/20/22 at 11:0{am revealed:
~-Resident #4 was prescribad Buspirone for
anxiety and behaviors, as well as it would help
Resident #4 with slaeping.

-Resident #4 was af tisk of a change in her -
behavior, increased anxiety, and lack of sleep if
har Buspirone was nof administerad as ordered.
-8he expected Resident #4's Buspirore to ba
administered as ordered,

Telephone interview with Resident #4's mental
health provider an 01/21/22 at 10:26am revealed:
-Resident #4 had significant behavior problems
“about a year age" and it took a while to get
Resident #4 stabie fo Improve the resident's
quallty of iife and decrease her fearfulness,

-If Resldent #4's medication was not being
administered as ordered may be the reagson

(Xdy 1D SUMMARY STATEMENT OF DEFICIENGIES o (%5)
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medication.

when she worked,

administered.

5:11pm ravealed:

she worked,

revealed:

Rasident #4 had some changes recently in her
behavior, not as bad as cne year ago, but the
resident wauld continue to decline if the
medication was not administered corractly,

Interview with a second shift mediéation aide.
(MA} on 01/20/22 at 4:38pm ravoaled:
-Resident #4 was "really good* about taking -her

-She had administered Residem #4's Buspirone -
~Ghe did not know wh

y Resident #4's Buspirane
had excess tablsts available that had not basn

-She always prepped her medication in the matrix
system as she popped the madication into a cup
and would ther merk all as administersd.

-"Maybe someone had marked the medication
had been administered when it had not been."
-She had administered an as needad {prn)
medication to Resident #4 on several occasions
due to the resident showing increased anxiety,

Interview with a first shift MA on 01/20/22 at .
-She administered Resident #4's Buspirone when

-She did not know why there was more Buspirone
on hand than there should he based on
dispensing racords,

Telephone interview with the Memory Care
Coordinator (MCC) on 01/21/22 at 1:59pm

-She did not know why there wers extra
Buspirone tablets on hand, :

-She was concerned Resident #4 was not
recaiving her Buspirone as ordered,

-AMA could have missed prepping the Buspirone
when putting madications in the cup.

STATEMENT OF DEFICIENCIZES X1) PROVIDERI_"?‘UPPLJERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: A, BUILBING: COMPLETED 7
R
HALO01148 B. WING 01/24/2022
NAME OF PROVIDER OR SUPELIER STREETADDRESS. CiTY, 8TATE, ZIF CODE
2768 GRAND OAKS BOULEVARD
ALAMANGE HOUSE
N BURLINGTON, NC 27215
(%4) I o UMMARY STATEMENT OF DEFICIENGES .~ PROVIDER'S PLAN OF CORREGTION X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
(D 358} Continued From page 95 {D 368}

Division of Health Service Reguiation

STATE FORM

6839 BSJL12

If continuation sheel 46 of 188



PRINTED: 02/14/2022

o ) FORM APPROVED
Division of Hea'th Service Regulation
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BUILDING: COMPLETED
R
HALOD1148 B WiNe 01/24/2022

NAME QF PROVIDER OR SUPPLIER

ALAMANGCE HOUSE

STREET ADDRESS, GITY, STATE, ZIP CODE
2766 GRAND QAKS BOULEVARD
BURLINGTCON, NG 27213

PROVIDER'S PLAN OF CORRECTION

Interview with the Administrator on 01/24/22 at
12:48pm ravealsd:

~8he was not aware Resident #4 had excess
Buspirone on hand based on dispensing records
and docuimentation of medications administersd,
-She expected Resldent #4's Buspirons to be
administerad as ordered.,

Based on ohservations, interviews, and record
reviews, it was determined Resident #4 was not
interviewabls,

Refer to interview with a medication aide (MA) on
01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm .

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephone Interview with a pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am,

Refer {o interview with the Memory Care
Coerdinator (MCC) on 01/20/22 at 12:30pm,

Refer {o telephone interview with the Memary
Care Coordinator (MCC) on 01/21/22 at 2:09pm.

Reafer to intarview with the Area Clinical Director
on 01/24/22 at 10:08am,

Refer to interview with the facility's Area Licensed
Practical Nurse {LPN) on 01/24/22 at 10:48am.

Refer to telephone interview with the
Administrafor on 01/21/22 at 4.15pm.
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e. Review of Resident #4's physician's orders
dated 07/22/21 revealed an order for Metoprolol
Tartrate 25mg twics dally, (Metoprolol Is used to
treat high blood prassura), :

Raview of Resident #4's November 2021
electronic Medication Administration Record
(6MAR) revealed:

=There was an entry for Metoprolol Tartrate 25mg
twice daily with scheduled administration times at
8:00 am and 8:00pm,

- Metoprolol Tarfrate 25mg was documented as
administered from 11/01/21-11/30/21 at 8:00am
and 8:00pm.

Review of Resident #4's December 2021 eMAR
revealed:

-There was an entry for Metoprolo! Tartrate 26mg
twice dally with echedulsd administration times at
8:00 am and 8:00pm.

- Meteprolol Tartrate 25mg was documented as
administered from 12/01/21-12/153/21 and
12/156/21-12{31/21 at 8:00am and 8:00pm,

Review of Resident #4's January 2022 eMAR
revealed:

~There was an enry for Metoprolol Tartrate 25mg
twice dally with scheduled administration times at
8:00 am and 8:00pm.

-Meloprolol Tartrate 26my was documented as
administered from 01/01/22-0117/22 at & 00am
and 8:00pm and on 01/18/22 at 8:00am.

~There was an exception documented on
01/18/22 at 8:00pm as refused.

Obsarvation of Resident #4's madications on
hand on 01/19/22 at 3:33pm ravealed:
-There was a bubble pack of 30 Metoprolol

(D 358}

Tartrate 25mg dispensed on 11/02/61; the pack

]
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was labeled 2 of 2,

~Fifty-sight tablets had besn administered; 2
tablets wers available to be administered,

-There wag a second bubble pacik of 30
Metaprolal Tartrate 26myq dispensed on 11/26/21;
the pack was |abeled 1 of 2,

-Thirty-six tablets had been administered; 24
tablets were available to be administered.

“There were two bubble packs of 30 tablets of
Matoprolcl Tarrale 256mg dispensed on 12/20/21.
-No tablets had been administered and 60 tablets
were available to be administered.

Telephone interview with & pharmacy technician
at the pharmacy's contracted ptiarmacy on
01/19/22 at 6:55pm revealed:

-Sixty tablets of Metoprolol Tardrate 25mg were
dispensed on 11/02/21.

-Sixty tablets of Metopralol Tartrate 25mg were
dispensed on 11/26/21.

-Sixty tablets of Metoprolol Tartrate 25mg were
dispensed on 12/20/21.

Rased on aMAR documentation, medications
dispensed and medications on hand befween
11502/21-01718/22, there should have been 33
tablets of Metoprolol Tartrate available to be
administered and there were §6 {ablets
ramalning.

Telephona interview with a pharmacist at the
pharmacy's contracted pharmacy on 01/20/22 at
9:33am revealed;

-Residant #4 had a diagnosis of hypertension and
Metoprolol Tartrate would be used to lower blood
pressure, lower heart rate {pulse).

.If Resident #4's Metoprolol was not administered
as ordered the resident could experience an
increase in her blood pressure, heart rate (pulse).
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Interview with Resident #4's primary care provider
(PCP) on 01/20/22 al 11:01am revealad:
-Rasident #4 was prescribed Metoprolo! Tartrate
for her blood pressure and atrial fibrillation.

-If Resident #4's blood pressure was high for an
extended perlod, there could be leng-term effects
including stroke and heart attack,

-She axpected Resident #4's Metoprolol Tarirate
to be administered as ordered,

Interview with a second shift medication aide
(MA) on 01/20/22 at 4:38pm reveaied she knew
she had administered Resident #4's Metoprolol
Tartrate as ordered so she did not know why
thare were extra Metoproiol Tartrate tablets
available.

Interview with a firet shift MA an 01/20/22 at
4.57pm revealed:

-She administered Rosident #4's medication
when she worked,

-She did not know why Resident #4's Metoprolol
Tartrate had extra tahlets on the madication cart
from previous months. -
-She administered Resident #4's Metoprolol as
orderad,

Telephone interview with the Memory Gare
Manager (MCC) on 01/24/22 at 1:58pm revealed:
-She did not natice Resident #4 had extra tablets
of Metoprolol on the cart when she completed her
cart audif on 01/19/22,

~Sha did nof know why there would be so many
tablets availabie if the medication had been
administered as ordered. :

Interview with the Adminlstrator on 01/24/92 at -

12:48pm revealed:
-She was not aware Resident #4 had more
Matoprolol Tartrate available than there would be

{D 358)
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Continued From page 100

had the medication been administered as_
orderad. ]
-8he expected Resident #4's Metoprolot Tartrate
to be administerad as ordered.

Based on observations, interviaws, and record
reviews, it was determined Rasident #4 was not.
tnterviewables.

Refer to interview with a medication aide (MA)
01/20/22 at 12:10pm, .

Refer to interview with another MA on 01/20/22 at

12:18pm

Refer to interview Wath a third MA on 01/20/22 at
4:08pm.

Refer to telsphona interview with a pharmacy !
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am.

Refer to intervisw with the Memory Care
Coordinator (MCC) on 01/20/22 at 12:30pm.

Refer to telephone interview with the Memory
Care Coordinator (MCC) an 01/21/22 at 2:09pm.

Refer to interview with the Area Clinical Director
on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am:

Refer to telephons interview with the
Administrator on 01/21/22 at 4:15pm.

f. Review of Resident #4's physician's ordars
dated 07/22/21 revealed an order for Donspazif

10mg ence daily. (Donepezli is used to treat

{D 358}
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Alzheimer's).

Review of Resident #4's November 2021

1 electronic Medication Administration Record

{=MAR) revealed:
-There was an entry for Donepezil 10mg dafly

with scheduled administration ime at 8:00pm.

- Donepezil 10mg was documented as

administered from 11/01/21-11/30/21 at 8:00pm.

Review of Resident #4's December 2021 eMAR
revealed:

-There was an antry for Donapazil 10mg daliy
with schaduled administration ime at 8:00pm.
~Donepezil 10mg was documented as

administered from 12/01/21-12/31/21 at §:00pm.

Review of Resident #4's January 2022 eMAR
revealsd:

-There was an antry for Donepezil 10mg dally
from with scheduled administration time at
8:00pm.

-Donepezit 10mg was documented as
adrrinistered 01/01/22-01/15/22 at 8:00pm.

-Donepezil 10mg was not documented s
administered from on 01/16/22-01/17/22 with

documentation as the pharmacy,

-Donepezil 10mg was not documented as
administered on 01/18/22 at 8;00pm with
documentation reeson as rafused.

Chbservation of Resident #4's medications on
hand on Q1/19/22 at 3:33pm revealad there was
no Donepezil 10mg available to be administered.

Telephone interview with a pharmacy technician
at the pharmacy's contracted pharmacy on
(1/21/22 at 1:30pm revealed:

-Resident #4's medications were not eycle filled.
-Resident #4's medications had to be requested
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by the facility staff for a refill.
~Thirty tablets of Doneperzil 10mg were dispensed
on 10/28/211, 11/22/21, and 071/19/22,

Based on eMAR dosumentation, medications
dispensed and medications on hand betwaen
October 2021 and January 2022 revesled there
would have been no Donepezil 10mg avallable to
be administered between 01/01/22-01/16/22
when the medication was reordered.

Telephone interview with a pharmacist at the
pharmacy's contracted pharmacy on 01/20/22 gt
9:33am revealod;

-Resident #4's Donepexzil 10mg was prescribed to
freat Alzheimer's.

-If Resident #4's Donepezil was not administered
as orderad she would be at risk of a progression
of her dementia,

interview with Resident #4's primary care provider
(PCP) on 01/20/22 at 11:01am revealed:
-Resident #4 was prescribed Donepezil for
Alzheimer's.

-Resident #4 could have a decline in her memary
it the medization was not adrministered as
ordered.

~She expected Resident #4's Danepezl to be
administered as ordored.

Interview with a second shift medication aide
(MA) on 01/20/22 at 4:46pm revealed:

~She administered Resident #4's Donepezit when
she worked.

-Sha did not recall if Resident #4's Donepezil ran
out or not, "l am not sure.”

-She did not order Residant #4's Donepezil and
she had not erdersd any medications for the
resldent.
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Telephone interview with the Memory Care
Coordinater (MCC) on 01/21/22 at 2:18pm
revealed:

-She noted Resident #4"s Donepezil was not on
the cart during her audit on 01119722,

-Thers was no documaentation she had heen
notified Resident #4's Donapezil needed to be
ordered prior to her cart audit,

-She was concemed Resident #4's Donepezil
nesded to have been orderad and she was not
notified.

Interview with the Administrator on 01/24/22 at
12:48pm revealed she expected Resident #4's
Donepazll to be administered as ordered,

Based on observations, interviews, and record
reviews, it was determined Resident #4 was not
interviewable.

Refer to Interview with a medication aids (MA) on
01/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm

Refer to interview with a third MA on 01/20/22 at
4:05pm.

Refer to telephone interview with a pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8;10am.

Refer to intenview with the Memory Care
Coordinator (MCC} on 01/20£22 at 12:30pm.

Refer to telephions Interview with the Memory
Care Coordinator (MCC) on 01/21/22 at 2:09pm.

