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Initlal Commants

The Adult Cara Licensure Seetion ang the
Mecklenburg County Departmant of Social
Services condueted an annual survey and
complaint Investigation an 05/10/22- 05113122,
The complaint Invastigation was initialad by the
Mecklenburg County Depariment of Soclal
Services on 04/12722.

10ANCAC 13F .0305{1)(4} Physlcal Environment

10A NCAC 13F .0305 Physical Environmant

{f) The requirements for slorage rooms and
closets are:

(4) Housekeeping slorage requiraments ara:

{A) Ahousekeaping claset, wilh mop sink or mop
floor receplor, shall ba provided at the rate of one
per 60 resldents or partion thereof; and

{B) There shall be separats locked areas for
steting cleaning agents, bleaches, pesticidas,
and other substances which may be hazardous if
ingesled, Inhaled or handlad. Claaning supplies
shall be monilored while in use;

This Rule [s not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure a locked area was in place for
hazardous personal cara ftems for residents In
the Speclal Care Unit (SCU),

Observatlon of resident rooms during a tour of
tho SCU on 05/10/22 between 9:15am and

2:30pm rovealed:
-Rooms 415, 419 and 422, were uniocked with

doors opan and easily accesslble to the hallway.
-In reom 422, body lotlon containing alcohol, two

uncapped razors, and shampoo was vislbie and

Daoo

See the Word document
following the SOD for the
plan of correction.
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resident's room that was not her rcom.

Observation of resident rooms on 05/12/22
between 10:00am and 3;30pm con the SCU
revealed:

-Rooms 415 and 422 were unlocked with doors
open and easily accessible to the hallway and
room 419 was unlocked with the door partially
open and easily accessible fa the hallway.

-In room 422, bedy lolion containing aleohoal, two
uncapped razors and shampoo were visible and
easily accessible in an unlocked cabinet in the
bathroom.

-In room 415, several botiles of bedy lotlon, body
wash, mauthwash, nail polish removar, and
therapeutic foot cream was visible and easlly
accesslble In an unlocked cabinet in the
bathroom.

-In room 418, barrier cream and body wash
containing alcohol was visible and easily
accessible in an unlacked cabinet in the
bathroom.

Review of the Material Safety Data Sheels
{MSDS) for personal care products, molsture
barrier ointments and nail care products on the
items left unsecured on 05/10/22, 05/11/22 and
05/12/22 ravealed:

-Ingesticn of an alcohol-based mouthwash or
lotion could lead to alcohel {oxicity or altered
mental status and had waming labels.

-The shampoos and lotions could cause nausea,
vomlling, diarrhea, serious eye damage and
gastrointestinal injury if ingasted and all had
warning labels.

-The barrier cream and nall ¢care products were
labeled with external use only, could cause acute
loxicity and had waming labels.

Inlerviaw with a housekesper on 05/12/22 al

D 056
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- therapeutic foot cream was visible and easily

- accessible in an unlocked cabinet in the

Conlinued From page 1 D 056

easlly accessibla in an unlocked cabinet in the
bathroom,

-In room 415, several bottles of body lotion, body
wash, mouthwash, najl polish remover, and

accessible in an unlocked cabinet in the
bathroom, and a resident was abserved lying on
the bed.

-In room 418, barrier cream and body wash
containing alcohol was visible and easily
accessible in an unlocked cablnet In the
bathroom.

-Residents ware ohserved walking up and down
the hallways, opening doors leading into
resldents’ rcoms and entering these rooms,

-A resident was observed removing arange juice
from the medication cart and drinking it.

Observation of resident rooms on 05/11/22
between 9:10am and 3:00pm on the SCU
revealed;

-Rooms 415, 419 and 422, were unlocked with
doors open and easily accessible to the hallway. f
-In room 422, body lotion conlaining alcohal, two
uncapped razors, and shampoo were visible and
easlly accessible in an unlocked cabinet in the
bathroom,

-In room 415, several bottles of body lotion, body
wash, mouthwash, nail polish remover, and
therapeutic foot cream was visible and easily

bathroom.

-In room 419, barrer cream and body wash
containing alcohol was visible and easily
accessible in an unlocked cabinet In the
bathroom.

-Residents were ohserved walking up and down
the hallway, opening doors leading inte residents’
rooms and entering these raoms,

-A resident was observed walking out of a
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Interview with the Administer on 05/13/22 at
2:20pm revealed:

~He did not know how often the rcoms should be
checked for hazards.

-A supervisor should be overseeing the rooms
being checked.

-He had not informed family members on what
could be brought into the SCU.

D 184 10A NCAC 13F 0505 Training On Care Of
Diahetic Resident

10A NCAC 13F 0505 Training On Care Of
Diabelic Residents

An adult care home shall assure that fraining on
the care of residents with diabetes is provided to
urficensed staff prior to the administration of
insulin as follows:

{1) Training shall be provided by a registerad
nurse, registered pharmacist or prescribing
praclitioner.

(2) Tralning shall include at least the following:
{a) basic facts aboul diabeles and care involved
In the management of diabeles;

{b} insulin action;

{c) insulin slorage;

{d) mixing, measuring and injection techniques
for Insulin administration;

(&) treatment and prevention of hypoglycemia
and hyperglycemia, including signs and
symptoms;

{0 blood glucose monitaring; universal
precautions;

{g) universal precautions;

(h) appropriate administration times; and

{l) sfding scale insulin administration.

D 056

D 164

Division of Heallh Service Ragulation
STATE FORM

2o RH7EN

I eontinuation sheel 5of 83



Division of Heaith Service Re

PRINTED: 06/03/2029
STATEMENT OF DEFICIENG] F
AND PLAN OF CORRECTIORES (X1 PROVIDERISUPPLIERIGLIA o ORMAPPROVED
IDENTIFICATION NUMBER: {X2) MULTIPLE coNSTRUCTION
A. BUILDING: ‘xs’gh’;ﬁf;%‘gﬂ
HALOG0166 B, WING
NAME OF PROVIDER OR SuppLIER 03/13/2022

STREErﬂDURESS. Cmy. STATE. Zip CODE
WICKSHIRE STEELE cresk 136008 PRvon st

.

11:20am revealed;

-Housekeeping was not trained on what residents
could keep in their roorns,

-She did not check the rooms for personal items
because that was not ker job,

-She kept the housekeeping eart always lockad,
-She saw residents going in and out of rooms
daily, taking and moving things.

Interview with a personal care alds (PCA}on
0512122 at 11:30am revealed:

-She was never told what personal items needed
to be locked up on the SCLU.

-There was a resident who went in and out of
other resident rooms, picked things up, moved
things and ate food if it was left In the rooms,

-If she saw razors, she would movo them up ana
higher shelf so residents could not reach them,

Interview with the Special Gare Coordinator

- (8CC) on 05/12/22 at 11:45am revealed:
-Staff were tralned on what residents could have
in their room.
-Razars and toiletries should be kept on the top
shelves.
-She did not know what staff were tralned on now
because we have semeone coming in and doing
pm {(whenever needed) training.
-The MAs check the rooms at tmes when lhay
passed medications,

Interview with a Medication Aide {MA) on
05M3/22 at 11:30am revealed:

-She went info the rooms only if the resident was
In bed and they needed thelr medicatlons,

-She was never told what items had to be locked
up and there was no place to lock them.

-She did not know who was responsible for
Incking up hazard items, probably the SCC,
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medicalion administration training frorn ather MAs
and lhe Business Office Manager (BOM).

-On 04/04/22, she was scheduled to administer
medications at the facility, no addiional MA's
were available to assist her,

Refer to interview with the Resident Care
Coordinater (RCC) on 05/13/22 at 8:30am.

Refer to interview with the Administrator on
05/13/22 at 2:04pm.

2, Review of Staff C's, medication aide (MA),
personnel record revealed:

~There was a hira date of 10/02/21.

-There was no documentation Staff C had
completed tralning of diabetic residents.

Review of resldent’s March 2022 eMAR revealed
Staff C documented the administralion of sliding
scale insulin o a resident on 03/01/22, 03/05/22,
03/08/22, 03/10/22, 03/15/22, 03/16/22, 03/23/22,
03/24/22, 03/28/22, 03/29/22 and 03/30/22,

Review of resident's April 2022 eMAR revealed
Staff C documented the administration of sliding
scale insulin o a resldent on 04/02/22, 04707122,
04111122, 0416422, 04120122, 04/22/22 and
04/25/22,

Telaphone interview with Staff C on 05/03/22 at
2:35pm revealed:

-She was employed by the facility as a personai
care aide (PCA) and was promotad to MAIn
February 2022,

-In February 2022, she receivad medication
administration training from the BOM and the
former Special Care Coordinator (SCC) with no
additional training by a licensed healthcare
professlonal.
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This Rule is not met as evidenced by:
Based on Interviews and record revisws, the

, Tacility faited to ensure 2 of 3 sampled Medication
Aldes {Staif A and Staff C), who administered
insulin and obtained finger stick biood sugars for
resldents, completed tralning on the care of
diabetic residents prior to the administration of
insulln,

The findings are;

1. Review of Staif A's, medication alds {MA),
personnel record revealed:

-There was a hire date of 02/21/22.

-There was no documentation Staff A had
completed training of diabelic residents.

Review of resident's March 2022 eMAR revealed

- Staff A documented the administration of sliding
scale Insulin to a resident on 03/21/22, 03/23/22,
03/27/22 and 03/28/22.

Review of resident's April 2022 eMAR revealed
Staff A documented the administration of sliding
scale insulin to a resident on 04/04/22,

Telephone interview wilth Staff A on 05/11/22 al
8:48am revealed:

-5She was hired by the facility at the end of
February 2022 as a personal care aide {PCA)
and MA.

-Sha had not taken the North Carolina Medication
Alde exam,

-She had not received any fraining related to
maedicallon administration by a facility Registerad
Nurse, Phammacist or any other licensed
healthcare professional.

~On or about 04/01/22 she had received

Division of Health Service Rogulation r
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sugars,
-The RCC and SCC are responsible for
maintaining staif training.
D 273 10A NCAG 13F .0902(b} Health Care D273

10A NCAC 13F .0902 Health Care

{b) The facility shall assure referral and follow-up
to meet the routine and acule health care needs
of rasidents.

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

Based on interviews and record reviews, the
facility failed to ensure referral and follow-up to
meet the routine and acule health care needs for
2 of 7 sampled residents (#1, and #7) related to
not receiving 2 blood thinning medication for a
monih (March 2022) increasing Ihe risk for blood
clots and signs of bleeding in April 2022 (#1) and
missed doses of a medication to treat fluld
retention, a medicatlon for mood, a medication to
treat anxiaty and a vitamin supplement (#7).

The findings are:

1. Review of Resident #1's FL2 dated 09/28/21
revealed diagnoses included coronary artery
disease and hyperiension,

Review of Residant #1's hospital discharge
summary daled 11/05/21 revealed:

-Resident #1 was hospitalized with a pulmonary
embolism (blood clot In the lung).

-Discharge medications included apixaban 5mg
{a medication to {hin bleed and prevent blood
clots); take 10mg wice daily for six days and then

Division of Heallh Service Regulalion
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-

-Sha did not know what medicatlon administration
training the former SGC had prior to training har.
-She was scheduled to take the North Carolna
Medicalion Aide exam on 05/08/22.

<In February 2022, she started to administer
residents' medicalions independently,

Refer to interview with the Resident Care
Coordinator (RCC}) on 05/13/22 at 8:30am.