Refer to interview with the Area Clinical Director
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on 01/24/22 at 10:08am.

Refer to interview with the facility's Area Licensed
Practical Nurse (LPN) on 01 124122, at 10:48am,

Refer to telephone inlerview with the
Administrator on 01/21/22 at 4:15pm.

0. Review of Resldent #4's physician's orders
dated 07/22/21 revealed an order for & prenatal
vitamin once dally. (Prenatal vitamins are a
dietary supplement).

Review of Resident #4's November 2021
glectronic Medication Administration Record
(eMAR) revealed:

«There was an entry for Prenatal vitamin daily
with scheduled administration time at 8:00am.
Prenatal vitamin was documented as
administered from 11/01/21-11/30/21 at 8:30am,

Raview of Residant #4's Decamber 2021 eMAR
revealed:

~There was an enfry for Prenatal vitamin daily
with scheduled administration time at 8:00am.

~ Prenatal vitamin was documented as
administerad from 12/01/21-12/13/21 af 8:00am.

Review of Rasident #4's January 2022 eMAR
revealed:

~There was an entry for Prenatal vitamin daily
with schedulad administration time at 8:00am.

-~ Prenatal vitamin was documented as
administered from 01/01/22-01/19/22 at 8:00am.

Observation of Resident #4's medications on
hand on 01/19/22 at 3:33pm revealed:

-There was a bubble pack of 30 Prenatal vitamins
dispensed on 12/02/21,

~Twenty-two tablets had been administered; 8

{D 358}
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Continued From page 105
tablets were available to be administered.

Telephone interview with a pharmacy technician
at the pharmacy's contracled pharmacy on
C1/19/22 at 6:55pm rovealed 30 tablets of
Prenatal vitamins were dispensed an 10/08/21;
11/08721, and 12/02/21.

Based on eMAR documentation, medications
dispensed and medications on hand between
October 2021 and January 2022, there wotild
have been no Prenatal vitamins available to be
administered from 01/08/22-01/19/22; there were
eight tablets remalning.

Telephone interview with a pharmacist at the
pharmacy's contracted pharmacy on 01/20/22 at
9:33am revealed:

-Resident #4's Prenatal vitamin was prescribed .
most likely bacause of an iron deficiency.

-If Rasident #4's Prenatal vitarmin was not
administerad correctly the resident's biood cells
would go down and ft would affect the residents'
overail well-being, :

Interview with Resident #4's primary care provider
(PCP) on 01/20/22 at 11:01am ravealed:
-Resident #4 was prescribed & Prenatal vitamin
daily far an iron deficiency.

-She expected Resident #4's Prenatal vitamin to
be administered as ordered.

interview with a medication aide (MA) on
01/20/22 at &:11pm revealsd:

-~She administered Resident #4's Prenatal vitamin
when she worked,

-She did not know why there was more Prenatal
vitamins on hand than there should be based on
dispensing records.

{0 258}
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Interviaw with the Memary Care Coordinator
{MCGC) on 01/21/22 at 2:18pm revealed:

-She did not know why there were extra Prenatal
vitamin tablets on hand.

-She was concemed Resident #4 was not
receiving her Prenatal vitamin as ordered.

Interview with the Administrator on 01/24/22 at
12:48pm revealad:

-She was not aware Resident #4 had excess
Prenatal vitamins on hand based on dispensing
records and documentation of medications
administered.

-She expected Resident #4's Prenatal vitamins to
be administered as ordered.

Based on observations, interviews, and record
reviews, it was determined Resldent #4 was not
interviewable.

Refer to interview with a medication aide (MA) on
(1/20/22 at 12:10pm.

Refer to interview with another MA on 01/20/22 at
12:18pm :

Refer to Interview with a third MA on 01/20/22 at
4:05pm.

Refer fo telephone interview with a pharmacy
technician from the facility's contracted pharmacy
on 01/20/22 at 8:10am.

Refer to interview with the Memory Care
Caordinater (MCC) on 01/20/22 at 12:30pm.

Refer fo telephons interview with the Memory
Care Coordinafor {MCC) on 01/21/22 at 2:09pm.

Refer to interview with the Area Clinical Director
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on 01/24/22 at 10:08am.,

Refer to interview with the facliity's Area Licensed
Practical Nurse (LPN) on 01/24/22 at 10:48am,

Rafer to talsphone interview with the
Administrator on 01/21/22 at 4:15pm.

Intarview with a medication aide (MA) on
01/20/22 at 12:10pm revealed:

-The MCC orderad all the medications.

-The MCC checked ali madications when they
were delivered fo ensure the medication that was
ordersd, was deliverad.

Interview with another MA on 01/20/22 at
12:18pm revealed;

~She was used to being able to fax refills to the
pharmacy and calling to confirm the refills request
had been received, but the procedure was
different at this facility,

«If medications were getting low, she would pull
the sticker from the prescription, piace

the sticker on the pharmacy refill form and give
the refill form to the MCC or RCC or place the
refill recitiest form under the MCC/RGC deor if
after hours,

Interview with & third medication aide on 01/20/22
at 4:08pm revealed:

-When medication needed to be recrdered, she
pulled the sticker off the prescription and placad
the sticker on the pharmacy refill request form,
-The pharmacy refil request form was given to
the RCC or MGG to sand to the pharmacy.

~The MAs could no longer request refills of
medications due to changing over to e-faxing.
~She usually re-ordered medication when there
were “about 10-days lelt," so the resident did not
run out of medication.

{D 358)
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“Ten days would give the pharmacy time to
deliver madication to the facility.

-The MAs received the ordered medication on
second and third shift.

-The MAs would sign the kiosk that medication
was delivered and received,

~The medications were checked against the
delivery sheet before the delivary person laft the
facility.

-The MAs would place tha received medications
in the medication carts upon arrival,

-Up until about two months age, she would fax a
refill request to the pharmacy, now the refill
requests were placed under the MCC or RCC
door and it was processed when they cams in the
next day.

~There had been times when a resident did not
have medications on hand to be administered,
and she would let the manager know.

-If she knew the medication had besn orderad
{the sticker was removed) she documerted
walting on the pharmacy in the exception.

-If she did not know if the medication had been
reardered or not, she documented the madication
as, not on the cart.

-She had not complated a cart audit in "about four
months.”

Telephone interview with the pharmacy tachnician
from tha contractad pharmacy on 01/20/21 at
8:10am revealed:

-The facilily re-ordered medications when
needed.

-They pulted the sticker off the medication label,
placed it on a pharmacy form and faxed it to the
pharmagcy.

-This was the way to arder all medications that
wara nat in a multi-dose pack. Those medications
wara on auto-fill every week,

-New meadication orders were entered by the
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Continued From page 109

pharmacy and ths facllity recelves a notification.
-The facility staff could approve or disapprove the
new order in order for it to populate,

-The facility staff could make changes on the
eMAR without notifying the phannacy,

Intsrview with the MCC on 01/20/22 at 12:29pm
revealed:

-Medizations that wers from the facility's
contracted pharmacy, would be requested to be
refilled by the MA placing the refill sticker on the
pharmacy refill request form and diving the form
to the MCC or RCC.

-The MCC and RCC would e-fax the refill request
form to the pharmacy.

-She expected medicafions to be re-crdered
when thera was one week left of the medication.
~The RCC and MCC were responsitle for
completing cart audits weekly.

-She complated a cart audit on 01/18/22 and
before that one, she had completed a cart audit at
the end of December 2021 -first waek of January
2022,

-She did not keep her cart audit check sheets for
the December 2021/January 2022 cart audit.
-The MA or MCG could crder the medication if it
was not on the medication cart,

-The MAs should be cheacking the medications
with the eMAR three times before administering
the medication.

-The MAs should re-order the medication within a
week before on hand medication was complsted.
-The medications wers received by the MA and
placed on the medication cart,

-She did not check to see if the medication that
was ordered was delivered.

~There was no check and balance system to
ensure that medications ordered wers deliverad
and were corract,

-Medication cart audits should be done weekly,

{0 358}
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<When she did cart audits she would chack {o see
if medications were on the cart, If medications
had expired, and checked the dosage and
frequency of the medication.

-The most recent meadicaticn cart audit was done
on 01/18/22, on third shift.

-She had not been able to do medication cart
audits weskly due to having to work the flocr as a
MA.

-She was aware that some medications were not
on the medication cart.

-5he had not had a chance to re-order the
madications because she had been working third
shift.

Telephone interview with the MCC on 01/21/22 al
2:09pm revealed:

-She did nof routinely audit the medication carts.
-The MAs should be administering medications
as ordered. )

~The MAs shaould document on the eMAR when
the medication was administerad.

-If the medication was not avallable for
administration, the MA should document an
excaption.

~The MAg should report to the RCC/SCCifa
medication was not in the facilily.

<Medications were re-ordered by the MAs by
pulling the sticker and placing it on are-ctder
forrm.

-She faxed the re-order forms to the facifity's
contracted phamagy,

-Medications were delivered to the facility on third
shift,

-The third shift MA would sign for-the medications
and pul them away.

-Shé was only responsible for ordering
medications, not checking them In.

Telephone interview with the RCG on 01/21/22 at
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Z:120m revealed:

~8he had been working at the facillty for about
15-days,

-She or the MCC could re-order medications for
the residents,

-She had noted residents were running out of
medications frequently.

-Sometimes the pharmacy would say it was foo
early to re-ordar the medication.

-She had not completed a cart audit since she
started warking at the fagility.

-She had to work as a MA at times becausa the
facility was short-staffed,

Interview with the Area Clinical Director on
01/24/22 at 10:08am revealed:

-The medicatlon carts should be audited at ieast
once a weel and as needed.

-He did not remember the last time he audited the
medication cart, '

~The LPN audited the medication carts in Qctober
2021.

~The RCC/SCC were responsibls for e-faxing
orders of medications to the pharmacy and
chacking medications when they were delivered
to the facility for accuracy.

-He had never been notified that medications
ware not on the medication carts.

Interview with the facility's Area LPN on 01/24/22
at 10:48am revealed:

-3he covered multiple facilties,

-She had not audited the medication carts since
October 2021,

-She thought the RCC and MCC were complating
cart audits,

-She thought the cart audits shoukd be completed
at least weekly.

-Cart audits should include fooking for
medications that ware getting low and needed to
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be reordered and medications not on the cart,

-If medications were not on the cart, the
RCC/MCC/MASs would need to order andfor follow
up with the pharmacy fo sae why the medication
had not been sent to the facillty,

If.amedication was cut, she would expect the
medication to be back in the facility and available
to be administered within 24-houyrs.

-Residants should not be going 3-4 days without
medication,

Telephone interview with the Administrator on
01721722 at 4:15pm revealed;

~She expectad medication to be in the facility and
available 1o be administersd.

-If a resident missed one day of their medication,
that was a medication error.

-The RCC and MCC were responsible for
ordering medications.,

-She had expected medications to be ordared
before the medication ran out.

The facility falled to ensure medications were
administerad as ordered for 5 residents including
a rasident who did not receive their insulin as
ordered (#5) resulting in Insulin injections not
being administered due to medication not
available and the resident presenting with visual
disturbances; and a resident {#6) who did not
receive the correct amount of sliding scale insulin
which could result in hyperglycemia or
hypoglycemia; a resident (#2) who did not recelve
her gastric reflux medication as ordered which
could result in increased discomfort leading to
ssophageal and stomach problems, a medication
used to treat elevated cholesterol fevels which
could result in cardiacissues, a medication te
trezt thyroid disease which could result in fow
thyroid levels and two medications used to halp
prevent heart disease, which could result in
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increased risk of heart disease; a resident (#3) a
medication used to treat asthma which could
resull in increased shortness of breath or difficulty
breathing, a medication ¢ help manags tremors
which could result in an increase In tremors, a
blood thinner which could result in a stroke or
cardiac issues, and a medication to treat blood
pressure which could result In elevated blood
pressure readings and increase the risk of stroke:
a resident (#4) who did not recelve her blood
thinner as ordered which could result in a stroke
and cardiac issues, a medication used to treat
high blood prassure which could result in elevatad
bleod pressure readings and an increasad risk of
a stroke, and multiple meadications used to treat
anxiety and behavioral issues which were not be
stopped abruptly, which ceuld result In increased
behaviors and anxiety;, and a resident (#5) whe
did not receive her blood pressure medication as
orderad which could result in blood prassure
readings and an increased risk of a stroke. This
failure was detrimental to the health, safety and
welfare of the resident which constifutes an
Unabated Type B Viclation.

The facility providad a plan of protection in
accordance with G.S. 131D-34 on 01/21/22 for
this violation,

D 367} 10A NCAC 13F .1004(j) Medication D 367 10A NCAC 13F .1004(j) Medication Administration
Administration
10ANCAG 13F .1004 Medication Administration Fecards (M) o anenieation Adminlsation | 31072022
(i) The resldent's medication administration required information
record (MAR) shall be accurate and Include the
following:

(1) resident's name;

{2} name of the medication or treatment order;
{3) strength and dosage or guantity of medication
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disorder, gastroesophageal reflux disease,
dysphagia, slow transient censtipation, dermatitis,
asthma, candida's of skin and nall, mixad
hyperlipidemia, and respiratory disorder.

&. Review of Resident #2's signad physiclan's
orders dated 07/08/21 revealed: )
~There was an order for a multivitamin {Used as a
sugplement) daily.

uilitzing/processing of crders, as weil as use of
the "Order Processing System” to include reviewing
for accuracy of EMARs

Training conducted by RN
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administered; Community has hired an Area Clinical Director ——
{4) instructions for administering the medication - (ACD) fWhO Is an Registered Nurse to provide
or treatment: morer fequent oversight and training.
{5) reason or justification for the administration of ACD will make on-site visits to community no 2102027
medications or freatments as needed (PRN) and jess than oy Sekly for six woeks, then o
documenting the resulting effect on the resident; ‘
(6) date and time of administration; e s have comploted cart audts agaINSt orke 311012022
(7) documentation of any omisslon of MGG bt & review of e Aecutacy o the Eral
madications or treatments and the reason for the and an audit of the EMAR againt the medication
omission, including refusals; and, cart.
(8} name or initlals of the person administering Community CCs will conduct Medieaiton Cart 31012022
the medicatlon or treatment. If Initials are used, a audits no ‘f,SES “EQ weekly, to Include review of
signature equivatent fo those inftials is to be accuracy of EMARS.
documented and maintained with the medication CCs will conduct weekly medication cart audits to | 740055
administration record (MAR), ensure all medications are available and EMARs
are accurate. -
This Rule is not met as evidenced by ED and CCs will review Medication Administration :
Based on chservations, interviews, and record uilitzing Matrix Care Reporting and weekly 31072022
reviews, the facility failed to ensure the Medication Cart audits during Stand-Up meetings
medication adminlstration records were accurate : , .
for 4 of 4 sampled residents (42, #3, #4, #5) o 20ndact Nedcaon Bacs Ohssrvations
including inaccurate documentation of a vitamin, for medication staff. Medication Pass b 012022
a medication to manage tremors (#2); a B-12 Observations will be conducted no lef_sés than once
vitamin (#3); a medication used to reat high monthly with different medication staff members.
' : ACD will monitor for EMAR accuarcy during
blood pressure (#4); an cintment and a Medication Pass Observation,
medication used fo treaf high blood pressure (#5).
RDQC, DCD and/or DVPO will randomly pult
. Medication Administration 310/2022
The findings are: reporting from Matrix Care system to monitor
compliance with Medication Administration and
1, Review of Resldent #2's current FL2 dated review or EMARs accuarcy.
07/08/21 revealed diagnoses included bipolar Community REC and MCC have been trained on I
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. Comimunity RCC and MCC have received training
-Thete was an order for a daily-vite (usad as a on the following: 113172002
u daily. - Proper clean, clearing and auditing of Glucometer:
supplement) daily -Puling FSBS, Pragress Notes and Matrix
; . , documentation
Review of Resident #2's November 2021 and -Da[ljly Cpare Cooridnator Checklist
December 2021 electronic medication -Drder Processing System
administration record (eMAR) revealed dally-vite Tratning condcted by RN
and muftivitamin were hoth documentad as being AT Misdieation Staff i pleted retraini
i . o0 ota ave completed retrainin
given the entire month. with 510 or 15 hour State Medication Training | 3/10/2022
Training conduct by RN
Review of Residant #2's January 2022 aMAR
revealsd: . Th?‘vl ASD fgas ig—é-‘ervicedtail Meﬁicﬁtion[Staff
) . L, on Medication Administration, which included but
-Thore was an entry for a multivitamin with a was not [imited to the six rights of medication | 2012022
scheduled administration time of 8:00am. ad?gustratlont,‘rewewmg EMAR for accuracy
o . an ocumention
-The_ multwntamm was documented as Training conducted by RN
administered 01/01/22-01/16/22 at 8:00am. 173412022

~There were no exceptions documanted from
01/01/22-01/19/22.

-There was an entry for a daily-vite with a
schedulad administration time of 8:00am.

-The dally-vite was documented as administered
01/01/22-01/19/22 at 8:00am.

Observation of Resldent #2's medications on
hand on 01/19/22 at 8:45am revealed:

~There was a multi-dose pack that contained one
daily-vite,

~There wers no additional multivitamins on the
medication cart for administration.

Telaphone interview with the pharmacy techniclan
on 01/20/21 at 8:10am revealed:

~The pharmacy had an order for a daily-vite daily,
~The pharmacy did not have a duplicate entry for
a multivitamin,

~The pharmacy had discontinued tha multivitamin
enfry because it was a duplicate.

-The facllity would get a notification from the
pharmacy through the computer whan they
discontinued a medication.

-This notification would alert the staff that the

The ACD has in-serviced all Medication Staff on
Infection Centrol
Training conducted by RN-
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madication had been discontinued and they
would need to do the same on their systam since
they did not link. )

Interview with a medication alde (MA) on
01/19/22 at 8:30am revealed:

-She knew there was an antry for dafly-vites and
multivitaming,

~She had nofified the Memaory Care Coordinator
{MCC} that there were two ertrles for the vitamin.
-She was instructed to document medication was
given in both entries. '

[nterview with a MA on 01/24/22 at 7:.56am
revealed: '

“He had noticed that thera were two entrles for
administration of the multivitamin.

-He would initial one enfry as administered and
the other entry an exception; the exception
documented would be duplicate order,

-Ha informed the SCC a few days ago aboutthe
duplicate entry.

Telephona interview with the Memory Cara
Coordinator {MCC) on 01/21/22 at 2:09pm
revealed:

-She was told a few days ago the Resident #2
had two vitamin entries on her sMAR.

~The MAs should have documented medication
administered on one entry and duplicate on the
other until the duplicate entry was removed from
the aMAR.

-She did not know why there was a duplicate
order for the multivitamin on the eMAR,

-The pharmacy would have to discontinue the
duplicate order and send the facility a notification
to discontinue the duplicate order on our end.

Attempted Interview with the Primary Care
Provider (PCP) cn 01/24/22 &t 8:45atm was

STATEMENT OF DEFICIzNCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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Continued From page 117
unsuccessful,

Refer to Interview with Memory Care Coordinator
(MCC) on D1/20/22 at 2:50pm.

Refer fo interview with Administrator on 041/24/22
at 1:20pm.

b. Review of Resident #2's signed physician's
orders dated 10/23/21 revealed there was an
order for Ingrezza (used to treat tremors) 40mg
daily.

Review of Resident #2's November 2021
electronic medication adminlstration record
{eMAR) revealed:

-There was an entry for Ingrezza 40mg with a
scheduled administration time of 8:00am,
-Ingrezza was doctumented as administered from
11/01/21-11/05/21 and 11#12/21 - 11/19/21 at
8:00am.

Observation of Resident #2's medications on
hand on Q1/19/22 at 8:45am revealed there was
no Ingrezza available for administration,

Telephone interview with the PCP on 01/19/21 at
4:10pm revealed:

-She had ordered the Ingrezza to assist Resident
#2 with tremors,

~Resident #2's insurance would not pay for
Ingrezza, so it was discontinued.

Telephone Interview with the pharmacy technician
onh 01/214/22 at 11;06am revealed: -

-They recelved an order for Ingrezza 40mg daily
datad 10/23/21.

-Resident #2's insurance would not pay for
Ingrezza.

-The Primaty Gare Provider (PCP} was notified

3 367
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and the medication was discontinued,
~Ingrezza was nevar dispensed from the
phgrmacy.

Interview with the MA on 01/20/22 at 4:08pm
revealed:

-She thought she had prepped the medication for
administration.

-When she clicked on complete her initials were

aufomatically entered.

Telephone interview with the Memory Care
Coordinator (MCC) on 01/21/22 at 2:08pm
revealed:

-She was aware that the insurance would not pay
for Resident #2's Ingrazza.

-She did not know thers was an entry on the
aMAR until g MA told her.

-She should have been notified immediately when
there was no medication available to administer.

Attempted interview with the Primary Care
Provider on 01/24122 at 8:45am was
unsuccessful,

Refar to interview with Memory Care Coordinator
(MCC) on 01/20/22 &t 2:50pm.

Refer to interview with Administrator on 01/24/22
at 1:20pm.

2. Review of Resident #3's current FL2 dated
07/27/21 revealad dlagneses included demantia
schizophrenia, cellulitis 1eft toe, acute renal
faifure, chest pain, cerebyal infarstlon, chronic
obstructive pulmonary disease, and diabetes,

Review of Resident #3's physiclan's orders dated
08104121 revealed an order for vitamin B~12 (used
as a supplemant) 1000mey daily.,

E
ALAMANCE HOUS BURLINGTON, NC 27215
) 1D SUMMARY STATEMENT OF DEF ICIENCIES * ID PROVIDER'S FLAN OF GORREGTION x5
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Review of Resident #3's physiclan's orders dated
10/06/21 revealed an order o discontinue vitamin
B-12 1000meg daily.

Review of Rasldent #2's November 2021 and
December 2021 electronic medication
administration record (eMAR) revealed vitamin
B-12 1000meg was documented as being give
the entire month. '

Review of Resident #3's January 2022 eMAR
revealed:

-There was an enbry for vitamin B-12 100C0mcg
daily with a scheduled administration time of-
8:00am.

- There was documentation vitamin B-12 .
1000mecg was administered daily from 01/01/22 -
01/20/22.

Observation of Resident #3's medications on
hand on 01/19/22 at 4:40pm revealed there were
no vitamin B-12 1000meg available for
administration.

Interview with the Pharmacist at the facility's
second contracted pharmacy on 01/20/22 at
9:03am revealed;

-The pharmacy dispensed 30 vitarnin B-12
1000mcg on 09/24/21,

~The pharmacy had an order dated 10/06/21 to
discontinue vitamin B-12.

Interview with a medication alde on 01/20/22 at
12:10pm revesled:

-She did document on Resident #3's eMAR that
she had been administering Vitamin B-12.

-She may have "prepped" the medication by
accident, and then when she entered complete, it
would initial as if she administered.

(%4} I SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L.5C |DENTIFYING INFORMATION) TAG - GROSS-REFERENGED T0 THE APPROPRIATE DATE
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~Sha made a mistake and needad to be careful.

interview with nurse at Rasident #3's Primary
Care Provider's (PCP) office on 01/24/22 at
2:10pm revealed vitarnin B-+12 was discontinued
on 10/06/21.

Telephone interview with the Memory Care
Coordinator (MCC) on 01/29/22 at 2:09pm

-ravealed: - s -

-She did not know vitamin B~12 was still enterad
on the eMAR,

-She knew the PCP had written an order to
discontinue.

Refer to interview with Memory Care Coordinator
{MCC) on 01/20/22 at 2:50pm.

Refer to interview with Administrator on 01/24/22
at 1:20pm.

3. Review of Resident #5's current FL2 dated
07/12/21 revealed diagnoses Included type Il
diabetes with hyperglycemia, anemia in chronic
kicney disease, chronic obstructive pulmonary
disease, and dependence on supplemental

oxygen.

a. Review of Resident #5's signed physician's
orders dated 11/124/21 revealed there was an
order for mupirocin 2% apply topically to
abdominal wound twice a day for 10 days.

Review of Resident #5's November 2021
elactronic rmadication administration record
(eMAR) revealed:

-There was an slectronic entry on 11/24/21 for
mupirogin cintment 2% apply topically to
ahdominal wotind twice a day for 10 days with a
gchaduled adminisiration time of 8:00am and

%4) ID 5 X5
F(’REFIX (EAGH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE comLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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Continued From page 121

8:00pm.

-The muplrocin cintment was documented as
administered 11/26/21-11/30/21 at 8:00am and
8:00pm,

~There were no exceptions dasumented from
11/28/21-11/30/21.

Raview of Resident #5's December 2021 sMAR
revealed,

~There was an enfry for muplrocin olntment 2%
apply topically to abdeminal wound twice a day
for 10 days with a scheduled administration time
of 8:00am and 8:00pm.

-The mupitocin ointment was deciimentad ag
administered 12/01/21-12/31/21 at 8:00am and
§:00pm.

~Thera wara no exceptions documented from
12/01421-12/31/21. ‘

Review of Rasident #3's January 2022 eMAR
revealed:

~There was an entry for mupirocin ointment 2%
apply topically to abdominal wound twice a day
for 10 days with a scheduled administration time
of 8:00am and 8;00pm.

-The mupirocin cintment was documented as
administared 01/01/22-01/04/22 at 8:00am and
8:00pm.

-There were axceptions documented from
01/01/22-01/03/22; the exceptions documented
was the pharmacy.

Observation of Resident #5% medications on
hand on 01/20/22 at 2:36pm revealed there was
ho muplregin olntmant on the medication cart for
administration.

Telephona [nterview with the pharmacy techniclan
on 01/21/22 at 11:06am revealed the pharmacy
had an order for mupiracin cintment fo be

D 367

Division of Health Service Regulation
STATE FORM

6399

BSJL12

If continuation sheet 122 of 168



PRINTED: 02/14/2022

- ' ) FORM APPROVED
._Division of Heaith Service Regulation
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: \ COMPLETED
A, BUILDING:
R
HALBO1148 B, WING 01/2412022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2766 GRAND CAKS BOULEVARD
ALAMANGE HOUSE BURLINGTON, NG 27215
[Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES i 10 PROVIDER'S PLAN CF CORRECTION X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
D 367 | Continued From page 122 D 367

administered for 10 days.

Interview with a medicatjon aide on 01/20/22 at
4:05pm revealed:

-She had administered mupirosin ointment longer
than 10 days.

-There was no stop date on the sMAR and she
did not notice the madication was ordered for only
10 days.