Refer to interview wilh the Administrator on
05/13/22 at 2:04pm

Interview with the RCC on 05/13/22 at 8:30am
revealed;

-The RCC worked with the Speclal Care Unit
Coordinator (SCC) and Administrator ta ensure
staff raceived the appropriate lraining for thair
position,

-The Corporate Registered Nurse (RN) was
responsible for providing diabetic training for the
staff.

-The Administrator was responsible for nolifying
the Corporate RN to schedule required tralning
for slaff.

-She knew MAs should have training on Ihe care
of diabetic residen!s before administering Insulin
injeclions.

-The RCC and SCC are respensible for
malntalning staff training.

Interview with the Adminisirator on 05/13/22 at
2:04pm revealed:

-The Corporata RN Is ragsponsiblo for providing
diabelic training for the staff.

-He and the RCC, SCC and Business Office
Manager are responsible for contacting the
Corporate RN to schedula required training.

-He expected diabetic tralning be completed prior
{o staff administraling insulin or checking blood
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Review of Resident #1's INR results revealed:
-Her INR resu(t dated 04/15/22 revealed lhe INR
was 8.91 (therapeulic range 2.0-3.0) which was
critically high, and was reported fo Resident #1's
PCP's office.

-Her INR result dated 04/19/22 revealed the [NR
was high, greater than 10 and was reported to the
facility.

-Her INR result dated 04/26/22 revealed the INR
was high, greater than 10.

Review of Resident #1 PCP's order dated
04/15{22 revealed:

-Resident #1's INR was 8.91.

-Warfarin was to be held until further notlca.

-A stat (urgent) INR was to be done on Monday
{04/18122),

-Facility staff were to make sure patient was not
taking rivaroxaban as it was discontinued on
03/29/22.

Review of Resident #1's PCP's visit nole dated
04/25/22 revealed:

-Resldent #1 had an elevaled INR close to 10.
-Her warfarin was placed on hold.

-Resident #1 was to be monitored for blood in her
stoo), fatigue, dizzlness, shortness of breath and
chest pain.

Review of Resident #1's PCP's order dated
04/26/22 revealed:

-"Please continue to hold Coumadin" (warfarin).
-"Please make sure medication has not been
given".

-The INR was to be rechecked on 04/29/22.

Revlew of Reslident #1's April 2022 nursing
progress notes revealed:

-Therg was no documentation the PCP was
notified of the high INR resulls.
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 take Smg twice daily beginning 11412421,

a. Review of Residant #1's Primary Care
Provider’s {PCP) visit note dated 03120122
revealed:

-Resident #1's rivaroxaban was discontinued,
-Resident #1 was prescribed warfarin {a
medicatfon: to decrease blood clotting) Smg one
tablet daily.

-An INR blood test was to be done in one waek
and monthly thereaRer.

Review of the PCP's order for Resident #1 dated
03129722 revealed:;

-Warfarin Smg one tablet daily was prescribed for
Resident #1,

-Resident #1 was to have an INR blood test in
one week.

Review of Resldent #1's March electronic
medication administratlon record (eMAR)
revealed:

-There was an entry for rivaraxaban 10mg daily.
-There was no entry for warfarln Smg, one tablet
dally.

Revlew of Resldent #1's April 2022 eMAR
revealed;

~Thera was an entry for rivaroxaban 10mg daily
with a discenlinue date of 04/12/22,

-There was an entry for warfarin one tablet four
limas daily at 8:00am, 12:00pm, 4:00pm, and
8:00pm,

-There was no dosage Indicated for the warfarin
entry,

-The entry was documented as administered 14
instances from 04/12/22 to 04/15/22, 19
instances from 04/18/22 {o 04/22/22, and 4
instances on 04/25f22.

., D273
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brown in color.

~Resident #1 did not have any wounds but there
was blood on her sheels,

-She reported it to the Resident Care Coordinator
{RCC).

-She was told by the RCC not to send the
resident ta the hospital and that she would call
the nurse and have the resident evaluated.

Telephone interview with MA on 05/03/22 at
2:35pm revealed.

-On 04426122, she was nolified by a PCA that
Resident #1 had blood in her brief and on her
bed.

-On 04/26/22, she called 911 and had Resldent
#1 sent to the emergency department for
evaluslion due to bleeding from her nose, maouth,
and brief with no known cause,

Review of Resldent #1's hospltal discharge
summary dated 05/04/22 revealed:

-Resident #1 was hospitalized from 04/26/22 o
05/04/22 for gastrointestinal bleeding.
-Resident #1's Intemnational Normalized Ratio
(INR) blood test result (a test that measures the
time for blood to clot) was greater than 13.1,
higher than the therapeutic level (2.0-3.0},
-Resldent #1 received 2 unils of blood.

Interview with the SCC on 05/13/22 at 10:30am
revealed:

-A staff member informed her of blood In
Resident #1's bed but she could not recall what
staff member or when it was.

-She observed the spot and it was dark red, dry
and looked as though It had been there awhile,
-The staff member came to her a second time
ragarding another spot, but she could not recall if
she looked at the second spot.

-She did not send Resident #1 to the hospital and
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=There was no documentation Resident #1 was
monitored for bleeding.

Interview with a personal care aide (PCA)on
05/13/22 at 10:07am revealed:

-Resident #1 was bleeding for about a week
before she was sent 1o the hospital,

-She first withessed blood on the resident's arm
on 04/18/22,

-She reported it to the Business Office Manager
(8OM} who was previously the facllity's lead MA,
and was told to report it to the Special Care

 Coordinator (SCC}) because the RCC was off.

~Sha was not sure who the SCC reported the
bleeding to,

-On 04/20/22, she witnessed blood on Raesident's
#1's buttacks and in her brief.

-She reported Lhis to the SCC who luoked at the

- rasident's buttocks.

-The SCC stated because she could not idenlify
the source of hleeding, she could not send the
resident to the hospital because the hospital
would just send her back to the facility.

=The S8CC stated the resident was probably
plcking at her arm and wiping the blood on her
bottom.

-She had to change the resident's brief 2-3 times
that shift, aleng with her clothes and bedding, due
to the bleading.

-She asked the SCC to look at resident at least
lwo separate limes and she argued with her
about where {he blood was coming from.

-0n 04/26/22, she reported to the MA Resident
#1 was bleeding and the MA sent her to the
hospilal immediately.

Interview with a MA on 5/11/22 at 4:10pm
revealed:

-She could not recall the date but cbserved
Resident #1's brief soaked with urine and it was
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warfarin to restart.

2:05pm revealed:

5mg one {ablet twice

03/01/22 revealed:

03/01/22 revealed:

one tablet daily.

revealed:

tablat daily.

D273 Continued From page 14 D273

day instead of once daily as prescribed.

-Each time he was notified of high INR results, he
gave an order lo hold Resident #1's warfarin.

-He did not give any orders for Resident#1's

-Possible cutcomes of taking higher han
prescribed doses of anticoagulant medications
included internal bleeding and death.

Interview with the Administrator on 05/13/22 at

-A couple PCAs mentioned Resldent #1's
bleeding te the SCC but she could not determine
where lhe bleeding originated.

-He expected a resident's PCP to be notified if
any resident was bleeding.

b. Reviaw of Rasident #1's signad PCP's orders
dated 02/04/22 ravealed an order for apixaban

Review of Resident #1's PCP's visit note dated

-There was an addendum fo the note stating
Resldent #1's family would like an alternativa
anticoagulant medication.

-An order for ivarexaban {a medication to
decrease blood clotting) 10mg one tablet daily
was sant to the facilily.

Review of the PCP's order for Resident #1 dated

-The apixaban was discontinued.
-Resident #1 was prescribed rivaroxaban 10mg

Review of Resident #1's March 2022 sMAR

-There was an entry for rivaroxaban 10mg one

daily.
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did not notify the resident's PCP because she
could not idenlify where the blood was coming
from.

-She was not sure if she knew Resident #1 was
on a blood thinning medication because the
resident was not on her unit.

-She would have nofified the RCC and Resident
#1's PCP if she was able to identify the source of
the bleeding,

Interview with the RCC on 05/12/22 at 8:15am
revealad:

~She could not recall the date but was called to
Resident #1°s room by another staff member
because the resident was wet and there were
blood spots on her sheet,

-The resident was very wet and had zn abrasion
on her boltom and she felt the spots of blood
were related to the wetness and the abrasion.
-She fell no treatment or follow up was necessary
and the resident Just needed 1o be kept dry.
-She did not report the bleeding to Resident ##1's
PCP.

-She had placed Resident #1's warfarin on hold
on two occaslons but could not recall the dates,
-She could not recall how long she put the
medication on hold but thought she had a restart
date,

-Sha did net know how to put a medication on
hold Indefinitely because she had never done it.

Telephone interview with Residant #1's PCP on
08/11/22 at 4:19pm revealed:

-Resident #1 was prescribed anticoagulant
medications because she was previously
diagnosed with bilateral pulmanary embaoll.
-Anlicoagulant medicalions increased the risk of
bleeding.

-He was not nolilied or aware Resident #1 was
gelling her anticoagulant medication four limes a
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notified the rivaroxaban was not administered as
ordered.

Telephone interview with a pharmacist from
Resident #1°s pharmacy on 05/11/22 at 8:45am
revealed:

-Tha pharmacy filled Resident #1°s prascriptions
and family members picked lhern up.

-They recelved an order for rivaroxaban 10mg
one tablet daily on 03/04/22,

-The prescription was not filled because the
family had not come ta pick it up.

Tolephone interview with Resident #1's family
member on 05/12/22 at 11:52am revealed:

-She picked up Resident #1°s medications from
the pharmacy and delivered them to the facility.
-She had not picked up the rivaroxaban
medication because of cost.

-She thought the resident was still getting her
pravious anticoagulant medication while waiting
to get the warfarin (a medication {o decrease
blood clotting) order in place.

~The facllity had not informed her of any times the
resident did not receive antlcoagulant medication.
-Facility staff gave her the impression on multiple
occasions they had medications available if
residents ran out of their medication, such as
borrowing medications from another resident who
was on the same medication and dosage.

Interview with &8 MA on 05/13/22 at 11:30am
revealed:

-She would call tha pharmacy on day 2 ifa
resident's medication was not available for
administralion,

-Depending on the medication, she might contact
the resident's PCP,

-She nolified the RCC when a resldent's

medicalion was not available.
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-The rivaroxaban entry had a start date of
03/03/22 and a disconlinus date of 04112422,
-The rivaroxaban was dacumented gs
administered 11 Instances from 03/03/22 to
03/31/22,

-There were 18 instancas the rivaroxaban was
documented with a code "0g" indicating the

medication was not administered and to see the
nurse's notes,

Review of Resident #1's April 2022 eMAR
revealed;

-There was an entry for rivaroxaban 10mg one
tablet daily with a discontinue date of 04/12/22.
-The rivaroxaban was documented as
administered 4 times from 04/01/22 1o 04/11122,
and discontinued on 04712422,

-There wera 7 instances the rivaroxaban was
documented with a code "Q9" indicating the
medication was not administered and to see the
nurse's notes,

Review of Resident #1's nursing progress notes
from 03/03/22 to 04/11/22 revealed:

-There were 22 instances the rivaroxaban was
not administered because it had not been
received or was on order,

-On 03/23/22, the medication aide (MA) spoke
wilth a family member and was informed (he
rivaroxaban was too expensive and the family
wanted to speak wilh Resident #1's PCP about
an aliernative medication. The note indicated the
MA would nofify the PCP on 03/24/22 when he
visited tha facility.

-There were two instances, on 04/04/22 and
04/05/22, when there was no documented reason
why the medication was not administered,

-The progress note dated 04/08/22 stated the
medicalion was discontinued.