-She needed to be careful and read the order
completely. -

Telaphene interview with the Memory Care
Ceordinator (MCC) on ¢1/21/22 at 2:09pm
revealed:

-She was not aware that mupirocin ointment was
ardered for 10 days.

~She thought the pharmacy would have entered a
stop date.

-Bhe discontinued mupirocin oinfment on the
eMAR when she was told by a MA that it was still
there after only being ordered for 10 days.

Interview with the Administrator on 01/24/22 at
11:59am ravealed she was concerned medication
was documented as administered when the
medication was only ordered for 10 days.

Attempted interview with the Primary Care
Provider on 01/24/22 at 8:45am was
unsuccessful.

Refer to interview with Memory Care Coordinater
(MCC) on 01/20/22 at 2:50pm.

Rafer to interview with Administrator on 01/24/22
at 1:20pm.

b. Review of Resident #5's sighed physiclan's
orders dated 07/12/2'] revealed there was an
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erder for metoprolol {used to treat elevated blood
pressure) 25mg dafly,

Review of Resident #5's signed physician's
orders dated 12/22/21 revealed there was an
order for metoprolol increase ta 50mg daily.

Raview of Rasident #5's November 2021
electronic medication adminigiration record
(eMAR) revealed:

~There was an entry for metoprolol 28mg daily

with & scheduled administration time of 8:00am.

-The metogrolol was decumented as
administerad 11/01/21-11/30/21 at 8:00am. -
~There were no exceptions documented from
11/01/21-11/30/21,

Review of Resident #5's December 2021 eMAR
revealed: .
-Thers was an entry far metoprolol 26mg daily -

with a scheduled administration fime of 8:00am. -

-The metoprolol 25mg was documented as
administarsd 12/01/21-12/31/21 at 8:00am.
-There was an slectronic entry en 12/30/21 to
discontinue metoprolol 26mg. .
-Therg were exceptions docurmentad from
12/25/21-12/27/21 and 12/29/21-12/30/21; the
exceplions documented were medication
discontinued and need clarification.

~There was an electronic entry for metopralol
50mg daily entared on 12/22/21 with a schaduled
administration time of 8:00am.

-The metoprolol 50mg was documented as
administered 12/23/21-12/31/21 at 8:00am.
Thera was an exception documented on
12/29121; the exceplion documented was need
clarification.

Review of Resident #5's January 2022 aMAR
revealed:
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-There was an entry for meloprolol 25mg daily
with a gcheduled administration time of 8:00am.
~The metoprolol was documented as
administered 01/01/22-01/20/22 at 8:00am.
-There were no exceptions documented from
01/01/22-01/20/22,

OChservation of Resident #5's medications on
hand on 01/22/22 at 2:36pm revealed;

-Therz was a blister pack with 3 of 8 metoprolo)
50mg tablets dispensed on 12/22/21.

-Thete was a multi-dese pack that contained
metoprolo) B0mg tablets to be administered each
mornhing at 8:00pm.

Telephone interview with the pharmacy technician
on 01/24/22 at 11:06am ravealed:

-The pharmacy had an order dated 12/22/21 for
metoprolal to be increass to 50mg daily,

-Tha pharmacy would entar the change: In their
systern, but the facility would have to enter the
discontinued order for metoprolol 25rmg In their
system.

Intervlew with the medication aide {MA) on
01/20/21 al 4:.08pm ravealad;

-8he had prepped the medication for
admipistration,

-She must have prepped both the 256mg and the
80mg of metoprolal,

-When she clicked on complete her initials were
automatically entered into both entries.

-She neaded to be careful when comparing
medications to the eMAR.

Telephone intarview with the Memary Care
Coordinator (MCC) on 01/21/22 at 2:09pm
revaaled:

-She was not aware that metoprolol 25 mg was
not discontinued on the eMAR when the 50mg

D367
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was added.

-Sha thought the pharmacy would have
discontinued metoprolol 25mg from the eMAR.
~3he discontinued metoprolol 25mg when she
was notified by a MA that there was a 25mg and a
80mg entry {or metoprolol,

Attempled interview with the Primary Care
Provider on 01/24/22 at 8.45am was
unsuccassiul,

Refer to Inferview with Memory Care Coordinator
(MCC) on 01/20/22 at 2:50pm.

Refer to interview with Administrator on 01/24/22
at 1:20pm.

4. Review of Resident #4's current FL-2 dated
07122/21 revealed diagnoses included vascular
dementia with behavioral disturbances, bipolar
disorder, savers protein caloric malnutrition, and
essential hypertension.

Ravlew of Resldent #4's physician's orders datad
0722121 revealed an order for Lisinopril 10mg
daily. (Lisfnopril Is used to treat high blood
pressure).

Review of Resldent #4's elactronic Medication
Administration Record (eMAR) November 2621
revealed: .

-There was an entry for Lisinapril 10mg with a
scheduled administration time of 9.00am,
-Lisinepril 10mg was decumented as
administered 11/01/21-11/09/21 at &:00am,

Observation of Resldent #4's medications on
hand on 01/19/22 at 3:33pm revealed there was
ne Lisinopril available fo be administered.
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Telsphone interview with a pharmacy techniclan
from the facility's contracted pharmacy on
01/19/22 at 6:55pm revealed.

-Lisinoprit 10mg had been discontinued on
05/21/21.

~They did not recelve Resident #4's FL-2 daled
07122121,

-They did not use FL-2's as orders except for new
admissions or readmissions. ’
-There had been ne Lisinepril 10mg dispensed
for Resident #4 sinca prior to the medication
being discontinuad,

Interview with a medication aide (MA) on
01120722 at 4:38pm revealed:

-She popped all of Resident #4's medication
based on the MAR and medications on hand,
administerad the madication, and then entered as
administered all,

~8he may have "prepped” the medication by
accident, and then when she entered all it would
initial as if she administered.

-It was an error in documentation,

Telaphone interview with the Memory Care
Coordinator (MCC) an 01/21/22 af 2:09pm
revealed:

-Shie did not know Resident #4's Lisinopril had
been dosumented when the meadication had been
discontinued.

~LIsinopril should not have been an active order in
the aMAR system.

Interview with the Administrator on 01/24/22 at
11:51am revealed;

-She was concerned medication was
documentad as administered when the
medication had been discontinued and was not
available to be administered.
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Refer to interview with Memory Care Coordinator
(MCGC) on 01/20/22 at 2:50pm,

Refer to interview with Administrator on 61/24/22
at 1:20pm.

Interview with the medication aide (MA) on
01/20/21 at 2:50pm revealed:

-She did not do MAR auclits.

-She did hot think anyone audited the MARs.
-She thought the pharmacy discontinued orders
from the eMARs,

-She did not audlt the eMAR when she auditad
the medication carts,

Interview with the Administrator on 01/24/22 at
1:20pm revealed: -

MAs shauld document accurately on the eMAR.
-The MAs should nolify their supstvisor when
thers was a discrepancy.

-Falsifying records was not acceptable,

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

10ANCAC 13F .1005 Self ~Administration Of
Medications

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

(1) the self-adminisiration Is ordered by a
physician or other persen legally authorized to

‘presctibe madications in North Carolina and

documented In the resident's record; and
(2) specific instructions for administraticn of
prescription medications are printed on the
madication label.

D 367

{D 375}

10ANCAC 13F .1005(a} Self-Administration of
Medications

Comnmunity will ensure that residents with self
administration orders have a self administration
order perscibed by physician, have received
instruct, and have a documented "Self
Administration Accessment" completed.

Community has implemented an

order processing system to review and
assure all medications are administered
asdordered, to include any Self Administration
orders

3/10/2022

302022
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Community ED, RCC, and MCC have conducted
resident room visits to check for salf administored
and unprescribed medications that were unsecure 3/10/2022
i i i d by Community has hired an Area Clinical irector
This I;ule "z nat n!ft as ewdegce _by d {ACD) whois an Registered Nurse to provide 3f712022
Based on observations, recon reviews an Horer fequent overeight and training. .
— interviews, the facility falled to ensure 4 of 6 ACD wil matk o visits b " S10/2022
i 55 will make on-site visl s to community no 2
resrd_e nts)sampled #2, #5, #.6'.#7 ) had a I less than twice weekly for six weeks, then no
physician's ordar to self-administer & medication jess than weekly there after.
mouthwash (#2); an inhaler {#5Y; a pain refiever
i ACD will completed "Self Administration
(#e) and an anti-acid (#7). Assessmentspfor any residents with self 3102022
administrailon orders.
The findings are: Community ED andfor Desigee will visit residents
. raoms no less than weekly to ensureé no . l3nor2022
Review of the facility's self-management of | unprescribed medications.aré located in residents
medications policy revealed: rot?m without physicians orders.
-Any resident who deslred to self-manage thelr . AGD,RCC andior MCC wil complete .
| medication must complete the seff-administration Self Administration Assessments for any resident 13/10/2022
ho is prescribed to sslf administrator medications
assessment. . : - ho less than guarterly.
-The Resident Care Coorglinator {RCC) was . : . RDO andi .
i i a ini i = ormnmunity ACD, RDO andfor DCD will make
e s 1 f
responmbletfor complating the seif-administration Communlty i with residents who are 34012022
assessment. ) L ~ . |prescribed self administration orders during
-Tha RCC would obtain a physician's order fora on site visits.
resident to sgif_—adn’l\lnlster the medication once ACD, RGC and MCC received training on -
the self-administration assessmant was completing "Self Administration Assessments”.
successfully completed by the resident. Training conduct by RN :
1. Review of Resident #7's current FL-2 dated
06/03/21 revealed diagnoses included major
depressive disorder, diabetes, hypertension,
gpinal stenosis, chronic kidney diseese, and
anemia.
Observation of the top drawer of Resident #7's
dresser on 01/20/22 at 1:50pm revealed: ]
-A bottie of lpuprofen {used to treat fever and mild
to severe pain}, there ware 4 of 30 tablets in the
botile, )
_Abox of Cetirizine 10mg tablsts (used to treat
allergy symptoms, hives, and ltching); there were
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7 of 14 tablets in the package.

-There was a bottle of Loratadine 10mg tablets
(used to treat allergy symptoms, hives, and
itching): the botile contained 150 tablets and was
ovsr one-half fuil.

-There was a plastic bag that containad a bottle
of Nystop powder dispensed on 11/13/21 with
directions to apply twice daily for 14-days,
-There wers two fubes of Diclofenas sodium
topical gel (used te refieve pain, swelling,
inflammation, and Jolnt stiffness).

-There was one fube of Biofreeza pain relisf
{cream used to treat sore muscles, backaches,
sore joints, and arthritis).

lnterview with Resident #7 on 01/20/22 at 1:50pm
revealed:

-She did not recall when she used the allergy
tablets or why she had them in her room. .
-She did nol take ibuprofen on a regular basis, -
"now and then" when the medication aide (MA)
did not bring her Tylancl.

-8he had her own tubes of diclofenac sodium and
Biofreeza because the MA never gave her
enough fo usa. :

-She did not uge her own tubes of diclofenac
sodlum and Biofreeze every day and did not
recall whan she last used her own tubes, just
when she was achy.

~She did not know she had to have an order from
her primary care provider {(PCP) to have
medication in her room for self-administration.

Review of Rasident #7's physician’s orders dated
06/03/21 revealed:

-There was an order for Biofreeze to bs applied
toplcally twice a day as needed; there was no
order to self-administer,

-There was an order for diclofenac sodium to
apply 2 grams te the lower back twice daily; there
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was no order to self-administer,

Review of a physician's order dated 11/11/21
revealed an order for Nystop powder to be
applied twice daily for 14-days.

Review of Resident #7's physician's order on
01/20/22 at 10:00am revealed:

“There was no order for lbuprofen,

~There was no arder for Cetirizine.

-There was no order for Loratadine.

Telephone Interview with a pharmacist at the
facllity's contracted pharmacy on 01/20/22 at
9:45am revealed:

-Resident #7 did not have an arder for Ibuprofen
or Cetirlzina/Loratadine.

-Resident #7 had orders for Nystop, diclofenac
sodium, and Blofreeze,

-Resident #7 did not have any self-administration
orders on fils. -
-The concern with Resident #7 having
medications to self-administer without monitoring
was taking ibuprofen could cause stomach issuas
such as ulcers, as well as confribute to kidney
disease.

-Diclofenac Sodium should be menitared
because if it was not used ag ordered the resident
could have increased pain, but if too much was
used, for a long period of ime it coukd increase
the risk of strokes and hearf attacks.

-Taking too much Cetirizine/Loratading could
cause dizziness, which would Increase risk of
falls.

Jtwas knportant to foliow recommended dosing,
which needed to be monitored.

interview with Resident #7's PCP on 01/20/22 at
11:15am revealed:
~Resident #7 should not have Ibuprofen in her
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room as it could affect the resident's kidney
functions if the amount administered was not
monitored,

-Stie would not want Resident #7 to be
administered ibuprofen,

-Resident #7 would be able to manage ler own
Blofresze and she thought she had written g
self-administration crder,

-Diclofenac Sodium can affect kidney function as
well,

~-She did not know Resldent #7 had allergy tablets
in her room.

-She preferred all medications be adminlstered by
the MAs but would be olcay with Resident #7
administering the medications she had orders for.