~There was no documentation the PCP was
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2:05pm revealad:

«He expected the MA or the RCC to notify the
resident's PCP after the first missed dose of a
medication.

-Medication carts were to be audited weekly by
the night shift MA to ensure medications were
available for administration.

-He was not sura if the medication cari audits
wore being completed.

2. Revlew of Resident #7's current FL2 dated
08/07/21 revealed diagnosis that Included frank
hemaluria,

a. Review of Resident #7's Primary Care
Provider's {(PCP) order daled 04/14/22 revealed
an order for furosemide {used to treat fluid
retention) 40mg, take two tablets daily.

Review of Resident #7's May 2022 elecironlc
Medication Administration Record (eMAR) from
05/01/22 to 056/13/22 revaaled:

-There was an entry for furosemide 40mg, twa
tablets to be administered daily at 8:00am.

-On 05/01/22 and 05/04/22, furosemide 40mg,
two tablets were decumentod as not
administered.

-On 05/09/22 to 05/13122, furosemide 40mg, two
tablets were documented as not administered.
-Furosemide was not documented as
administered 7 of 13 opportunities in May 2022
due to medication not available.

Observatlon of Resident #7's medication
available for administration on 05/11/22, 05/12/22
and 05/13/22 revealed there was no furcsemlde
40mg lablets available for administration.

Telephone interview with a Pharmacist for the
facilily's contracted pharmacy on 05/13/22 at

B 273
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Interview with the RCC on 05/12/22 at 9:15am
revealed:;
-She started working for the facility about seven
weeks ago and her responsibility was to staff the
bullding,
~She was told the previgus day (05/11/22) It was
her responsibility to follow up with the phamacy
and lhe resident's PCP if a medicalion was not
administered.
-MAs were trained if a medication was not '
available to administer, they were to document it
on the eMAR and provide a reason why the

_ medicatfon was not given.
-The MAs were to follow up with the phamacy
and the provider when a medication was not
available for administration,
-She did not think Ihere was a report that could
be run each merning to see what medications
were not administered to residents,

Telephone interview with Resident #1's PGP on
05/11/22 at 4:19pm rovealed:

-Resident #1 was prescribed anticoagulant
medications becausae she was praviously
diagnosed with bilateral pulmonary embali {blood
clots in the lungs).

-On 03/01/22, he discontinued Resldent #1's
aplzaban and started rlvaroxaban at the request
of the family.

-He was not aware the rivaroxaban had not been
plcked up from the pharmacy.

-He was not notifted Resident #1's rivaroxaban
was not administered as ordered,

-Possible outcomes of not receiving a
anticoagulant medication as ordered included
respiratory failure and death from a pulmonary
embolism.

Interviaw with the Administrator on 05/13/22 at
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Review of Resident #7's May 2022 eMAR from
05/01/22 to 05M13/22 revealad:

-There was an entry for ariplprazcle 2 mg, to be
administered daily at 9:00am.

-On 05/09/22, aripiprazole 2mg was documented
as not administered.

-On 05/09/22 to 05/13/22, aripiprazole 2mg was
documented as not administered.

-Aripiprazole was not documented as
administered 4 of 13 opportunities in May 2022
due to medication not available.

Observation of Resident #7's medication
available for administration on 05/11/22, 05/12/22
and 0513/22 revealed there was no aripiprazole
2mg tablets avaltable for administration.

Telephone intarview with a Pharmacist for the
facility's conlracted pharmacy on 05/13/22 at
12:45pm revealed possible outcomes of not
recelving nifedipine included heart rate and bloed
pressures issues.

d. Reviaw of Resident #7's PCF order dated
02/01/22 reveated an aorder for clonazepam (used
to treat anxiety) 0.5mg, 1 lablet twice daily.

Review of Resident #7's May 2022 eMAR from
05/01/22 to 05/13/22 revealed:

-There was an entry for clonazepam 0.5mg to ba
administerad daily at 9:00am and 4:00pm.,

-On 06/09/22 to 05/13/22, clonazepam 0.5mg

was documented as not administered.
-Clonazepam 0.5mg was not administered 9 of

25 ppportunities in May 2022 due to medication
not avallable.

Observalion of Resldent #7°s medicatlon
available for administration on 05/11/22, 05/12/22
and 05/13/22 revealad there was no clonazepam
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12:45pm revealed possible outcomes of naot
recelving furosemide included fiuid buildup,
swelling and Increase in blood pressure,

b. Review of Resident #7's PCP order dated
02/01/22 ravealed an order for nifedipine ER
(used to treat high blood pressure) osmotic
releass tablet 60mg, 1 tablat twice dally.

Review of Resident #7's May 2022 eMAR from
05/01/22 to 05/13/22 revealod:

-There was an entry for nifedipine 60mg to be
administered dally at 8:00am and 8:00pm,

-On 05/01/22 and 05/02/22, nifedipine 60mg was
documented as not administerad.

-On 05/04/22 to 05/06/22, nifedipine 60mg was
administered once daily.

-On 05/09/22, nifedipine 60mg was administered
ance daily,

-0n 05/10/22 to 05/13/22, nifedipine 60mg was
documented as not administered.

-Nifedipine was not documented as administered
16 of 25 opportunities In May 2022 due to
medication not available,

Observatlon of Resident #7's medication
available for administration on 05/11/22, 05/12/22
and 05/13/22 revealed there was no nifedipine
60mg tablets available for administration,

Telephone interview with a Pharmacist for the
facilily's contracted pharmacy on 05/13/22 at
12:45pm revealed possible oulcomes of not

" receiving nifadipine Included heart rate and blood

pressure issues,

c. Review of Resident #7's PCP order dated
02/01/22 ravealed an order for aripiprazole {used

to treat meoed) 2mg daily.

" D213
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05/01/22 to D5M3/22 revealed:

-Thera was an antry for metoprolol {arirate 25mg
to be administered daily at 9:00am,

-On 05/11/22 Io 05/13/22, metoprolol 25mg was
documented as not administered.

-Metoprolod 25mg was nat administered 4 of 13
opportunities in May 2022 due to medication not
available.

Obsefvation of Resident #7's medication
avallable for administration on 05711422, 05/12/22
and 05/13/22 revealed there was no metoprolol
25mg tablats available for adminisiration.

Tolophone intarviaw with a Pharmacist for the
facility's contracted pharmacy on 05/13/22 at
12:45pm revealed possible outcomes of not
receiving metoprelol included heart rate and

biood pressure issuas.

g. Review of Resident #7's PCP order dated
02/01/22 revealed an order for Vitamin D (used
as a supplement) 50mcg 1 daily.

Review of Resldent #7's May 2022 eMAR from
05/01/22 to 05/13/22 ravealed:

-There was an entry for Vitamin D 50meg to he
administered daily at 9:00am.

-on 05/04/22 Vitamin D 50mcg was documented
as not administered,

-On 05/09/22 Vitamin D 50 mcg was documented
as not administered,

-On 05/11/22 to 0513722, VilamIn D §0mcg was
dacumented as not administerad.

-Vitamin D 50mcg was not administered 5 of 13
opperiunities in May 2022 due to medication not
available.

Dbservation of Resident #7's medicalion
available for adminisleation on 05/11/22, 05/12/22

D273

Divislon of Heallh Sorvice Regulalion
STATE FORM

e RHYE

I continuntion shool 23 of 83



Division of Health Service Re

PRINTED: 06/03r2022

0.5mg tablets available for administration,

Telephene Interview with a Pharmacist for the
facllity's contracted pharmacy on 05/13/22 at

. 12:45pm revealed possible outcomes of nat
receiving clonazepam included anxiaty or
sefzures,

e. Review of Resident #7's PCP order dated
02/01/22 revealed an order for fluvoxamine (used
10 treal depression) 100mg daily.

Review of Resident #7's May 2022 eMAR from
05/01/22 to 05/13/22 revealed;
-There was an entry for fluvoxamine 100mg daily
at 9:00am
-On 05/08/22, fluvoxamine 100mg was
dacumented as not administered,

- ~0On 05M11/22 to 0513722, fluvoxamine 100mg

- was documented as not administered.
-Fluvoxamine 100mg was not administared 4 of
13 opportunities in May 2022 due to medication
not available.

Observation of Reskdent #7's medication

avallable for administration on 05/11/22, 05/12/22
- and 05/13/22 revealed there was no fluvoxamine

100mg tablets available for administration.

Telephone interview with a2 Pharmacist for he

facility's contracted pharmacy on 05/13/22 at

12:45pm revealed possible outcomes of not

receiving fluvoxamine Included depresslion,
 behaviors and anxiety.

f. Review of Resldent #7's PCP's order dated
02/01/22 revealed an order for Metoprolol (used
to treat high blocd pressure) 25mg daily.

Review of Resident #7's May 2022 aMAR from
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residents.

residents.

on the reports.

Care Coordinator (SCC) aware the next moming.
~She said the RCC or 3CC made the PCP aware
when medIlcations were nal availabla for

Interview with the Administer on 05/13/22 at
11:30am and 05/13/22 at 2:20pm revealed:
-He expected the PCP {0 be made aware when
medications were not administered to the

-He was unaware Resident #7 had no signed refill
orders for seven medications.

-He expected the RCC and SCC to coordinate
who would bo making the PCP aware whon
medications were not available.

-Meadication carts were to be audited weekly by
the night shift MA to ensure medications were
available for administration.

-He was not sure if tha medication cart audits
were being completed,

-He started running reports 2-3 weeks ago but did
not fee] he was capluring averything he should be

~The facility consullant had begun warking with
him an what reporis he should be getting.

SYATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION {3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ——— COMPLETED
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Violalion.

The facility faited to contact the physiclan for a
resident with physician orders to monitor for signs
of bleeding due to being on an anticoagulant
medication and having critically high lab resulis,
wilh an INR of greatar than 10, who had signs of
bleading in her undergarmenis and bed and was
not sent to the hospital until six days later when
she was bleeding from her nose, mouth and in
her brief, whereby requiring hospitalization for 8
days for gastrointestinal bleeding and received
two unils of blood, This faillure resulled in
serfous physical harm and constitutes a Type A1
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and 05/13/22 revealed there was no Vitamin D "
50mcg tablets available for adminisiration, :

Telephone interview with Resident #7's

 Contracted phanmacy technician on 05/11/22 at
12:58pm revealed no signed refill orders for the
residents missed medicalions,

Telephone interview with a Pharmacist for tha
Tacllity's contracted phamacy on 05/13/22 at
12:45pm revealsd possible outcomes of not
receiving Vitamin D included bone loss,
osteoporosis and fractures over tfime,

Interview with the RCC on 05/12/22 at 9:14am
revealed: :
-The MA was responsible for refills of ;
medications.
~The process was to rofill the medicalions 3-5
days prior to the medications running out.
-She did not know Resident #7 was not getting
her medications as ordered,
~There was no documentation the MA's notified
the PCP of Resident #7's missed medication,
-MAs were tralned if a medication was not
availabla to administer, they were to document it
on {he eMAR and provide a reason why the
medication was not given,
-The MAs were to follow up with the pharmacy
and the provider when a medication was not

_ available for administration.

Interview with the MA on 05/11/22 at 8:50am
revealed:

-If the medication was not on the cart, she
checked to make sure the refill was completed on
the eMAR and expected tha medication to ba in
that night.

=If the medication did not come in during the
night, she would make the RCC or the Special

Divisfon of Health Sarvice Re ulation FORMAPPROVED
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lobe pneumonia.

revealed:

tablats on 06/04/22,

at 4:55pm revealed:

(05711/22).

Release Form™

1:10pm revealed:

05/03722.

-She had a chest x-ray that showed left lower

-He prescribed a Z-Pak (azithromycin, an
anlibictic) and prednisone (a medication to
decrease inflammation) 20mg one tablet daily.

Review of Resident #8's May 2022 elecironlc
Medication Administration Record {eMAR}

-There was an enlry for azithromycin 250mg two

-There was an eniry for azithromycin 250mg one
tablet daily from 05/05/22 to 05/07/22,
-There was no entry for prednisone.

Interview with a medication aide (MA) on 05/11/22

-Resident #8 left with family that moming
(05/11/22} for a leave of absence.

-Raosident #8 took the medications she would
need while she was away with her today

-She documented the medications given to the
resident on a "Leave of Absence Medication

-She did not administer Resident #f8's moming
medications today {05/11/22) because the
resident left before lhe moming medication pass.

Review of Rasident #8's Leave of Absence
Medicalion Release Form dated 05/11/22
revealad prednisone 20mg seven tablels were
reloased to {he resident.

Telephone interview with a representative from
the facllity's contracted pharmacy on 05/12/22 at

-They received an order for prednisone 20mg ong
tablet daily for seven days for Resident #8 on
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PREFIX
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SUMMARY STATEMENT oF DEFICIENCIES
(EAGH DEFIGIENCY MUST BE PRECEDED DY FULL
REGULATORY QR LSC IDEN TIFYING INFORMATION)
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D273

D276

Continued From page 25

The facllity provided g plan of protection In
accordance with G.S, 1310-34 on 05/12/22 for
this violation,

CORRECTION DATE FOR THE TYPE A1

VIOLATION SHALL NOT EXCEED JUNE 1,
2022,

10A NCAC 13F .0902(c}{3-4) Haalth Care

~ 10A NCAC 13F .0902 Health Care

{c) The facllity shall assure documentaticn of the
following in the resident'’s record:

(3) written procedures, treatments or orders from
a physician or other icensed health professional:
and

{4) implementation of procadures, treatments or
orders specified In Subparagraph (c)(3) of this
Rule,

This Rule is not met as evidencad by:

Based on interviews, and record reviews, the
facilily faifed to Implement physician's orders for 1
of 8 sampled resldents (Resldent #8) regarding a
medication to treat inflammation.

The findings are;

Reviaw of Resident #8's FL2 datad 03/04/21
revealed diagnoses included diverticulitis
{inflammation or infection in lhe colon) and
muscle weakness, ;

Review of Resident #8's Primary Care Provider's .
{PCP)'s visit note dated 05/02/22 revealed:
~The resldent had a moist cough, :

D273
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D276 Continued From page 28
PCP on 05/13/22 at 12:14pm was unsuccessful.

D 358 10A NCAC 13F .1004(a} Medication
Administration

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

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{2} rules in this Section and the facility's policies
and procedures.

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

Based on chservations, interviews, and record
reviews, the facility failed to adminlster
medications as ordered for 1 of & residenis (#7)
observed during the medication pass including
arrors with two medications to treat hypertension,
a medication to treat depression, a medication to
treat fluid retention, a medication io treat mood, a
medication o treat anxiety and a supplement;
and for 2 of 6 residents (#1 and #2) sampled for
record review including errors with a medication
lo decrease blood clotling (#1). and medication (o
treat panic disorders and decrease anxlety (#2).

The findings are:

The medication error rate was 21% as evidenced
by the observation of 7 errors out of 33
opporunities during the 9:00am medication
passes on 05/10/22 on the Spacial Care Unit
(SCU) and the 8:00am medication pass on
05111422 on the Assisted Living Unit,

D276

D 358
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on 05/03/22,

system.

eMAR system better.

syslem.

done.

2:05pm revealed:

order was recejvad.

pharmacy.

D276 Conlinued From page 27

-Prednisone 20mg, seven fableis

Interview with the Resident Care Coordinator
(RCC) on 0511222 at 9:15am revealed:

-She started working for the facliity about seven
weeks ago and was still learmning the eMAR

~The Special Care Coordinaior {SCC) helped her
enter the Z-Pak order because she knew the

-Both she and the SCC overlooked the order for
the prednisone, and It did not get entered in the

-Anew system put in place at the end of April
2022 to have a second staff member view new
orders in the sMAR systam for accuracy did not
work and she was unsure why,

-The MA that received the prednisone from the
pharmacy was responsible to compare the
medication label with the order in the aMAR
system, but she was not sure why it was not

Interview with the Administrator on 05/13/22 at

The MAs, RCC, and SCC were all responsible to
enter new orders into the eMAR system when the

~The MAs were responsible to compare the label
of new medicaticns with the order in the eMAR
system when the medication arrived from the

-Medication carts ware fo be audited waalfly by
Lthe night shift MA, comparing the medications
available to the resident's eMAR. .

-He was not sure if the medications audits were

being cempleted and complated accurately,

Altempted telephone interview with Resident #8's

D 27§

were dispensed
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Cenlinued From page 30

-An Intemational Normalized Ratio {INR) blood
test (a test that measures the time for bBloed to
clot) was to be done in ona week and monthly
thereafter.

Review of the PCP's order for Resident #1 dated
03/29/22 revealed:

=The rivaroxaban was discontinued.

-Warfarin 5mg one tablet daily was prescribed for
Resident #1.

-Resident #1's was Io have an INR blood test in
one week,

Review of Resident #1's INR resulls dated
04/07/22 revealed an INR of 1,92 {therapeutic
range 2.0-3.0).

Review of Resident #1's PCP's visit note dated
04711422 ravoaled:

-Rivaroxaban was discontinued.

-Warfarin 5mg one tablet dally was prescribed.
-Resldent was to have an INR blood test in one
week and monthly thereafler.

Revlew of Resident #1's INR results daled
04/15/22 revealed the INR was 8.91 which was
critically high.

Review of Resident #1 PCP's order dated
04115122 revealed:
~Residant #1's INR was 8.91.

-Warfarin was to be held until further notice.
-A stat {urgent) INR was to be done on Monday

{04/18/22).

~"Please make sure patlent is not taking Xarelto™
{tivaroxaban),

-Rivaroxaban was disconlinued on 03/29/22.

Reaview of Resident #1's INR resulis dated
04/19/22 revealed the INR was high, grealer than

B 358
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D 358

1. Review of Resident #1's FL2 dated 09/28/21
revealed dlagnoses included coronary artery
disease and hypertension.

Review of Resident #1's hospital discharge
summary dated 11/05/21 ravealed:

-Resident #1 was hospitalized with 2 pulmonary
embolism (blood clot in the lung),

-Discharge medications included apixaban 5mg
(a medication to decrease blood clotting); take
10mg twice daily for six days and then take Smg
twice daily beginning 11/12/21.

Review of Resldent #1's signed Primary Care
Provider's {(PCP) orders dated 02/04/22 revealed
an order for apixaban 5mg one tablet twice daily. '

Review of Resident #1's PCP's visit note dated

- 03/01/22 revealed:
-There was an addendum fo the note stating ;
Resident #1's family would like an altemative
anticoagulant (a medication to decrease blood
clotting) medication, i
-An order for rivaroxaban {a medication to
decrease blood clotting) 10mg one tablet daily
was sent to the facility,

Review of the PCP's order for Resident #1 dated
03/01/22 revealed:

-The apixaban was discontinued,

-Rivaroxaban 10mg one tablet dally was
prescribed for Resident #1.

Raview of Resldent #1's PCP’s visit note dated
03/28/22 ravealed:

-The rivaroxaban was disconlinued,

-Resident #1 was prescribed warfarin (a
medication {0 docroaso blood clotting) Smg ono
tablet daily.
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04112422,

-The rivaroxaban was documented as
adminlstered 4 iimes from 04/01/22 to 04/11/22.
-There were 7 Inslances the rivaroxaban was
documented with a code 09" indicaling the
medication was not administered and to see lhe
nurse's notes.

-There was an entry for warfarin one tablet four
times daily. at 8:00am, 12:00pm, 4:00pm and
8:00pm with a start date of 04/12/22.

-There was no dosage indicated for the warfarin
enfry.

-The warfarin entry was documented as
administered from 14 Instances from 04/12/22 to
04/15/22, 19 instances from 04/18/22 to 04/22/22,
and 4 instances on 04/25/22,

-The warfarin entry was docurmented with a "H",
indicaling hald, 10 inslances from 04/15/22 lo
04/17/22 and 9 instances from 04/22/22 10
04124122,

~The warfarin entry on 04/26/22 at 8:00am was
documented with code "06", indicating Resident
#1 was hospitalized.

Observalion of Resldent #1's medications on
04/29/22 at 11:30pm revealed:

~There was a boitle Jabeled warfarin Smg, take
one tablet every day.

-The label indicated 60 tablals were dispensed on
03/29122.

There wara 27 tablets remaining in the botlis.

Telephone interview with a MA on 05/03/22 at
2:35pm revaalad:

-She was responsible for Implementation of new
medication orders Into the facllitles electronic
filing system and transcribe physiclan's orders
into resldents eMAR.

-The facility did not have a process fo ensure staff
transcribed physician's orders into tho oMAR
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10.

Review of Resident #1's PCP's vistt note dated
04725122 revealed:

-Resident #1 had an elevated INR close to 10,
-The lab result was a potential lab error,
~Warfarin had been placed on hold.

-The INR was to be repeated that day {04/25/22),
-Resident #1 was to ba monitored for blood in her
stool, fatlgus, dizziness, shortness of breath and
chest pain,

Review of Resident #1's INR results dated
04/26/22 revealed the INR was high, greater than
10.

Review of Resident #1's PCP's order dated
0426122 revealed;

-"Please continue to hold Coumadin® {warfarin).
-"Pleagse make sure medication has not been
given®.

~The INR was to be rechecked on 04/29/22.

Review of Resident #1's March 2022 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for apixaban Smg one tablet
twice dally.

-The apixaban entry was discontinued on
03/02/22.

~There was an entry for rivaroxaban 10mg one
tablet daily.

- =The rivaroxaban entry had a start date of

03/03/22 and a discontinue date of 04/12/22,

Review of Resident #1's April 2022 eMAR
revealed;
-There was an enlry for rivaroxaban 10mg one

tablet daily.
=The rlvaroxaban entry had a disconlinue date of
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-The [abel Indicated warfarin Smg, one tablet daily
was to be administered to Resident #1,

Telephone interview with a representative from
the facility's contracted pharmacy on 05/11/22 at
9:12am revealed:

-Resident #1 used an outside pharmacy for her
medications.

-If they received orders for Resldent #1, they
would profile or place the orders on her eMAR but
would not send the madication to the facility.
-She thought facility staff could change orders
placed on resident eMARs but if they did the
pharmacy staif would not be able to see the
changes.

-She was unable to relrieve Resident #1's profile
because she was out of the facility for more than
14 days.

Telephone interview with Resident #1's
Healthcare Power of Attorney (POA) on 04/29/22
at 1:50pm revealed:

-On 04/26122, a nurse from the facility called
Resident #1's family member to inform him the
resident was sent to lhe ED because staff
ohserved blood coming from her mouth and
nose.

-Resident #1's blood was "very thin" and she had
internal bleeding.

Telephone interview with Resident #1's POA on
05/11/22 at 1:20pm revealed staff at the facllity
did not administer Resident #1's blood thinning
medlcation correctly and she was hospliallzed
wilh internal bleeding.