Interview with a personal care aida {PCA) on
01/20/22 at 2:02pm revealsd:

-She knew Resident #7 had creams in her reom,
-She had not told the MA Resident #7 had
creams in her room,

interview with a medication aide (MA) on

01/20/22 at 4:14pm revealad:

-She did not know Resident #7 had medication in
her room, .
-Resident #7's family toak her out and the
resident would be able to purchase things that the
staff would not necessarlly know about.

Telephone interview with the Resident Care
Coordinator (RCG) on 01/21/22 at 12:42pm
revealed:

-She did not know Resident #7 had medications
in her room, .

-Bhe did not know if Resident #7 had any orders
to self-administer medications.

Interview with the Administrator on 01/24/22 at
11:51am revealed she did not know Resident #7
Division of Heallh Service Reguiation
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had medications in her room to self-administer.

Refer to the telephone interview with the RCC on
0421122 at 12.42pm.

Refer to Inferview with the LPN ah 01/24422 at
10:40am.

Refer to the Interview with the Administrator on
0i/24/22 at 11:61am.

2 Review of Resident #5's current FL-2 dated
10/15/21 revealed diagnoses included
rheumatoid arthritis and right below-knee
amputation.

Intarview with Resident #6 on 01/20/22 at 2:00pm
revealed:

-He purchased his own bottle of acetaminophen
bacause he had asked 8 medication alde (MA}
for the medication "about 1-2 months ago” and
was told they did not have any to give him

-No one told him he could not have the
medication in his room.

-He had nct asked anyons if he could have the
medication i his room.

—He did not recall when he last used the
medication-

Ohservation of Resident #6's room on 01/19/22 at
g20am revesled a botlle acetaminophen (used to
treat mild pain and discomfort), :

Review of Residant #6's physician's orders on
01/20/22 revealed there was no order for
acetaminophen.

Telephone Interview with a pharmacist at the
facility's contracted pharmagcy on 01/20/22 at
0:45am revealed:
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-Resident #8 did not have anh order to
self-administar acetamincphen.

-If acetaminophen was used, it could potentially
mask other issuas, such as fever, and would not
know the resident had other underlying issues.
-Long-term overuse of acetaminophen can cause
liver daimage,

Interview with Resident #6's PCP on 01/20/22 at
11:18am revealed: -
-She did not know Resident #6 had
acetaminophen that he was self-administering.
-She would prefer acetaminophen for Resident #8
to he administered by the MAs.

Intarview with & personal care aide (PCA) on
01/20/22 ot 2:02pm revealed she did not know -,
Resident #6 had acetaminophan in his room.

Interview with a medication aide {MA) on
01/20/22 at 4:14pm revealed she did hot know
Resident #6 had acetaminophen in his rcom.

Telephone interview with the Resident Care
Coordinator (RCC) on 01/21/22 at 12:42pm - .
revealad,

-She did net know Resident #6 had
acetaminophen in his room.

~She did not know if Resident #6 had an order to
self-administer acetaminophen,

Interview with the Administrator on 01/24/22 at
11:51am revealed she did not know Resident #65
had medication in his room to self-administer,

Refer to the telephone interview with the RCC on
01/21/22 at 12:42pm.

Rafer to Interview with the LPN on 01/24/22 at
10:40am. -
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Refer to the interview with the Administrator on
01/24/22 at 11:51am.

3. Review of Resident #2's current FL2 dated
07/08/21 revesled diagnoses included bipolar
disorder, gastroesophageal reflux disease,
dysphagia, slow translent constipation, dermatitis,
asthma, candida's of skin and naill, mixed
hyperfipidemia, and respiratory disorder.

Ohbsetvation of Resident #2's room on ¢1/19/22 at
8:45am revealed a bottle of Biotens mouthwash
{used to treat dry mouth) on a shelf in the
bathroom.

Interview with Resldent #2 on 01/18/22 at 2:08pm
revedled:

~She kept Biotene mauthwash on the shelf in her
bathroom.

-She has had it In her room for several months,
-She used Biotene as she needed for dry mouith.
-She would hold the beltle of Biotens up to her
mouth and squirt the mouthwash into her mouth.
~She did not measure how much Biotene she was
using.

-She would use Biotene 2 to 4 times a day when
her mouth was dry.

-Some days she did not need to use Biotene.
-She would rinse her mouth and then spit the
mouthwash out.

She would tefl the staff that she used the
mouthwasgh if they asked.

Review of Resident #2's physician's orders on
07/08/21 revealed: '

~There was an order for Biotene dry mouth oral
ringe, swish and spit 5mis daily,

“There was no self-administration order.

(D 375}
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Interview with the Primary Care Provider (PCP)
on 01/20/21 at 11:00am revealed:

-Biotene mouthwash was used to treat dry mouth
which was caused by medications.

-Resident #2 should not have Biotene at her
bedside,

~Rasident #2 would not know how to use the
mouthwash correctly.

-The PCP was concerned of corrset usage of
Biotene related to Resident #2's recent decline in
her mamory.

Interview with the pharmacist at the facility's
contracted pharmacy on 01/19/22 at 10:50am
revealed:

-The pharmacy had an order for Biotene swish
and spit Smis daily, do not swallow.

~Thers was no order to keep af bedside and self
administer,

Interview with a medication aide (MA) on

01/19/22 &t 8:45am revealed:

-She knaw Resident #2 had Biotene mouthwash
in her room.

-She would ask Rssldent #2 each moming if she
had used the mouthwash and document
accordingly.

-She did not know that Resident #2 did not have a
salf-administration order for Biotene.

Telephone interview with the Resident Care
Coordinator (RGC) on 01/21/22 at 12:42pm

revealed;
-She did not know Resident #2 had Biotene In her

room.
-She did not know if Resident #2 had an arder to

self-administer Biotene.

Interview with the Licensed Practical Nurse (LPN)
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on 01/24/22 at 10:40am revealed she did not
know Rasident #2 had medications in her room
to self-administer,

Interview with the Administrator on 01/24/22 at
11:51am revealed she did not know Resident #2
had medications in her room to self-administer

Refer to the telephone interview with the RCC on
01/21/22 at 12:42pm.

Rafer to Interview with the LPN on 01/24/22 at
10:40am.

Refer to the interview with the Administrator on
01/24422 at 11:51am.

4, Review of Resident #5's current FL2 dated
07/12/21 revealed diagnoses included type |l
diabetes with hyperglycemia, anamia in chronic
kidney disease, chronic chstructive pulmaonary
disease, and dependence on supplsmental

oxygen.

Cbservation of Resident #5's medication on hand
on 01/20/22 at 2:33pm revealad:

~There was an empty Combivent inhaler (used for
wheszing and shoriness of breath) box on hand.
-There was ho Combivent inhaler in the box or on
the medicaticn cart.

Review of Resident #5's physician's orders on
07/12/21 revealed;

-There was an order far Gambivent inhaler, inhale
1 puff every & hours.

-There was no self-administration crder,

Interview with Resident #5 on 01/20/22 at 4:15pm
revesled:
-She kept her Combivent inhalar for

{4y 1 D
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self-administration,

-3ha had used inhaler for years and was
comfortable using them.

-She would use the inhaler 6 to 7 times In a
24-hour petiod.

~She inhalad one puff sach time.

-She did not tell the staff each time she used the
inhaler,

Intarview with a medication aide (MA) on
01124122 at 7:58am revealsd;

-He knew Resident #5 had an inheler in her room
for self-administration.

-He did not know Resident £5 did not have g
self-administration order. .

Interview with the Primary Gare Provider (PCP)
on 01/20/21 at 11:00am revealed:

-She thought Resldent #5 had a
soff-adrinistration order for the Combivent
inhaler,

-Resident #5 would be fine to have har inhaler in
her room.

-Rasidant #5 should be adminlstering the
Combivent inhaler as ordered if she wanted fo
keep it at her bedside.

Interview with the pharmacy techniclan at the
facility's contracted pharmacy on 01/21/22 at
11:06am revealed:

-The pharmacy had an ordar for Combivent
Inhaler ane puff every 6 hours.

~There was no arder to keep the Combivent
inhaler at bedside and salf-adminlster,

Telephone interview with the Resident Care
Coordinator (RCC) on 01/21/22 at 12:42pm
revealed:

~She did know Resident #5 had the Combivent
inhaler In har roor.

(%4) I . (2]
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~She did not know if Resident #2 had an order to
self-administer the Combivent Inhaler,

intarview with the Licensed Practical Nurse {LPN}
on 01/24/22 at 10:40am revealed she did not
know Resldent #5 had medications in her room fo
self-administer,

Intarview with the Administrator on 01/24/22 at
11:51am revealed she did not know Resident #5
had meadications in her room to self-administer.

Refer to the telephone interview with the RCC on
01/21/22 at 12:42pm.

Refer to Interview with the LPN on 01/24/22 at
10.40am.

Refer to the Interview with the Administrator on
01/24/22 at 11:51am,

Telephone interview with the Resident Care
Coardinator (RCC on 01/21/22 &t 12:42pm
revealed If medications were to be kept &t the
bedside, the resident must have an order.

Interview with tha Licensed Practical Nurse (LPN)
on 01/24122 at 10:40am revealad:

-There was a policy for residents to keep
madications at their bedside.

-There was a long process the resident would
have to go through and complete to ensure they
were safe to self-administer medications.

-The medication aids should make sure residents
with medications in their rooms have
salf-administration ardars.

Interview with the Administrator on 01/24/22 at
11:51am revealed:

-Residants had to have an ordar to
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self-administer any medication kept in their room.
~-She weuld ke to make sure medications were
being administered correctly, even if
self-administerad.
~She expected staff to contact a resident's power
of attorney and PCP to discuss
self-adiministration orders and follow the
recommendations provided by the PCP,
{D 377} 10A NCAC 13F .1006(a) Medication Storage {D 377} 10ANCAC 13F .1006(a) Medication Storage
Fmbi Community will ensure that residents whe have
102 NCAC TSF 1006 Medfcation .St'orage self administration orders will have a safe and 31072022
(a) Medications that are self-administered and secure place to store madications
stored in the resident's rcom shall be stored in & c ly ACD, ED, ROC andl MGG sonducted
o I ommunity A \ an conductes
safe and secure manner as specme_d in the adult resident room visits [0 ensure 1o Unpresdney 21112022
care home's medication sterage policy and medications or prescribed self administation
procedures. medications were in rooms unsecured.

RCC and MCC contact physiclans to clari
self administration orders for residents. fy 302022

Community ED has implemented/provided
lockable,safe and secure spaces for all residents | 3/10/2022

This Rule is not met as evidenced by: who have orders to self administer.

Basad on observations, record reviews, and ) . .

. 3 g ! ED, RCC, MCC and ACD recieved training on
interviews, the facility failed fo ensure that the ensuring all residents who have self 113442022
residants' medications were stored in a safe and administer orders or medications at bedside must
secure manner for 2 of 6 sampled residents have a lockable space to siore medications

i : ~administ
(Resident #8, #9) wha slf-administered Commuinty ED and/or Designee will do resident

medications. room visits no less than weekly to ensure any 3/10/2022
. self administer medications are in a safe and

The findings are: secured storage

f He [y . f Community ACD, RDO and/or DCD will make

Review of the facility's me'dlcrflflon storage policy resident room visits with residents who are 3110/2022

for seff-administered medications revealed all prescribed self administration orders during

resident madications must be kept in a securs, on site visits.

locked area only accessible to the resident and

the staff.

1. Review of Resident #9's current F1L-2 dated
0816/21 ravealed diagnoses included
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hypertension and polyneurcpathy.

Review of Resident #9's physician's visit
summary dated orders dated 00/16/21 ravealed:
-Resident #9 was ssan for exacerbation of her
chronic obstructive pulmenary disease (GOPD).
~There was an crder for ipratropium afhuterol
solution every six hours as needed for shoriness
of breath or wheszing; may be kept at the
bedside and sell-administer.

be kept at the bedside and self-administer.

8:2%am revealed:

~Thare was a plastic bag with 10 vials of a
nabulizer solufion laying on the nightstand.
~There was an albuterol inhaler laying on the
nightstand.

revealad:
-Resident #9's Primary Care Provider (PCP) told
her she could keap the medication in her room.

be stored.

Interview with a personal care aide (PCA) on
01/20/22 at 2:02pm revealed she had not ssen
medication in Resident #9's room.

Interview with a medication aide {MA) on
O1/20/22 at 4:14prm revealed she had not seen
medication in Resident #9's room.

Telephone interview with the Resident Gare
Goordinator (RCC) on 01/21/22 at 12:42pm
revealed:

medication could be kept at the bedside, but the

“There was an order for an albuterol inhaler; may

Observation of Resident #9's room on 01/19/22 at

Interview with Resid_ent #9 on 01/19/22 at 8:29am

-No one told her where the medication neaded to

-If Resident #9 had an order to salf-medicata, the

(0377
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medication should not be Isft out besauss
another resident may try to take the medication,
-8he had not sean Resident #i9's medication cn
her hightstand, "the medication should be in her
drawer."

Refer to the interview with a personal care aide
(PCA) on 01/20/22 at 2:02pm.

Refer to the interview with a medication aide {MA)
on 01/20/22 at 4:14pm.

Refer to the telephone interview with the Resldent
Care Goordinator (RCC) on G1/21/22 gt 12:42pm,

Refer to the interview with the Administrator on
Mi24122 at 11:51am.