Tolephona interview with Resident #1's PCP on
05/11i22 at 4:19pm revealed:

-Resident #1 was prescribed anticoagulant
medications because she was praviously

Division of Health Service Requlalion
STATE FORM w©n RHYE11 1# conlinuation sheet 35 o B3




PRINTED: 06/03/2022

. FORM APPROVED
Division of Hezlth Servica Requlation
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA £%2) MULTIPLE CONSTRUCTION {%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALOGD166 B. WING 05/13/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WICKSHIRE STEELE CREEK 13600 5 TRYON ST
CHARLOTTE, NG 28274
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES _ o PROVIDER'S PLAN OF CORRECTIO
PREFIX {EACH DEFICIENCY MIST BE DR ECEDED BY FuLL FREFIX {EACH CORRECTIVE ACTION sugtﬂ.nbge m;ﬁm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TO THE APPROPRIATE oate
DEFICIENCY)
D 358 Continued From page 33 D 358
accurately.

-On or about 04/11/22, she found an order for
Resldent #1 in the copler room to discontinue
rivaroxaban medication and start warfarin Smg
medication dated 03/29/23,
-She did not know when or how Resident #1's
warfarin 5Smg medication order dated 0372922
had been placed in the copier room.
-On 04/11/22, sha transcribed Resident #1's
order dated 03/29/22 o discontinue rivaroxaban
effective 04/11/22 and start Resident #1's
warfarin Smg on 04/12/22 on the eMAR.
-She may have added Resident #1's warfarin

. Smg medicalion as 'qd' (once daily) or ‘qid" (four
times daily), she did not know the difference
between the medicalion abbreviations,
-She did not recall notification to Resident #4 's
pharmacy to fill Resident #1's warfarin 5mg
medicallon,
-She was aware Resldent #1 was on blood
thinner medicalions but did not know the names
of bloed thinner medications.
-On 04/26/22, she was nofified by a perscnal gare
aide (PCA) that Resident #1 had bload in her
brief and on her bed,
-On 04426/22, she called 911 and had Resident
#1 sent to the emergency department (ED) for
evaluation due to bleeding from her nose and

" moulh with no known cause.

Telephone interview with 2 pharmacist from
Resldent #1's phammacy on 05/11/22 at 8:45am
revealed:
-The pharmacy dispansed Rosldent #1's
prescriptions and family members picked them
up.
-‘.I'F\'farfarin 6myg, 60 tablets were dispensed for
Reslident#1 on 03/29/22,
~The medicalion was picked up from the
pharmacy on 03/30/22,

{ Heallh Service Regulalion
gﬂrﬁ?::%afq s o RH7EN

If coatinuation gheot 34 of B3




PRINTED: 06/03/2022

FORM APPROVED
Division of Health Service Regulalion
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BDING COMPLETED
HALUE0166 HHNG 05/13/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
360
WICKSHIRE STEELE CREEK 13600 3 TRVAN ST
CHARLOTTE, NC 28278
{%a) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED VO THE APPROPRIATE DATE
DEFICIENCY)
D358 Continued From page 36 D 358

(RCC) on 05/12/22 at 9:15am revealed:

-The MAs were responsible to enter new orders
Into the eMAR system,

-Resident #1 received her medications from an
outside pharmacy.

-When a now medication arrived at the facility, it
was the MA's responsibility to compara the label
on the medication to the order in the eMAR
systam lo ensure they matched.

-MAs were trained fo compare the medication
label with the eMAR prior to administering a
medicalion.

-She had placed Resident #1's warfarin on hald
on two occasions but could not recall the dates.
-She was unsure if she entered a date for the
hold on the warfarin to end.

-She could not recall how long she put the
meadication on held but thought she had a resiart

date,

-She did not know how to put a medication on
hold indefinitely because she had never done it.
-Prior to the medication error with Resident #1, on
04/12/22, there was not a system in place for a
second staff member to review the order in the
eMAR system for accuracy.

[nterview with the Administrator on 05/13/22 at
2:05pm revealed:

-The MAs were responsible for pulling new
orders into the eMAR system,

~-The RCC and tha Special Care Unit Coordinator
{SCC) wara responsibla for reviewing new orders
on {he eMAR for accuracy, but he was not sure if
it was being done.

-The warfarin order for Resldent #1 was a
transcription error by the MA,

-The MAs were responsible to compare the label
of new medications wilh the order in the eMAR
system when {he medicalion arrived at the facility.
-When the warfarin order was enlarad into tha
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diagnosed with bilateral pulmonary emball,
-Resident #1's anticoagulant medication was
changed to warfarin at the request of the family.
-Resident #1's warfarin dose would need to be
regulated based on her INR blogd test results,
-He wrote an order an 03/29/22 10 disconlinue
Resldent #1's rivaroxaban, start warfarin 5mg one
tablet daily and check the resident's INR In one
week,

-Resident #1 was seen by a colleague on
04/11/22 and his colleague did not see the
warfarin order an Resldent #1's eMAR.

-His collezgua wrote the ordar again on 04/11/22
to discentinue Resident #1's rivaroxaban, start
warfarin 5mg daily and check the residant's INR
in one week and monthly thereafter,

-0On 04/15/22 Resident #1's INR blood test result
was high at 8,91,

-His colleague wrote an order an 04/15/22 to hold
Resident #1's warfarin until further notice, geta
STAT INR on Monday {04/1 8122}, and for the
facility to make sure Resident #1 was not taking
rivaroxaban,

-Resldent #1 had high INR readings, greater than
10, on 04/18/22, 04/22/22, and 04/25/22 and after
each lab result, he ordered Resident #1's warfarin
to ke held,

-He thought the INR results greater than 10 were
inaccurate because he did not know Resident

 #1's warfarin was belng administered QID (four

times dally} Instead of QD {once daily),
-He did nof give any orders for Resident #1's
warfarin to be restarted after it was put on hold.

- -Resident #1 was sent to the hospital for internal

bleeding.
-Possible outcomes of receiving a greater than
prescribed dose of warfarin included intemnal

. bleeding and death.

 Interview with the Resident Care Coordinator

D 358
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Raview of Resident #2's emergency department
(ED) documentation dated 04/05/22 at 2:11am
revealed:

-Resident #2 "was administered clonazepam
tonight which is not a medication she takes,
resident was drowsy and fell, hitting the back of
her head."

-There was no addittona] informalien documented
related to the time the clonazepam was
administered In error,

-There was no additional information documented
related to the dosage of clenazepam
administered to Resident #2 in aerror.

-Rosidont #2 was stablo ond dischargad to tho
facllity on 04/05/22.

Review of Resident #2's current physician's
orders dated 02/01/22 revealed no order for
clonazepam (a medication used to treat seizures,
panic disorders. andfor anxiety) medication.

Review of Restdent #2's April 2022 electronic
medication adiministration record (eMAR)
revealed there was no enlry for clonazepam.

Interview with Resident #2 on 04/12/22 at
12:00pm revealed:

-She utilized a rollator for ambulation.

-A medication aide {MA) administered lhe wrong
medication to her in the afternaon on 04/04/22,
-After she was administered the wrong
medication, she lelt drowsy and unsteady on her
feet and fell in her bedroom in the evening of
04/04/22,

-Resident #2 stated “my memory is failing but |
am paranoid that staff are going to give me tha
wrong pilt again.”

-She was not aware of any other occasions of the
wrong medication being administered to her,

' pass
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eMAR system, ha did not think there was a
second staff member reviewing orders for
accuracy,

2, Review of Resident #2's current FL-2 dated
08/03/21 revaaled:

-Diagnoses included coronary artery disease,
hypertension, hyperlipidemla, history of
cerebrovascular accident, recurrent urinary tract
Infections, chronic pain, glaucema, and frail
elderly,

Reviaw of Resident #2's currant care plan dated
08/12/21 ravealad:

-Resident #2 was alert and able to make her
needs known.

-Resident #2 ulilized a rollator for ambulation,
-Resident #2 did not administer her own
medications.

-Resident #2 was not prescribed medicallons for
mental health or behaviors,

Review of Residant #2's facility progress notes
revealed:

-On 04/04/22 at 8:26pm, staff documented
Resident #2 was observed in her bedroom on the
floor,

-Staff documented Resident #2 reported she had
fallen without any injury.

-On 04/04/22 at 9:05pm, staff documented
contacting Resident #2's physician to report a
medication errar,

. -Therg was no information related to the type of
medicalion administered to Residant #2 in omor.
-Staff documented Resident #2's physician
reported Resident #2 should get sleepy and to
monitor Resident #2.

- ~There was no additional documentation refated

to the incident,

D 358

Division ¢l Heallh Sarvico Regulation
STATE FORM

I conlinuation shegt 38 of B3

ce RH7EN




PRINTED: 06/03/2022

FORM APPROVED
Divislon of Heallh Service Regulalion
STATEMENT OF DEFICIENCIES (X1} EROVIDERISUPPLIER/CLIA (%2} MULTIFLE CONSTRUCTION {3} DATE SURVEY
AND PLAN GF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALOG0166 B. WING 05/13/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIF CODE
13600 S TRYON 5T
WICKSHIRE STEELE CREEK
CHARLOTTE, NC 2B278
() ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EAGH DEFIGIENGY MUST DE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COUDLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
D358 Continued From page 40 . D358
medicalions.

-He was nolified by the facility in the evening of
04/04/22 related to a day shift MA administration
of another rasident’s clenazepam 1mg medication
to Resident #2 [n error,

-On 04/04/22 he instructed faceility staff to monitor
Resident #2 for abnormal drowsiness.

-He was not aware Reasident #2 had sustained a
fall on 04/04/22 until 04/05/22.

-If Rosident #2 had been adminlstered
clonazepam 1mg in error, it may cause
grogginess and an unsteady gait,

-Resident #2's medicatlon adminlstration emror on
04/04/22 could have contributed to Resident #2's
fall on 04104422,

-Resident #2 had expressed anxlety with staff
administration of her medlcatlons since 04/04/22.

Interview with a dayshift MA on 05/11/22 at
9:30am revealsd:

-Resident #2 constantly questioned her
medicalions since a medication administration
incident oceurred in early April 2022,

-Resident #2 required frequent reassurance by
staff that her dispensed medicalions were
accurate before she would take them by moulh,

Telephone interview wilh Stalf A, a MA, on
05/11/22 at 8:48am revealed:

-She was hired by the facility at the end of
February 2022 as a psrsonal car aide (PCA) and
MA.

~She had not taken the North Carolina Medication
Aide exam,

-She had not received any tralning related ta
medication administration by a facility Registered
Nurse, Pharmacist or any other licensed
healthcare professional,

-0n or about 04/01/22, she had received
medication adminisiration training from other MAs
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Observation of Resldent #2 on 0511422 at
9:05am revealed:

-Resident #2 was in the hallway at a medication
cart.

-A MA altempted to administer Resident #2's
scheduted medications, and Resident #2 was
resistant and stated, “Are you posilive these are
my right medications,” "
-AMA reassurad Resldant #2 the medications
dispensed in a single sarve medication cup were
Ihe comrect medications prescribed by her
physician.

Telephane interview with Resident #2's
responsible party on 05/11/22 at 10:30am
revealed;

-Resident #2 required staff to administer her
medicalions.

-On 04/04/22 at 9:30pm the Administrator nolified
him that Resldent #2 had been administerad a
madicatlon, clonazepam in error.

-Resident #2 did not have a physician's order for
clonazepam,

-He visited Resident #2 on 04/04/22 and was
Informed she fell that evening,

-Resident #2 was sent to the ED for evalualion
after the fall,

-Resident #2 was evaluated al the ED on
04/04/22 with no physical injuries and discharged
back to thao facllity on 04/05/22,

. -Since the medication error, Resident #2 was

fearful of the facility staff administering her
medicalions.

Telephone interview with Resident #2's

physiclan's assistant on 05/11/22 at 4:32pm .
revealed: ;
-Resident #2 was not prescribed clonazepam :
medicalion, ;
-Residaent #2 required staff to administer her
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her of the medication error and subsequenily the
dayshilt MA was insiructed lo [eave the facility
and not return to the facility.

-On the evening of 04/04/22, she notified
Rasident #2's physician regarding the madication
administralion error, and he instructed her to
monitor Resident #2 for drowsiness.

-On the evening of 04/04/22, after notification to
Resident #2's physician refated to the medication
emvor, she checked on Resldent #2 and found
Resident #2 on the floor in her room.

-On 04/04/22, Rasident #2 informed har that she
felt unsteady while standing and fell.

-0On 04/04/22, Roesldent #2 informed her that she
did not sustain any injuries from the fall and
requested staff assist her {o bed for the night.
-Resldent #2's responsible parly visited her on
04/04/22 around 10:00pm and raquested that
Resident #2 be sent to the ED for evaluation due
{o the medication error and fall.

Interview with the BOM on 04/12/22 at 10:15am
revealed:

-She had been a MA at the facility and recently
promatad to BOM.

-Staff A was hired as a PCA and MA at the end of
Fobruary 2022,

-Staff A was trained by the BOM on medication
administration procedures an or about 04/01/22.
-Staff A alsa recelved fralning from other MAs at
the facility before Staff A was allowed fo
administer medications independently.

-Staif A had not received any medication
administration training from a RN, Pharmacist, or
other licensed healthcare professicnal prior to
administration of medicatlons independently.
-On 0410422, Staff A was scheduled to work as
the only dayshift MA.

-On 04/04/22, she was received a call from the
nightshift MA related to the dayshift MA

D358
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and the Business Office Manager (BOM).
-On 04/04/22, she was scheduled to administer
medications at the facllity, no additional MAs were
available to assist her,
-0n 04/04/22 between 2:00pm and 3:00pm, she
was in the process of adminlstering another
residents’ medications when Resident #2
requested a medication for pain,
-On 04/04/22 between 2:00pm and 3:00pm, she
administered a Clonazepam 1mg tablet ta
Resident #2 in error.
-On 04/04/22 shortly after 7:00pm, the evening
shift MA counted a controlled substance log and
- asked about one clonazepam 1mg tablet that was
. not accounted for,
-On 04/04/22, she and the nightshift MA counted
controlled substance medications and reviewed
lhe conirolled substance log, and she notified the
MA that she had accidentally administered
another resident's clonazepam 1mg to Resident
#2 [n emor,
-0n 04/04/22, the evening MA notifiad the BOM
of the error.
-Cn 04/04/22, the BOM Instructed her to leave
the facility and was terminated effective
immediately due to the medication error,

Telophone interview with a nightshift MA on

05/10/22 at 5:26pm revealed:

-She was a night shift MA at the facility,

-On 04/04/22 af approximately 7:00pm - 7:30pm

she reconclled controlled substance medications

with the controlled substance log with tha first

shift MA and counted one clonazepam 1mg dose
. unaccounted for one resident.

-0On 04/04/22, durlng controlled substance

racongciliation, the first shift MA recognized Lhat

she had given Resident #2 a clonazepam 1mgin

error.

-On 04/04/22, she conlacied tha BOM to nolify
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any medication administration training from a RN,
Pharmacist, or ather licensed heallhcare
professional prior to administration of Resident
#2's medicatlons on 04/04/22 because he did not
awange a licensed healthcare professional to
train the dayshift MA.

-He was responsible for ensuring a RN lrained
PCAs and MAs.

-The dayshift MA that administered Resident #2's
medication in emer on 04/04/22 was instructed
not to relurn to tho faclily on 04/04/22.

3. Review of Resident #7's current FL2 dafed
08/07/21 revealed diagnosis included frank
hematuria.

a. Review of Resident #7's physician orders
dated 04/14/22 revealed there was an order for
furosemide 40 mg, 2 tablets (a medication used
to treat fluld retention and swelling} to bo
administered daily.

Observation of the medication pass an 05/11/22
at B:50am revealed:

-The medication alde (MA) prepared 7 oral
medications for Resldent #7.

-Furosemida was not administered fo Resident
#7.

Observation of Resident #7's medications
avallable for administration on 05/11/22 at
8:50am revealed furosemide was not available for
administration.

Review of Resident #7's May 2022 electranic
Medicatlon Adminisiralion Record (eMAR) from
05/01/22 to 05/13/22 revesled:

-There was an entry for furosemide 40mg, 2
tablets to be administered daily at £:00am.
-Oulside pharmacy provided an order on
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administration of one clonazepam 1mg to
Resldent #2 in emor.
-On 04/04/22, she Instructed the dayshift MA to
teava the facility and not fetum to the facflity.
~On 04/04/22, she instructed the nightshift MA to
notify Resident #2's physician related to the
medication error.
-She was not aware Resident #2 had sustained a ‘
fall prior to Instructing the nightshift MA,
-On 04/04/22, she called the Administrator ] !
Inform him of Resident #2's medlcation
. adminlstration error,
~The Administrator notified her that he would
- contact Resldent #2's responsible party.

Interview with the Administrator on 04/1 2122 at
10:30z2m revealed:
-The BOM notified him on the evening of i
04/04/22 that Resident #2 was administered the
wrong medication by the dayshift MA.
-The medication error was identified by the
nightshift MA.
-Resident #2 was not prescribed clonazepam.
-On 04/04/22, he notified Resident #2's
responsible party refated to the medication
administration efror.
-On 04/04/22, Resident #2 had sustalned an !
unwitnessed fall that evening without injury and
did not want to be sent to the ED for evaluation.
-On 04/04/22, Resident #2's responsible party
visited lhe facility and requested Resident #2 be
sent to the ED due the medicaticn administration
. error and subsequent fall.
=Tha dayshift MA that adminislered Residant #2's
medication in error on 04/04/22 had received
medication administration tralning from other
facility MAs and the BOM a few days prior to
04/04/22,
-The dayshift MA that adminlstered Resident #2's
medication in error an 04/04/22 had not received
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Review of Resldent #7's May 2022 eMAR from
D5/01422 to 05/13{22 revealed:

~There was an eniry for nifedipine 80 mg to be
administered twice dally at 8:00am and 8:00pm.
-Nifediplne was not documented as administered
16 of 25 opportunities due 1o medication was
unavailable.

Telephone interview with Resident #7's
contracted pharmacy lechnician on 05/11/22 at
12:58pm revealed the last time nifedipine was
dispensed for Resident #7 from their pharmacy
was 03/09/22 for 60 tablets.

Telephone interview with a Pharmagist for the
facility’s conlracted pharmacy on 05/13/22 at
12:45pm revealed:

-The pharmacy had no signed refill orders for
Resident #7's nifedipine.

-The pharmacy was unaware Resident #7 had
gone wilhout nifedipine.

-Possible outcomes of not receiving nifedipine
included heart rate and blood pressure issues.

¢. Raview of Resident #7's physician order dated
02/01/22 revealed there was an order for
aripiprazole 2mg. (to freat mood disorder) to be
given daily in the morning.

Observation of the medicalion pass on 05/11/22
at 8:50am revealed:

-The MA prepared 7 oral medications for
Rosldont #7.

<Ariplprazole was not administered to Resident
#7.

Observation of Resident #7's medications
avallable for administration on 05/11/22 at
8:50am revealed aripiprazole was not available
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04/14/22 for Furosemide 40mg, 2 tablets to be
administered daily,

-Furesemlide was not documented as
administered 7 of 13 opportunities due to

. medication was unavailable.

Telephone interview with Resident #7's :
contracted pharmacy techniclan on 05/11/22 at '
12:58pm revealed the last time furosemida was
dispensed for Resident #7 from their pharmacy
was 10/09/21 for 30 tablets. '

Telephone interview wilh a Pharmacist for the

facllity's contracted pharmacy on 05/13/22 at

12:45pm revealed:

-The phammacy had no signed rafill orders for

Resident #7's furosemids,

~The pharmacy was unaware Rosident #7 had

gone without furosemida,

-Possible outcomes of not raceiving furosemide
included flutd bulldup and Increase in blood

pressure, i

b. Review of Resident #7's physician order dated
02/01/22 revealed there was an order for
nifedipine ER Osmolic Release Tablet 60 mg
(used o treat high blood pressure), to be
administered 2 times daily.

Observation of the medication pass on 05/11/22
at 8:502m revealed:
~The MA prepared 7 oral medications for

Resident #7.
-Nifedipine was not documented as administered

to Resldant #7,

Observation of Resident #7's medications
available for administration on 05/11/22 at
8:50am ravealed nifedipine was not available for
adminlistration.

D 358
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8:50am revealed clonazepam was not available
for adminisiration.

Revlew of Resident #7's May 2022 eMAR from
05/01/22 to 0513/22 revealed:

-There was an entry for clonazepam 0.5 mg, to
be administered twice daily at 9:00am and
4:00pm,

-Clonazepam was not documented as
administered 9 of 25 opporiunities dua to
medication was unavailable.

Telephong interview with Resident #7's
contracted pharmacy techniclan on 05/11/22 at
12:58pm revealed the [ast time clonazepam was
dispensed for Resident #7 from their phanmmacy
was (:2/05/22 for 60 tablets.

Telephone interview with a Pharmacist for the
facility's contracted pharmacy on (5/13/22 at
12:45pm revealed:

-The pharmacy had no signed refill orders for
Resident #7's clonazepam.

-The pharmacy was unaware Resident #7 had
gone without clonazepam.

-Possible outcomes of not receiving clonazepam
included anxiety or seizures.

e, Review of Resldent #7's physician order dated
02/01/22 revealed there was an order for
fluvoxamine 100 mg (used to treat depression}, to
be administered daily in the moming.

Observation of lhe medication pass on 05/11/22
at 8:50am revealed:

-The MA prepared 7 oral medications for
Resident #7.

-Fluvoxamine was not administered to Resident
#7.
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for administration.

Review of Resldent #7's May 2022 aMAR from
05/01/22 fo 05/13/22 revealed:

-There was an eniry for aripiprazole 2 mg to be
administared dally at 8:00am.,

-Aripiprazole was not documented as
administered 4 of 13 opporiunities due to
medication was unavallabla,

Telephone Interview with Resident #7's
contracted pharmacy technliclan on 05/11/22 at
12:58pm revealed the last ime aripiprazale was
dispensed for Resldent #7 from their phamacy
was (03/09/22 for 30 tablets.

Telephone interview with a Pharmacist for the
facility's contracted pharmacy on 05/13/22 at
12:45pm revealed:

-The pharmacy had no signed refill arders for
Reslident #7's aripiprazole.

-The pharmacy was unaware Resldent #7 had
gone without ariptprazole.

-Possible outcomes of not receiving aripiprazole
could lead to behavloral issuas,

d. Review of Resident #7's physician order dated
02/01/22 revealed there was an order for
clonazepam 0.5 mg, {used to treal anxiely), to be

" administered twice dally.

Observation of lhe medication pass on 05/41/22
at 8:50am revealed:

=The MA prepared 7 oral medications for
Resident #7.

-Clonazepam was not administered to Resident

#.

Observation of Resident #7's medications
available for adrinistration an 05/11/22 at

D 358
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Observation of Resident #7's medications
available for administration on 05/11/22 at
8:50am revealed metoprolol was not available for
administration.

Review of Resident #7's May 2022 eMAR from
05/01/22 to 0513/22 revealed:

-There was an entry for metoprolol 25 mg to be
adminlstered daily at 9:00am.

-Metoprolol was not documented as administered
4 of 13 opportunities due to medication was
unavailable.