2, Review of Resident #8's FL-2 dated 09/09/21
revealed:

~Diagnoses included chranic obstructive
pulmonary disease and anxiety disorder,
~Thers wass an order for Nystatin powder to he
appliad topically to the area under the abdomen
three times dally as needed for stomach rash,

Obsetvation of Resident #8's room on 01/19/22 at
8:48am revealed:

~There was a contalner of medicated body -
powder,

~There was a name hand-writtan on the
madicated body powdar sontainer that was not
Resident #8's name,

Interview with Resident #8 on 01/20/22 at 1:46pm
ravealed:

-The staff had brought the container of medicated
powder in her room when they ran out of har
Nystatin,

-She did not recall how long she had been without

ALAMANCE HOUSE
) BURLINGTON, NC 27215
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the Nystatin powder.

-She thought the staff accidantally left the
madicated powder in her room,

-Staff removed the medicated powder from her
room “yestorday afternoon,”

interview with a personal care aide (FCA) on
01/20/22 at 2:02pm revealed:

-Bhe had seen the medicated powder in Resident
#8's room,

-She thought it was okay for Resident #8 to have
the powder in her room.

Interview with a medication aide (MA) on
01/20/22 at 4:45pm revealed she had not seen
the medicated powder in Resident #8' room.

Telephone interview with the Resident Care
177 7 7 7 Cooidinator (RCC) on 01/21/22 at 12:42pm
ravealed she had not seen the medicated body
powder in Resident #8's room.

Refer to the interview with a parsonal care aide
(PCA) on 01/20/22 at 2:02pm.

Refer to the interview with a medication aide {(MA)
on 01/26/22 at 4. 14pm.

Refer to tha telephone interview with the Resident
Care Coordinator (RCC) on 01/21/22 at 12:42pm.

Refer to the interview with the Administrator on
01/24/22 at 11:51am.

Interview with a personal care alde {PCA) on
01/20/22 at 2:02pm revealec:

~She had not been instructed an what to do if she
saw meadication in & resident's room.

-She did not know whers medications should be
kept in a resident's room but "probahly a drawer.”
Division of Health Service Regulation
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Interview with a medication aide (MA) on
01/20/22 at 4:14pm rovealed:

-Residents were not supposed fo have
medication in their rooms.

-No one had told her where medication should be
stored ff a resident had an order to keep
medication at their bedside.

Telephone interview with the Resident Care
Coordinator (RCC) on 01/21/22 at 12:42pm
revealed:

-If a residient had an order to self-meadicats, the
medication could be kept at bedside, but the
medication should not be left out because
another resident may try to take the medication. .
-Bhe expected the PCAs and MAs to look for

rounds,

«If staff saw medication in & resident's room, she
expectad to be notified so it could be verifled
there was an order and proparly store the
medication,

Interview with the Administrator on 01/24/22 at
11:61am revealed;

-Residents who had an order to salf-redicate
should be educated on the proper sforags of
medication kept In their raom. .
-Medication with orders to be kept at the bedside
should be aut of sight.

-If medicalions were not stored out of sight, other
residents would have access to the medication.

{0812)) G.8. 131D-21(2) Declaration of Residents’ Rights

G.S. 131D-21 Declaration of Residenis’ Rights
Every resident shall have the following rights:
2. To receive care and services which are

medications in residents’ rooms when they made -

(0377}

N9z

G.S 131D-21(2) Declaration of Residents' Rights

Divlsich of Health Service Regulation
STATE FORM

6899

BSJL12 IF continuation steat 144 of 168



PRINTED: 02/14/2022

) ) ) FORM APPROVED
Divislon of Health Sarvice Ragulaticn
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER; A, BUILDING: COMPLETED
R
HALO001148 B. WiNG 01/24/2022
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
2766 GRAND DAKS BOULEVARD
ALAMANCE HOUSE
BURLINGTON, NG 27215
) D SUMMARY STATEMENT CF DEFIGIENGIES ’ 1] PROVIDER'S PLAN OF CORRECTION {X5)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEAGTION SHOULD BE COMPLETE
TAG REGULATCRY QR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
{D912} | Continued From page 144 {D912) Continued from page 144

adequate, approprlate, and in compliance with
relevant faderal and state laws and rules and
regulations.

This Rule is not met as avidenced by:

Based on observations, inlerviews and record
reviews, tha facllity falled to ensure resldents
recaived care and services which were adeguate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to medication administration, health care,
and infection prevention requiremants,

Tha findings are:

1. Based on obsarvations, record reviews, and
interviews, the facility failed to administer
medications as ordered by a licensed prescribing
practitioner for 5 of 8 sampled residents (#2, #3,
#4, #5, #6) related to insulin adminiskration and
anti-dizbetic medication (#3,45,%#6); a proton
pump inhikitor, an antioxidant, a fibric acid
derivative thyroid medication and two medications
to halp prevent heart disease (#2); two vitamin
supplements, two stocl softenars, an iron
stpplement, a receptor sntagonist, an
antichoiinerglic, a blood thinner and an
alphadranergic agonist medication (#3); a bleod
thinner, an anti-anxlety medication, two
antipsychotic medications, & madication used to
treat dementia, an anti-hypertensive, an iron
supplement and an antidepressant (#4); an
antihypertensive medication. (#5). [Refer to Tag D
0358, 10A NCAC 13 F .1004(a) Medication
Administration (Type Unabated B Viclation)]

2. Based on observations, Interviews, and record
reviews, the facility failed to Implement a wrilten
infection control policy consistent with the Federal

Communitawill ensure residents recelved care and | 51012022
services which are adequate, appropriate and in

cornpliance with relevant federal and state laws ang
rules and regulations

Gommunity has hired an Ares Clinical Director
(ACD) who is an Registered Nurse to provide 31072022
morer fequent oversight and training.

ACD will make on-site visits to community no
less than twice weekly for six weeks, then no
less than weekly there after.

3M10/2022

Community has impietemented Daily Stand-Up
Meetings to include all managers and 310/2022
department heads. Resident transports and
appointments to outside providers will be
reviewed during meetings. .

ED, RCC and MCC. will review Medication
Administration uilitizing Matrix Care Reporting
during Stand up mestings

Community has implemented Daily Care
Cooridnator Checklist to be completed by RCC ang 3102022
MGC. ED will review Checklistdally, ACD will
review twice monthly and RDO or DCD will review
CGC Daily Checklist manthiy during site visits.
Community has implemented an

order processing system to review and 31072022
assure all medications are administerad
as ordered by Providers.

Community RCC and MCC will conduct weekly  |a/10/2022
medication cart audits, Medication cart audii
will be review with ED weekly.

{Refer to Tag DO358)

Community ACD, RN has conducted and will
continue to conduct Medication Pass Observations
for medication staff. Medication Pass 3/10/2022
Ohservations will ke conducted no [ess than once
monthly with different medication staff membsers.
ACD will menitor for EMAR accuarcy during
Medication Pass Observation.
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{£812}| Continued From page 145 {Do12} Confinued from page 145
Centers for Disease Control and Prevention ggm%%ni}xcfm gogmg?% eatgcrjsit of all diabetic 3/10/2022
{CDC) guidelines to ensUre proper infection pRIes. g ’
conlrol procadures for the usa of glucomaters for All Medication Staff have completed ratraining
4 of 4 sampled diabetic residents (#1, #3, #5, and wilh BI1D or 18 hour State Medioation Training /1012022
; R and been revalidated.
#6} with orders for blood sugar monitoring Training condulctaby RN
resulting in the sharing of glucomaters betwaen , ) o
residents. [Refar to Tag D832, 6., 131D-4.4A(b) o Modicaton AN Lok which ok bat [ $10/2022
{1) Adult Care Home Infecticn Prevention was not limifed to the six rights of medication
Reguirements (Type B Violatlon)]. administration and documents
) . . The ACD has in-serviced all Medication St
3. Based on observations, interviews, and Infection Control on Staffon | 3110/2022
record reviews, the facllity failed to ensure the (Refer to Tag D273 and D932)
Primary Care Provider (PGP} was natifled for 2 of ) ) ]
5 sampled resident (#1, #5) of alevated finger gg;?g’elr‘]’;'gigsﬁgf Rave bean in-sarviced on 1126/2022
stick blood sugars (FSBS) (#1, #5) and referral Training conducted by RN
and follow appolntments were scheduled foran . }
an endosfinologist appointment, an | T s oactec Obudeneto 022
ophthalmologist appointment and a hematologist .
appointment (#5) in a timely manner, [Refer to
Tag D273, 10ANCAC 13F .0802 Health Gare
(Type B Violation)].
0932 G.8. 131D-4.4A {b) AGH Infection Prevention Dg32 Sé%-u?rg?‘;gé‘\(b) ACH infection Prevention
Requirements
gompdﬁunity téag En;( lletm(?rr:teﬂlatDaiIP/ gare
. ooridnator Checklist. Checklist includes but is not
S'S‘ 13,1 D-4.4Af\.dult Care Home Infection limited to reviewing of Fasting Blood Sugars logs 3072022
revention Requirements and Glucometer checks va EMARS.
Community ED will review CC Daily Checklist no
{b) In orcler to prevent transmission of HIV, fess than weekly.
hapatitis B, hepatitis C, and other bloodborna Communily Area Clinical Director (ACD) will review 31012022
pathogens, each adult care home shall do all of Serymaatly Checkist no less than twice monthy
the following, beginning January 1, 2012: 9 :
{1) Implement a written infection control policy CognlmuBi_ty Regi?g?l !,Jir?%t,or otf Op@ﬁafgg%mﬁ) .
. . : and for Divisional Clinical Director, wi 022
consistent with the federal Centers for Disease will review GG Daily Gheck st no less than n)mnthl
Contrel and Prevention guidslines on infection during site visits
control that addresses at least all of the fellowing:
a, Proper dispesal of single-use equipment used
to puncture skin, mucous membranes, and other
tissues, and proper disinfection of reusable
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0932 | Continued From page 146 pgsz  fCentinued from page 146
' f . Community has completed audit of all diabetic

patient care items that are used for multiple supplies, including Glucometers, 1/26/2022

residents. Al glucometers have been cleanad and cleared,

b, Sanitation of rooms and equipment, Including

clearing procedures, sgents, and schedules, Egﬁ F?gd M|CC WL" check kGllufcometefs against 3/10/2022

¢. Accessibility of Infection control devices and no less than weekly for acouracy

supplies, DCD andfor RDO will pull Matrix Care Reports

d. Blood and bodily fluid precautions, %i?é:'?{ lg%ri?lg g@%‘éﬁéfdgg r;ﬂoﬂaf';gntgg; f;ﬁ%f o 1310/2022

1 ) ol

s. Proceduras {0 be followed when adult care progress notes (o assure timely follow-up on

home staff is exposed to bleod or other body physicians visits! appointments and timly

fluids of another person in & manner that poses a notification of any FBS outside of parameters.

slgnificant rlek of transmission of HIV, hepatilis B, Community EP ardior ACD will check glucometers |, o000

against EMARS, will ensure that residents have

hepatitis G, or other blcodborne pathegens. vidual suppiies located on cart wookly.

f. Procedures to prohibit adult cars home stafi

with exudative: resions_ or weeping de.rmaﬂtis from Gommurity RGC and MCC have recelved training
engaging in direct resident care that involves the orF; the follfe\'\élngtl . 4 auditing of GI . 112512022
' H - Proper clean, clearing and audiing o ucometers
pote_-ntla[ for contapt between the rlessdent, “Puling FSBS, Progress Notes and Matrix
aquisment, or devices and the lesion or documentation ]
dermatitis until the condition resolves. ;r?a,\lsf Careh%w{'?gb'r:{ﬁheckilst
(2) Require and monitor compliance with the alning Goncicisd by
facility's infection control policy. I -
. " . All Medication Staff have completed retrainin:
(3) Update the infection control policy as with 5/10 or 15 hour State Medication Training 3102022
necessary to prevent the transmission of HIV, Training conduct by RN -
hePamts B, hePaﬂtls C, and other bloodbarne Medication Staff have received training in Infection 173172022
pathcgens. control. :

Training conducted by RN

All Medication Staff have been retrained on
FSBS, Proper use and cleaning of Glucometers, 1/21/2022
Parameters, and Documentation of nofification to
Physicians .

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

Based on observations, interviews, and record
revisws, the facility failed to implement & written
infection contro! policy consistant with the Fadarsl
Centers for Disease Control and Prevention -
{CDC) guidelines to ensure proper infection -
control procedures for the use of glucometers for
4 of 4 sampled diabetic residents (#1, #3, #5, and
#6) with orders for blood sugar monitoring
resulting in the sharing of glucometsrs between
residents. '

The findings are:

Review of the Center for Disease Contral and
Prevention (CDC) guidelines for infestion controt
revealed the CDC recommends blocd glucose
monitoring devices (glucometers) should not be
shared betwaeh residents. If the glucometer is to
be used for more than one resident, it should be
cleaned and disinfected per the manufacturer's
instructions. If the manufacturer does not list
disinfection Information, the glucometer should
not be sharad between residents,

Reviow of the facility's diabstic testing policy
revealed:

~Each individual resident wil! have their own
glucometer and it will be labeled with their name.

£4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION o5
BREEIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D932 | Continued From page 147 D932
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-indlvidual glucometers ars kept Inside the
zippered glucomater bag and the glucometer bag
should be fabeled with the residant's name,

Chservation of the facility's medication treatmant
cart on 01/20/22 at 3:36pm revealed there were
muitiple black zippered cases labeled with
resident's names {Brand A).

Observation of a glucometer provided by the
medication alde (MA) on 01/24/22 af 9.24am
revealed an unlabeled black glucometer (Brand
B,

1 Review of the manufacturer's manual for Brand A

and Brand B glucometers revealed the
glucometers were single-use and should not be
used between multiple residents, .

1, Review of Resident #5's current FL2 dated
07412121 revealed dingnosis Included type Il
disbetes with hyperglycemia.

Raview of Resident #5's physician's orders dated
07/12/21 revealed an order for fingerstick blood
sugar (FSB8) checks three times a day with
meals.

Review of Rasident #&'s Brand A glucometer's
history on 01/20/22 at 3:34pm revealed:

-The glucometer was in a black zippered bag
labeled with Resident #5's name.

-The glucometer was not labeled with Resident
##5's name.

-The cutrent date on the glucometer was
01/20/22 at 3:42pm.

-On 01/16/22 there was a reading of 112 at
11:23am,

-0n 01/17/22 there was a reading of 89 at
B:39am,

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION [X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! . COMPLETED
A, BUILDING:
R
HAL001148 B. WING 0172412022
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
2766 GRAND DAKS BOULEVARD
ALAMANCE HOUSE
BURLINGTON, NG 27215
(X4} 10 SUMMARY STATEMENT QF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUIATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
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D832 Continued From page 149 Dg32

~On 01/19/22 there was a reading of 204 at
5:02pm
-0n 01/20/22 there was a reading of 135 at
7:43am,

Revlew of Resldent #5's January 2022 elactronic
medication administration record (eMAR)
revealed:

-There was an entry for FSBS checks thres tines
a day with meals at 7:30am, 12:30am and
5:30ph.

-On 01/17/22 there was ah exception
documented at 12:30pm; tha exception was NA.
-On 01/17/22 there was & documented reading of
209 at 5:30pm; this FSBS reading was not
recorded In Resldent #5's glucometar's history,
-0n 01/18/22 there was a documented reading of
106 at 7:30am; this FSBS reading was not
recorded In Resident #5's glucometer's hisfory.
-0n 0118722 there were excepfions documented
at 12:30pm and 5:30pm; the exceptions
documented wers no test strips.

-On 01/19/22 there were exceptions doeumented
at 7:30am and 12:30pm; the exceptions
dogumented were ho test strips,

-On 01/20/22 there was a documented FSBS
reading of 138 at 7:30am); this FSBS reading was
recorded in Resident #5's glicometer's history,

Raview of Rasident #5's January 2022 eMAR ond
glucometer's histary revealed:

~0n 01/18/22, there were three FSBS
documented on the eMAR and only one of the
thres FSBS were in the glucometer's history,
-0On 01/18/21, there were three FSBS
documented on the eMAR and there ware ne
FBBS readings in the glucometer's history.
-On 01/19/21, there were three FSES
documented on tha eMAR and only one of the
three FSBS were In the glucometar's history.
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SUMMARY STATEMENT OF DEFICIENCIES

0

PROVIDER'S PLAN OF CORREGTION

L5

Review of the house, Brand B glucometer's
history on 01/24/22 &t 9:30am revealed:

-0On Q1/17/22 thers was a FSBS reading of 209 at
4:27pim that corresponded with Resident #5's
FSBS reading recorded on eMAR on 01/17/22 at
5:30pm.

-0On 01/18/22 there was a FSBS reading of 108 at
7:52am that corresponded with Resident #5's
FSBS reading recorded on eMAR on 01/18/22 at
7:30am,

interview with Resident #5 on 01/20/22 at 4:35pm

revealed:
-Har FSBS was checked three timas a day with

meals.

-8he recalled a few times when her FSBS was
not chacked.

-The staff did not take her FSBS yesterday,
01/19/22, at breakfast.

~-She had run cut of test strips needed fo obtain
the FSBS,

Refer to confidential interview with staff.

Refer to interview with a medication aide (MA) on
01/20/22 &t 2:25pm.

Refer to interview with a second MA on 01/20/22
at 4:05pm.

Refer to Intervisw with a third MA on 01/24/22 at
7:56am,

Refer to interview with a fourth MA on 01/24/22 at
2:.07am.

Rafer to intarview with the Mamary Cara
Coordinator (MCC) on 01/20/22 at 2:50pm.

%43 1D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLRL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY DR LEC IDENFIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
DE32 | Continued From page 150 D932
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Refer to felephone interview with the MCG on
01/21/22 at 1:18pm,

Refer to interview with the MCC on 01/24/22 at
2:25pm,

Refer to felephone interview with the Resident
Care Coordinator on 01/21/22 gt 2:12pm.

Refer to telephone interview with at staff from the
medical supply company on ¢1/21/22 at 1:44pm.

Refer to telephone interview with & pharmacist at
the facility's contracted pharmacy on 01/24/22 at
10:61am. o

Refer to interview with the Regional Area Director
oh 01/24/22 at 10:08am,

Refer to interview with the Administrator on
01/24/22 at 11:61am.

2. Review of Resident #1's current FL2 dated
07/29/21 revealed diagnosis included type 2
diabetes,

Review of Resident #1's physician's orders dated -
07/28/21 revealed an arder for fingerstick blood
sugar {FSBS) checks three times a day before
meals.

Review of Resident #1's Brand A glucometer's
history on 01/20/22 at 3:46pm revealed:

-The glucometer was in a black zipperad hag
labeled with Resident #1's name.

-The glucometer was net labeled with Resident
#1's hame,

~The current date on the glucomeater was
04/14/21. The actual date was 01/20/22,

-0On 04/10/21, the actua! date was 01/20/22, there
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was a FSBS reading of 181 at 3:15pm.

-Qn 04710/21, the astual date was 01/20/22, there
was a FSBS reading of 250 at 7:21pm.

-On 04/10/21, the actual date was 01/20/22, there
was a FSBS reading of 202 at 1:E1am.

-On 04/11/21, the actual date was 01/20/22, there
was a FSBS readlng of 200 at 3:32pm. .
-On 04/14/21, the actual date was 01/20/22, thers
was a FSBS reading of 291 at 12:22pm.

-0On 04/14/21, the actual date was 01/20/22, thero
was a FSBS reading of 135 at 7:14arn.

Review of Resident #1's January 2022 electronic
medication adminisiration recerd (eMAR) FSBS
readings revealed:

-There was an entry for FSBS three times a day
before maals at 7:30am, 11:30am and 5;00pm.
-On 01/17/22 there was a FSBS documented
reading of 200 at 7:30am, this FSBS reading was
racordad in Resident #1's glucometer's history.
-On 01717122 there was a FSBS documented
reading of 211 at 11:30pm, this FSBS reading
was not recorded in Resldent #1's glucometer's -
history.

-On 01117122 there was a FSBS documented
reading of 187 at 5:00pm, this FSBS reading was
not recordad in Resident #1's glucometer's
history. )
-0n 01/18/22 there was a FSBS documented
reading of 187 at 7:30am, this FSBS reading was
not recorded in Resident #1's glucometer's
history.

~-0n 01/18/22 there was a FSBS documented
reading of 199 at 11:30am, this FSBS reading
was not recorded In Resident #1's glucomater's
history.
-On 01/18/22 there was a FSBS documented
reading of 178 at 5:00pm, this FSBS reading was
not recorded in Resident #1's glucometer's
history,
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-On 01/19/22 thare was a FSBS documented
reading of 177 at 7:30am, this FSBS reading was
not recorded in Resident #1's glucometers
history.

-0On 01/19/22 there was a FSBS documsntad
reading of 256 at 17:30am, this FSBS reading
was not recorded in Resident #1's glucomeler's
history.

Review of Resident #1's January 2022 eMAR and
glucometer's history revaaled:

«0n 01417/22, there were three FSBS
documented on the eMAR and one of the thrae
were recorded in the glucometer's histary.

-On 01/18/22, there were three FSBS
documented on the eMAR and there were no
FSBS readings recorded in the glucometer's
history.

-On 01/19/22, there were three FSBS
documented on the eMAR and one of the three
were recorded in the glucometer's history,

Review of the house, Brand B glusometer on
01/24/22 at 9:30am revealed:

-On 01/17/22 there was a FSBS reading of 211 at
11:09am, corresponded with Resident #1's FSBS
reading recarded on sMAR on 01717422 at at
11:30pm.

-On 0171722 there was a FSBS reading of 187 at
4:14pm, corresponded with Residant #1's FSRBS
reading recorded on eMAR on (1/17/22 at
5:00pm, ‘

-On 01118/22 there was a FSBS reading of 187 at
7:46am, corresponded with Resident #1's FSRS
reading recorded on eMAR on 01/17/22 at
7:30am,

-0On 01/18/22 there was & FSBS reading of 199 at
11:1Bam, cormresponded with Resident #1's FSBS
reading recorded on eMAR on 01/17/22 at
11:30am. :

X4y 1D D PROVIGER'S FLAN OF CORREGTION x5
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PROVIDER'S PLAN OF CORRECTION

~On 01/18/22 there was a FSBS reading of 175 at
4:21pm, corresponded with Resident #1's FSBS
reading recorded on eMAR on 01/17/22 at
5£:00pm.

~0On 01/19/22 there was a FSBS readlng of 177 at
8:52am, corresponded with Resident #1's FSBS
reading recorded on eMAR on 01/17/22 at
7:30am,

-0n 01/19/22 there was a FSBS reading of 258 at
10:51am, corresponded with Resident #1's FSBS
reading recorded on eMAR on Q1/17/22 at
11:30am.

Interviaw with Resident #1 cn 01/20/22 at
12:36pm revealed that her FSBS was checked
three timss a day.

Intsrview with @ medication aide (MA} on
01/24/22 at 9:07am and 9:12am revealed:

-She did not know why ali of Resident #1's FSBS
readings where not in her glucometer's histery,

Brand A.
~Resgident #1 was out of {est strips a few days

ago.
-Rasident #1 had a second glucomester, Brand B,
that may have some of her FSBS readings.
-Resident #1 kad two glucometers because she
racently received a new glucometer,

Refar to confidential interview with staff,

Refer to inteniew with a medication aide (MA) on
01/20/22 at 2:25pm.,

Refer to intarview with a second MA on 01/20/22
at 4:05pm.

Refer to interview with a third MA on 01/24/22 at
7:56am.

(A4) ID SUMMARY STATEMENT OF DEFIGIENCIES D *5)
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFOCRMATION) TAG CROSS-REFEREMCED TC THE APPROPRIATE DATE

DEFIGIENGY}
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Refer to interview with a fourth MA on 01/24/22 af
g:.07am.

Refer to intetview with the Memery Care
Coordinator (MCC) an 01/20/22 at 2:50pm.

Refer to telaphone Interview with the MCC on
01/21/22 at 1:19pm,

Refer to interview with the MCC on 01/24/22 at
2:25pm.

Refer {0 telephens interview with the Resident
Care Coordinator (RCC) oh 01/21/22 at 2112pm.

Refer to telephene intarview with at staff from the
medical supply company on 01/21/22 at 1:44pm.

Refer to talephone interview with a pharmacist at
the facility's contracted pharmacy on 01/24/22 at
10:01arm,

Refer ta interview with the Regional Area Director
an 01/24/22 at 10:08am,

Refar to interview with the Administrator on
01/24/22 at 11:51am.

3. Reviaw of Resident #3's current FI.2 dated
07/27i21 revealed diagnos’s included diabetss,

Review of Resident #3's physician's orders dated
07/12/2-1 revealed an order for fingarstick blood
sugar (FSBS} checks twice a day.

Review of Resident #3's Brand A glucometer's
history on 01/20/22 at 3:2Bpm revealed:

~The glucometer was in a black zippered bag
labeled with Resident #3's name.

~The glucomster was not labeled with Resident
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#3's name.

-The curtent date on the glucometer was
04/14/21. The actual date was 01/20/22,

-0n 04711721, the actual date was 01/20/22, there
was a FSBS reading of 96 at 12:42pm

-0n 04411121, the actual date was 01/20/22, there
was a FSBS reading of 199 at 7:18pm.

~On 04/12/21, the actual date was 01/20/22, there
was a FSBS reading of 84 at 5:38pm.

-0On 04/15/24, the actual date was 01/20/22, there
was a FSBS reading of 139 at 1:22pm.

Review of Resident #3's January 2022 electronic
medication adminlstration record (eMAR}
revealed:

-There was an entry for FSBS twice a day at
8:0Gam and 8:00pm,

-On 01/17/22 there was a documented FSBS
reading of 140 at 8:00pm, this FSBS reading was
not recarded in Resident #3's glucometer's
history.

~0n 01/18/22 there was a documented FSBS
reading of 90 at 8:00am, this FSBS reading was
not recorded in Resident #3's glucomeater's
history.

-On 01/18/22 thera was an exceplion
documsnted of no test strips.

-On 01/19/22 there was an exception
documented of no fest strips.

1)

Review of Rasidant #3's January 2022 eMAR and
glucometer's history revealed:

~0n 01117722, there were two FSBS documented
on the sMAR and only one of the two FSBS were
racorded in the glucomatar's history.

-On 01/18/21, there was one FSBS dosumented
on the eMAR and there were no FSBS readings
recorded in the glucometer's history,

Review of the house, Brand B glucometer's

0oaz
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history on 01/24/22 at 9:30am revealed;

~Cn 04/12/21 there was a FSBS reading of 140 at
8:16pm, corresponded with Resident #3's FSBS
reading recordsd on eMAR on 01/17/22 at af
8:00om,

-On 04/13/21 thers was a FSBS reading of 90 at :

8:44am, corresponded with Rasldent #3's FSBS
reading recorded on eMAR on 01/17/22 at at
8:00am.