Telephone interview with Resident #7's
contractad pharmacy technician on 05/11/22 at
12:58pm revealed the last time metoprolol was
dispensed for Resident #7 from thelr pharmacy
was 03/10/22 for 30 tablets.

Telephone interview with a Pharmacist for the
facilily's conlracted pharmacy on 05/13/22 at
12:45pm revealad:

-The phamacy had no signed refill orders for
Resldent #7's metoprolol.

-The pharmacy was unaware Resident #7 had
gong without metoprolol,

-Possible aulcomes of not receiving meloprolol
included heart rate and blood pressure issues,

g. Raview of Resident #7's physician order dated
D2/01/22 revealed there was an order for Vitamin
D Capsule 50 meg, (a supplement}, to be
administered in the moming dally.

Observation of the medicalion pass on 05/11/22
at 8:50am revealed:

-The MA prepared 7 oral medications for
Resident #7.

-Vitamin D was not administered to Resident #7.
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Observation of Resldent #7's medications
available for adminislration on 05/11/22 at
8:50am revealed fluvoxamine was not availablg
for administration,

Review of Resident #7's May 2022 eMAR from
05/01/22 10 05/13/22 revealed:

-Thare was an entry for fluvoxamine 100 mgto
be administered once daily at 9:00am,
-Fluvexamine was not documentad as
administered 4 of 13 opportunities due to
Medication was unavailable,

Telephone interview with Resident #7's
coniracted pharmacy technician on 05/11422 at
12:58pm revealed the jast time fluvoxamine was
dispensed for Resident #7 from their pharmacy
was 02/11/22 for 30 tablats,

Telephone interview with a Pharmacist for the
facility’s contracted pharmacy an 05/13/22 at
12:45pm revealed:

-The pharmacy had no staned refill orders for
Resident #7's fluvoxamine.

-The pharmacy was unaware Resident #7 had
gone wilhout fluvoxamine.

-Possible outcomes of not receiving fluvoxamine
included depression, behaviors and anxiaty,

f. Review of Resident #7’s physician order dated
02/01/22 revealed there was an order for
metoprolol tartrata 25 mg {used to treat high

* blood pressure), to be administered daily.

Observatlon of the medicatlon pass on 05/11/22
at 8:50am revealed;

-The MA prapared 7 oral medications for
Resident #7.

-Metoprolol was not administered to Resident #7,
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-She made the Resident Care Coordinator (RCC)

or the Special Care Coordinator {SCC} aware if
the medicalion was not on the cart before it ran
out.

Interview with the second MA on 05/13/22 at
11:30am revealed:

-She received tralning on what needed to be done
fo eliminate meadication errors last week.

-If the medication was not on the cart, she
checked to make sure the refill was compleled on
the eMAR and expecied the medication 1o be in

that night.
-If the medication did not come in during the

night, she would make the RCC or the SCC
aware tha next moming the medication was not
available for adminisiration.

-She gave the medications to Resident #7 during
the morning medication pass and realized the
resident did not have many of her medicalions,
-She made the RCC awara of the issue after her
morning medication pass on 05/13/22.

Interview with the RCC on 05/12/22 at 9:14am
revealed:

~The MA was responsible to do the refills on all
medlcations.

-She was not aware Resident #7 needed signed
vefill orders at the pharmacy.

-She did not know Resident #7 was not getting
her medications as crdered,

-No auditing was done until 2-3 weeks ago when
training was done on medication errors.

-The RCC and the SCC reviewed all new orders
since training began.

Interview with the Administrator on 05/13/22 at
11:30am and 05/13/22 at 2:20pm ravealad:

-He expected the primary care provider {PCFP) lo
be made aware when medicalions wera not
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Observalion of Resident #7's medlcations
available for administration on 05/11/22 at
8:50am revealed Vitamin D was not available for
administration,

Review of Resident #7's May 2022 eMAR from
05/01/22 to 051 3/22 revealed:

-There was an entry for Vitamin D 50 meg, to be
administered daily at 9:00am. I
-Vitamin D was not documented as administered

5 of 13 opportunities due to medication was
unavailable,

Telephene Interview with Resident #7's
coniracted pharmacy technician on 05/11/22 at
12:58pm revealed the last ime Vitamin D was
dispensed for Resident #7 from their pharmacy
was 03/09/22 for 30 jablots.

Telephone interview with a Pharmacist for the
facility's contracted pharmacy on 05/13/22 at

12:45pm revealed:;

-The pharmacy had no signed refill orders for :
Resldent #7's Vitamin D. :
-The pharmacy was unaware Resident #7 had

gone without Vitamin D.

-Passible outcomes of not recelving Vitamin D

included bone loss, osteoporasis and fractures

over time. :

Interview wilh the MA on 05/11/22 at 8:50am

revealed:

-When medications were not available, she

documented it on the elactronic progress notes
{eprogress noles),

-She did net know who was responsible for

reviewing eprogress notes,

-She requested refills on the eMAR. :
-She knew how to do a refilt but did not know why |
the medications woro not on the cart. .
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D 387 10A NCAC 13F .1004(j) Medication D 367

Adminisiralion

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

(1) resident's name;

(2} name of {ha medication or treatment order;
(3) strangih and dosage or quantity of medication
administered,

{4) inslructions for administering the medication
or treatment;

(5) reason or justification for Ihe administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6} date and {ime of administration;

(7} documentalion of any omission of
medications or trealments and the reason for the
omission, Including rafusals; and,

{8) name oar initials of the person administering
the medicatlon or treatment. If Initials are used, a
signature equivalent to these knitials is to be
documented and maintained with the madicalion
administration record (MAR).

This Rule is not met as evidenced by:

Based on interviews and racord reviews, the
facility failed to ensure medicalion administration
records were complete and accurate for 1 of 7
residents sampled related to a medicalion to
decrease blood clolling (Resident #1).

The findings are:

Review of Resident #1's FL2 dated 09/28/21
revealed diagnoses included coranary artery
disease and hyperienslon,

Review of Resident #1's hospital discharge
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adminlstered to the residants.

-He was not aware there were no signed refill
orders on file at the Pharmacy for Resident #7.
-He was not aware Resident #7 was not receiving
7 of her medications.

-Medication carts were ta be audited weekly by
lhe night shift MA to ensure medications ware
avalilable for administration,

-He was not sure if the medicaion cart audits
wora being complaied,

-Training took ptace on 05/07/22 tor medicatlon
errors and medication rafills.

Attempted telephane Interviaw with the Rosldent
#7s PCP on 05/13/22 at 12:14pm was
unsuccessiul,

The facility failed to ensure medications were
administered as ordared for 2 of 6 resldents
sampled for record reviaw, cne who received a
greater than prescribed dose of blood thinning
medication and was hospitalized with intemal
blocding (Resident #1), a resident who recaived
anciher resident's medication for anxiety and
panle disorder and was sent {o the hospital after
receiving the medication bacause she fell, hitting
her head and 1 of 6 residents during the
medicaffon pass, who did not recaive two

. medicafions to lower blood pressure, a

medication to freat fluld retention, and a
medication to treat depression (Resldent #71.
Tha facllity's fallure resulted In serious neglect
and constitutes a Type A1 Violation,

The facility provided a plan of protection on
0510722 In accordance with G.S. 131D-34 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED June 8, 2022,

D 358
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administered 11 instances from 03/03/22 lo
03131722,

-There wera 18 instances the rivaroxaban was
documented with code "09" indicating the
medication was not administered and to see the
nurse's noles.

Review of Resident #1's April 2022 eMAR
revealed:

-There was an entry for rivaroxaban 10mg one
tablet daily at 9:00am.

-The rivaroxaban entry had a disconlinue date of
0412122,

~The rivaroxaban was documented as
adminlstered 4 times from 04/01/22 1o 04111422,
-There were 7 instances the rivaroxaban was
documented with a cade 09" indicating the
medicalion was not administered and to see the
nurse's notes.

Review of Resident #1's nursing progress notes
from 03/03/22 to 04411122 ravealed:

-There were 22 instances the rivaroxaban was
not administered because it had not been
raceived or was on order.

-0On 03/23/22, the medication aide (MA) spoke
with a family member and was informed the
rivaroxaban was tao expensive and the family
wanted lo speak wilh Resident #1's PCP about
an alternative medication.

=The note on 03/23/22 indicated the MA would
notify the PCP on 03/24/22 when he visited the
facility.

-0n 04104122 and 04/05/22, there were two
instances when there was no documesnted reason
why the medication was not administered,

-On 04/08/22, \he medication was discontinued,

Telephone interview wilth a pharmacist from
Resident #1's pharmacy on 05/11/22 at 8:45am
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summary dated 11/05/21 revealed:

-Resldent #1 was hospitalized with a pulmonary
embaollsm (blaod ¢lot in the lung}.

-Discharge medications included apixaban 5mg
(a medication to decrease blaod clotting}; take
10mg twice daily for six days and then take Smg
twice daily beginning 11712721,

Review of Resident #1's signed Primary Care
Provider's {PCP} orders dated 02/04/22 revealed
an ordar for apixaban 5mg one tablet twice daily.

Review of Residant #1's PCP's visit note dated
03/01/22 revealed:

-There was an addendum to the note stating
Resident #1's family would like an altemative
 anticoagulant {a medication to decrease bload

clotting} madication,
" -An order for rivaroxaban {a medication to
decrease blood clotiing) 10mg one tablet daily
. was sent o the faciliy,

Review of the PCP's order for Resident #1 dated
03/01/22 revealed:

-The apixaban was discontinued,

-Rivaroxaban 10mg ane tablet daily was
prescribed for Resident #1,

Review of Resident #1's March 2022 electronic
Medication Administration Record {(sMAR)
revealed:
-There was an enfry for apixaban 5mg ona tablet
twice daily.
-The apixaban antry was discontinued on

. 03/02/22. ;
-There was an entry for rivaroxaban 10mg one
tablet daily at 9:00am,
-The rivaroxaban entry had a start date of
03103722,
-The rivaroxaban was documented as
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administration of medications or any exceplions
into the resident's eMAR.

-The instances when Resident #1's eMAR
indicated the rivaroxaban was administered were
transcription errors since the medication was not
dispensed.

-She did not think lhere was a report that could
be run each morning to see what medications
waora not administered to residants.

Interview with the Administrator on 05/13/22 at
2:05pm revealed:

-He expected the MAs lo accuralely document
medication administration and any exceptlons on
the residenis' eMAR.

-If a medication was not available to administer,
he expected the MA to follow up with the
pharmacy and nalify the RCC or SCC.

-He expectad the MA or the RCC to nolify the
resident's PCP after lhe first missed dose of a
medication.

D451 10ANCAC 13F .1212(a) Reporting of Accidents D451
and Incidents

10A NCAC 13F .1212 Reporting of Accidents and
Incidents

(a) An adult care home shall notify tha county
department of social services of any accldent or
Incident resulling in resident death or any
accldent or incident resulting in injury to a
resident requiring referral for emergency medical
avaluation, hospitalization, or medical treatment
other than first aid.

This Rule is not met as evidenced by:

The facillty failed to ensure notification to the
county department of social services of any
accidents or incidents which required refesral for
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" revealed:
-The phammacy filled Resldent #1's prescripfions
and famlly members picked them up.
-They received an order for rivaroxaban 10mg

. ons tablet daily on 03/04/22.
-The prescription was not filled because the
family had not come to pick it up.

Telephone interview with Resident #1's family
member on 05/12/22 at 11:52am revealed:
-She picked up Resident #1's medications fram
the pharmacy and deliverad them to the facility.
-She had not picked up the rivaroxaban
medication because it was too expensive.