Interview with Resident #3 on 01/20/22 at 2:20pm
reveals;

-His FSBS was chacked twlce a day. :

-Ha did not rernember any days that his blood
sugar was not checked,

Interview with the MCC on 01/20/22 at 2'50prn :
revealed:

-She could not place an order for Resident #3'
test strips because he neaded fo see his PCP
and have forms complated,

-He had a scheduled appointrment on 02/10/22
with his PGP,

Refer to confidential interview with staff,

Refer o intervisw with a medication aide (MA) on
01/20/22 at 2:28pm.

Refer to Interview with a second MA on 01120!22
at 4:05pm.

Refer to Interview with a third MA on 01/24/22 at
7:56am.

Refer to interview with a fourth MA on 01/24/22 at
9:07am.

Refer to interview with the Memory Care
Coordinator (MCC) on 01/20/22 at 2:50pm.
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Refer to telephone interview with the MCC on
01/21/22 at 1:18pm,

Refer to interview with the MCC on 01/24/22 at
2:25pm.

Refer to telephone interview with the Resident
Care Coordinator on 01/21/22 at 2:12pm,

Refer to talephone interview with at staff from the
medical supply company on 01/21/22 at 1:44pm.

Refer to {elephone interview with a pharmagist at
the facillly's contracted pharmacy on 01/24/22 at
10:01am.

Refer to intorview with the Regional Area Director
on (G1/24/22 gt 10:08am.,

Refer to Interview with the Administrator on
01/24/22 at 11:81am.

4, Review of Resident #6's current FL-2 datad
10/15/21 revealad:

-Diagnoses included rheumatoid arthritis, and
right below knee amputation,

~There was an order for Humalog U-100 insulin
administer before meals and at bedtime based on
a sliding scale with finger stick blood sugar
(FSBE): 161-200=6 units, 201-250=10 units,
261-300=14 units, 301-350=18 units, and
350+-18 units,

Review of Resident #6's Brand A glucometer on
01/20/22 at 3:50pim revealed:

-The glucometer was in a black zipperad bag
labeled with Resident #6's name.

~The glucometar was not labeled with Resident
#6's name.
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-The date and time were displayed as 03/24 at
11:04pm.

Review of Resident #6's January 2022 electronic
medication administration record (eMAR} FSBS
readings and glucometer history revealed:
~There was a FSBS documentad as 248 on
01/17/22 at 5:00pm; this reading was not
recorded in Resident #8's glucometer history,
-There was a FSBS documented as 86 on
01117722 8t '7:00pm,; this reading was not
recorded in Resident #6's glucometer higtory.
~0On Q1/17/22 there was an axception
documented at 12;30pm; the exception was
documented as pharmacy.

-There was a FSBS documsnted as 98 on
01/18/22 at 7.00am; this reading was not
recerded in Rasident #8's glucometer history.
-0n 1M1/18/22 there were axceptions documentad
at 12:30pm and 5:30pm); the exceptions
documented were ne test strips,

-On 0119722 thare were exceptions dogumented
at 7:30am and 12:30pm; the exceptions
documentad were "no test strips™.

Review of the houss, Brand B glucomaefer on
01/24/22 at 8:30am revealsd:

-On 01/17/22 there was a FSBS reading of 248 at
4.41pm and a FSBS reading of 96 at 6:51pm that
carresponded with Resident #56's FSBS readings
recordad on the eMAR on 01/17/22,

-On 01/18/22 there was a FSBS reading of 98 at
7:48am that corresponded with Resident #8's
FSBS reading recorded on the eMAR on
01/18/22, :

interview with Resident #6 on 01/20/22 at 3:58pm
revealed:
-His FEBS was ordered to be checked four times

a day, before breakfast, lunch and dinner and
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then before bedtime.

-Mis glucometer was in a bag with his name on
the bag.

«He did not know i his glucomster was labeled
with his hame,

-He had not had his FSBS checked on several
sccasions due to not having test strips available
for his glucometer,

-He was told on Monday, 0117/22, that he did not
have test strips avallable to check his FSBS.
-He knew ha missed several FSBS because he
did not have test ships available, but he did not
know if his glucometer was used when his FSB8
was checked.

-This was not the first time he had missed his
FSBS because of not having test strips, it
happened often, but he could net recall the last
time it happened.

Interview with a medication aide (MA} oh
01/20/22 at 4.05pm revealad:

-Resident #6 had his own glucometer,

-Resldent #5 had never run out of FSBS supplies.
-Sha had never used a house glucometer to
check Resident #8's FSBS.

Telephone interview with another MA on 01/21/22
at 11:2%am reveaaled: '

-5he had used a house glucometer to chack
Rasident #6's FSBS on 01/18/22 at 7:00am
because the resident did not have strips for his
glucometar.

-She checked with other staff and there were no
sirips available for Brand A glucometers and was
told to use the house glucometer.

-She knew she was nof supposed to use a
glucometer on multiple residents,

-She only used the house glucometer "that one
fime." :
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Tetephane interview with the Memory Care
Coordiator (MCC) on (M/21/22 at 1:19pm
revealad:

~-Resident #5's FSBS had only been checkad with
his glucometer, .

-She did not know how thers ware FSBS
documented on Resident #6's eMAR that were
not recorded in his glucometer history.

Interview with the Regional Area Director on
01/24/22 at 10.08am revealed:

-Fach resident had thair own glucomater,

~He did not know if Resident #58's glusometer was
labeled with his name.

-If Resident #6's glucomater was not labeled with
his narne it could be potentially used on the
wrong resident.

-Using a glicometer.on multiple residents would
be an infection prevention problam,

Ohbservation of Resident #6's FSBS on 01/24/22
at 11:34am revealed:

~The MA removed Resldent #6's glucometer bag
from the medication cart,

~The MA removed a glucometer from the bag
labeled for Resident #6, claaned the glucometer
prior to use, used an alcohol pad to wipe the
resident's finger, chacked the resident's FSBS
and sleaned the glucometer with an alcohot pad
after use.

Interview with the MA on 01/24/22 at 11:40pm
revedied;

~He used the glucomater in the bag labsted for
the resident,

~He did not lock to see if the glucometer in the
bag was labeled to match the bag.

Telephone interview with Resident #8's primary
care provider (PCP) on 01/24/22 at 2:20pm
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revealed:

-Sha had not been notified Resident #5 did not
have FSBS testing strips available to checlk his
FSBS the week of 01/17/22. -
-Each resident should have their own glucometer.
-She would not want glucometers shared
betwsan residents.

Refer to confidential interview with staff,

Refer o interview with a medication alde (MA} on
01/20/22 at 2:26pm.

Refer to interview with a second MA on 01/20/22
at 4:05pm.

Refer to interview with a third MA on 04/24/22 at
7:56am,

Refer to interview with a fourth MA on 01/24/22 at
9:07am. .

Refer o interview with the Memory Care
Coordinator (MCC) an 01/20/22 at 2.60pm,

Refer to telephone inferview with the MGG on
01/21/22 at 1:19pm,

Refer to interview with the MCC on 01/24/22 st
2:25pmm.

Refer to telephone interview with the Resident
Care Goordinator on 01/21/22 at 2:12pm.

Refer to telephone interview with at staff from the
madical supply company on 01/21722 at 1:.44pm.

Refar to lelephone intetview with 2 pharmaciét at
the facility's contracted pharmacy an 01!24!22 a’:
10:01am.
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Refer to interview with the Regional Area Director
on 01/24/22 at 10:08am.

Refer to interview with the Administrator on
01/24/22 at 11:57am.

Confidential intarview with staff:

-When residents did not have diabetic testing
strips available, the facility staff had been
Instructed to use the house giucometer.

-They knew a glucometer shotdd not be used on
multiple residents.

~The facility staff had used the house glucameter
on multiple residents because they were
instructed to do sa.

Interview with a medication aida (MA) on
01/20/22 at 2:25pm revealed there were always
test strips for glucometers available to check
residents' finger stick blood sugar (FSBS.)

Interviaw with a secand MA on 01/20/22 gt
4:.05pm revealed:

~There were always test strips in the facility t
check FSBS.

-Each resident had their ewn glucometer,
-The residents ran out of tast strips at fimes.
-She would borrow test strips from another
resident if she had to.

-She would nof share glucometers betwaen
residents.

-The facillty did not have a house glucomater.
-She had never used a house glucometer to
check residents’ FSBS.

Interview with a third MA on 01/24/22 at 7:56am

revaaled;
-All diabetic residents who recelved FSBS had &
brand A glucomster,
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-The MAs would borrow FSBS test strips from
other rasidents.

-There were times when there were no FSBS test
strips in the facllity.

-The facility had been without FSBS test strips up
to 4 days.

~-The RCCMCC would order the test trips,

-If the RCCMCC could noet get them, we would
go to the Adminlstrator.

Interview with a fourth MA on 01/24/22 at 8:07am
revealed:

~-The second glucerneter, Brand B, was used to
check FSBS of any resident who did not have test
strips for their Brand A glucometer.

~The regident's ran out of test strips when storms
were coming, and the supplies could not he
deliverad.

~She thought she was doing & good thing by
chacking the FSBS with the Brand B glucomeler.
-She told the Memory Gare Coordinator (MGG)
when residents ware low our out of test strips.
-Someone from management bought strips on
01/19/22 at a local pharmacy for the Brand A
glucometer.

-All residant who ordered FSBS received their
test strips from the same supply company,

Interview with the Memory Care Coordinator
(MCC) on 01/20/22 at 2:50pm revealed:

-There ware 7 residents who received F533
checks.

-Each resident had their own glucometer, Brand
A, and vial of strips,

-She ordared all diabetic test strips from tha
same company.

-The last order placed was & few days ago and
was shipped on 01/19722 but had not arrived.
-Someone from management went to a lecal
pharmacy yesterday and purchased 4 vials of test
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strips.
-She knew the facility was low on sfrips on
Monday, 01H17/22.

Telephone interview with the MCC on 01/21/22 at
1.19pm revealed:

-The facility did not have a "hause glucometer
normally.”

-The facility had a couple of glucometers that
were used as a back-up.

-“When she used the back-up glucometer, she
cleaned it between uses.

Interview with the MCC on 01/24/22 at 2:25pm
revealed:

~The facility had to purchase diabstic testing
sirips last week because they had run out,
-She did not know if any residents went without
~SBS checks, but the tesfing sirips were
purchased as soon as the was made aware on,
01/18/22.

Talephons Interview with at staff from the meadical
supply company on 01/24/22 at 1:44pm revealed:
-The facility had to re-order all dlabetic supplies
when needed; it was not a recccurring order.
-The last order for diabetic supplias was sent on
12/00/21 for four residents,

Telephone interview with the Resident Care
Ceordinatar (RCC) on 01/21/22 at 2:12pm
ravealed;

-Thete were residents who had ran out of their
diabetic testing supplies.

-She was not sure which specific residents
because she was new and still learning the
resldents' names,

-She brought testing strips for Brand A
glucometar in from a sister facility within the |ast
two weeks because there were no testing sirips in
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the building.

-She had not seen the house giucometer but was
fold there was one, .

-She would naver use a glucometer for multiple
residents.

Telephone interview with a pharmacist at the
facllity's contracted pharmacy on 01/24/22 at
10:01am revealed:

~They did not provide glusometers or diabetic
supplies for residents.

-Each resident should have their own glucometer, |

for safety.

-She would be concernad residents were
exposed to blood borne pathogens If glucometers
were shared,

Intarview with the Regional Area Director on
01/24/22 at 10;08am revealed:

-He was at the facility once a week.

-He taught the MAs how to do FSBS testing.

-He expacied the MAs to make sure the
glucometer being used belonged to the resident
being tested.

-Each resident ehould have thelr own glucomster.
~Glucometers should not be shared between
residents.

-Using & glucameter on multiple residents would
be an infection prevention problem.

-The house glucometer "went away afler the last
survey."”

-He was not aware a house glucometer was
being used when residents did not have test
strips for their glucometer,

-A house ghicometer should not be used because
of potential cross-contamination.

Interview with the Administrator on 01/24/22 at
11:51am revealsd;
-All diabetic residents had their own glucometer,
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-Glucameters should not be shared batwesn
residents, .
Every resident's glucomster and glucometer bag
should be labeled for that resident.

-There was not & house glucomater,

~She was not aware there was a house
glucomater being usad on multiple residents.

~If a resident was out of FSBS suppiies, she
expected supplies to be obtained immediately
from & local pharmacy or a sister facility,
“Glucometers could hot be sharsd between
residents because of blood borne pathogens and
risk of cross-contamination.

-She expected the MAs to only use the
glucometer assignad to that resident.

The facility failed to kriplement infection control
procedures consistent with the Centers for
Digeass Contrel and Pravention (CIXC) guidelines
resulted in staff sharing glucomesters for 4 of 4
sampled disbetic residents, placing residents at
risk for blocdberne pathagen diseases. This
failure was detrimental to the health, safety, and
walfare of the residents, and constitutes an
Unabated Type B viclation.

The tacility provided a plan of protection in
accordance with G.8. 131D-34 on 01/24/22.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 10,

2022,
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