~She thought the resident was still getting her
previous anticoagulant medication whils walting
to get an order for warfarin (a medication to
decrease bload clolling) In place.

Interview with 2 MA on 05/11/22 at 4:20pm
revealed:
-If she was not able to administer a medication
she documented “08", Indicating to see nurses'
notas, on the resident's eMAR and documanted
the reason In the nurse's notes.
-If the medigation needed to be reordered she
would fax the reorder to the pharmacy.
-3he notified the Resident Care Coordinator
(RCC), Special Care Coordinator (SCC}), or

- Business Office Manager (BOM) when a
resident's medication was not avallable,

Interview with the RCC on 0512722 at 9:18am

revealed:

-MAs were tralned an medication administration

and documentation by the previous Health and

Wallness Diractor (HWD).

~The previous HWD continued to traln MAs when
_ needed.

-MAS were trained lo accuraltely document
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D451 Continued From page 60

Coardinator (SCC) on 05/13/22 at 1:30pm.

Refer to interview with the Administrator on
05/13/22 at 3:30pm.

2. Review of Resident #2's current FL-2 dated
08/03/21 revealed diagnoses Included coronary
artery disease, hypertension, hyperiipidemia,
history of cerabra-vaseular accident, recurrent
urinary lract infections, chronic pain, glaucoma,
and frail elderty.

Review of Resident #2's facility progress notes
revealed:

-0On Q4404422 at 8:26pm, staff documented
Resident #2 was observed in her bedroom on the
floor.

-Staff documented Resident #2 reported she had
fallen without any injury.

-0On 04/04/22 at 9:05 pm, staff documented
contacling Resident #2's physician to report a
medication error,

~-There was no information related to the type of
medication administered to Resldent #2 In emor.
-Stalf decumented Resldent #2's physiclan
reported Resident #2 should get sleepy and to
monitor Resldent #2.

-There was no additional documentation related
lo the incident.

Reviow of Residant #2's emergoncy department
(ED) documentation dated 04/05/22 revealed;
-At 2:11am, was admitted after Resident #2 was
adminlistered clonazepam which was not a
medication she takes, resident was drowsy and
fell, hitting the back of her head.

-Resident #2 was stablo and discharged back to
lhe facility.

Review of Resident #2's record revealad no

D451
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emergency medical evaluation, hospitalization, or
medical treatment other than first aide for 40f5
sampled residents {Resldent #1 H2#5, & #86)
within 48 hours.

The findings are:

1. Review of Residant #1's current FL-2 dated
02/28/21 revealed diagnoses Included coronary
artery disease, hypertension, depression,
osteoarthritis, lower extremily edema, chronic
renal disease, dysphagia, and canstipalion.

Review of Resident #1's facllity progress notes
revealed documentation related to Resident #1
belng sent to the emergency department (ED) on
04/26/22 due to bleeding from an unknown
source,

Review of Resident #1's record revealed no
incident report for Resident #1's raferral for ED
avaluation on 04/26/22,

Telephone interview with Stalf C on 05/03/22 at
2:35pm revealed:

~On 04/26/22, she was notified by a personal care
aide (FCA) that Resident #1 had blood in her
brief and on her bed,

-On 04/26/22, she called 911 and had Resldent
#1 sent to the ED for evaluation due to bleeding
from her nose, mouth, and brief with no known
cause,

-She did not know who was responsible for
completing an incident report when a resident
was referred to lhe ED for evaluation,

Refer to intarview with the Resident Cara
Coordinator (RCC) on 05/12/22 at 9:15am.

Refer to Interview wilh the Spectal Care
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9:15z2m.

Refer to interview with the SCC on 05/13/22 at
1:30pm.

Refer to interview with the Administrator on
051322 belween 2:00pm and 3:30pm.

3. Review of Resident #5's curent FL-2 dated
10/20/21 ravealed:

-Diagnoses included memory impairmant,
anxiely, depression, hypothyroidism,
hyperlension, Gilbert's Syndrome, steatosis of
liver, and Alzhelmer's Dementia.

-The documented recommended level of care
was for the Special Care Unit.

Review of Resldent #5's facility progress notes
revealad:

~On 04/10/22 at 8:53pm staff documented
Resident #5 was observed with a small knot and
bruise over her right eye.

-0n 04/11/22 at 2:24pm, staff documonted
Resident #5 was seen by her physician,

-0On 05/05/22 at 7:47am, staff documented
Resident #5 was observed on the foor in her
bathroom complaining of hip pain and was sent to
the ED for evaluation.

Review of Resident #5's ED documentation dated
0411422 revealed:;

-At 3:04pm, Resident #5 was ovaluated on
04/11/22 for a fall with a bruise on her forehead.
-Resident #5 was discharged back to the facility
on 04111122,

Review of Resident #5's ED documentation dated
05/05/22 revealed:

-At 10:25am, Resident #5 was referred for ED
evalualion due to an unwitnessed fall on
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incident repert for Resldent #2's referral for ED
evaluation on 04/04/22,

Interview wilh Resldent #2 on 04/12/22 at

. 12:00pm revealed she was referred fo the ED on,
04/04/22 due to a medication error and
subsequent fall which occurred that day.

Telephone interview with Resident #2's
responsible party on 05/11/22 at 10:30am
revealed:

. -On 04/04/22 at 9:45pm he visited Residont #2
and was informed she had fallen that evening and
was o be sent to the ED for evalualion,
-Resident #2 was evaluated at the ED on
04/04/22 with no physical injuries and discharged
back 1o the facifity.

Telephone interview with a nightshift medication
aide (MA) on 05/10/22 at 5:26pm revealed:
-On the avening of 04/04/22, after [dentification of
a medication administration errar which involved
Resldent #2 and notification to Resident #2's

_ physician, she checked on Resident #2 and found
Resident #2 on the floor in her room,
-0On 04/04/22, Resident #2 nolified her that she
{elt unsteady while standing and fell,
-0On 04/04/22, Resident #2 notified her that she
did not sustain any injuries from the fall and
requested staif assist her to bed for the night.
-0n 04/04/22 at approximataly 10:00pm,
Reslident #2's responsible party visited Resident
#2 and requested she be sent to the ED related
to tho medication administration error and
subsequent fall.
-She did not know who was responsible for
completing an incident report for Rasidant #2 on
04/04422.

Refer to interview with the RCC on 05/12/22 at

D 451
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department (ED) at approximately 12:30am.

Review of Resident #6's ED documentation dated
0427122 at 2:46pm revealed Resident #6 was
evaluated for altered mental status.

Review of Resident #6's physiclan's routine visit
summary dated 04/28/22 revealed Resident #6
was seen for follow-up evaluation due to
hospitatization on 04/27/22 for behavioral issues.

Review of Resident #§'s facility incident report
dated 04/27/22 revealed:

-On 04427422 at 12:52pm, stafl decumented
Resident #6 was wandering into other residents'
reoms and struck another resident in the face.
-Resident #6 was sent lo ED for evaluation.

Refar lo interview with the RCC on 05/12/22 at
9:15am.

Refer to interview with the SCC on 05/13/22 at
1:30pm.

Refer to interview with the Administrator on
05/13/22 betwoon 2:00pm and 3:3Cpm.

Interview with the RCC on 05/12/22 at 8:15am
revealed:

-The MAs were responsible for completing an
incident report when a resident was sent to the
ED for evaluation.

-She and the SCC were responsible for reviewing
incident reports and notifying the Adminlstratar.
-She was nol sure when resident incident reports
required notification to the county Depariment of
Soclal Services (DSS).

-She was not sure which type of incldents, such
as falls or a change in condition, required an
incident report to be complated,
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05/05/22.

-Resident #5 was diagnosed with a left
interlrochanteric fractura,

-Resident #5 was admitted to the hospital,

Review of Resident #5's facility Incident report
dated 05/05/22 ravealed:

-At 7:27am, Resident #5's husband nofified staff
that Residant #5 had a fall in her bathroom.
-Resident #5 notified staff that she had sustained
a fall and hit her head and her left hip was painful.
-Resldent #5 was sent to ED for evaluatlon,

. Revlew of Resldent #5's record revealed no
incident report for Resident #5's referral for ED
avalualions on 04/11/22, and 05/05/22,

Refer to Interview wilh tho RCC on 0512/22 at
9:15am.

Refer to interview with the SCC on 05/13/22 at
1:30pm.

Refer to interview with the Administrator on
05/13/22 between 2:00pm and 3:30pm.

4. Roview of Resident #6's current FL-2 dated
10/21/21 revealed:

-Dlagnoses Included End-Stage Alzheimer's
Disease, seizure disorder, hypothyraldism,
-The documented recommended level of cara
was for the Speclal Care Unit,

Review of Residant #6's facility progress notes
revealed:

-On 04127/22 at 12:52pm, staff documented
Rasident #8 was wandering into other residents’
rooms and struck another resident in the face.
-On 04/28/22 at 6:34am, stalf documented
Rosident #8 roturned from the emergency

- D45t
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In addition to meeting all requirements specified
in the rules of this Subchapler for the admission
of residents to the home, the facility shall assure
that the following requirements ara met for
admission to the special care unit;

(1) Aphysician shall specify a diagnosis on the
resident's FL-2 that meels the conditions of the
speciic group of residents {o be served.

(2} There shall be a documented pre-admission
screening by the facility to evaluate the
appropriateness of an individual's placement in
the special cara unit,

(3) Family membars seeking admission of a
resident to a spaclal care unit shall be provided
disclosure information required In G.S. 131D-8
and any addilional wrilten information addressing
policies and procedures listed in Rule .1305 of
{his Subchapter that is not included in G.S.
131D-8. This disclosure shall be documented in
the resident's record.

This Rulo is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 2 of 2 sampled residents
(Resldents #5 and #6) residing In the Special
Care Unit {SCU) had a pre-admission screening
for appropriate placement,

The findings are:

1. Review of Resldent #5's current FL2 dated
10720/21 revealed:

-Diagnoses included mamory impairntent,
anxlety, depression and Alzheimer's dementia,
-The racommaended level of carc was the SCU.

Review of Resident #5's record revealed thera
was no pre-admissicn scraening for the resident
to evaluate the appropriateness of the resfdent's
placement in the SCU.
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-The Administrator was responsible for submitting
incident reports to the county DSS,

Interviaw with the SCC on 05/13/22 at 1:30pm:
-MA's were responsible for completing an incident
raport when a resldent was sent to the ED for
evalualion,

-She and the RCC were responsible for reviewing
Incident reports and nofifying the Administrator.
-She was not sure whan resident incident raporis
required notification to the county DSS,

~8he was not sure which type of incidents, such
as falls or a change in condition, required an

. Incident report to be completed.

~The Administrator was responsible for subrnitting
incident reports to the county DSS,

Interview wilh the Administralor on 05{123/22
between 2:00pm and 3:30pm revaaled:

" “MA's were responsible for completing a facility

Incldent report when a resident was sent to the
ED for evaluation.

-The RCC or SCC were respansible for reviewing
Incident reports and notifying the Adminisirator,
-The Incident reports were hot completed or he
forgot to send them.

-He expected staff to complete an Incident
reports for any resldent requiring mora than first

. aide.

-He was responsible for submission of incident
reports to the county DSS,

-He was not aware incident reporis requirad
submission to the county DSS within 48 hours.

10A NCAC 13F .1306 Admission To The Speclal
Cara Unit

10A NCAC 13F .1306 Admisslon To The Special
Care Unit

B 451
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-Sha was not sure who was responsible for
completing the SCU prescreening at this time.
-She slarted auditing resldent records about 1
week ago but had not golten to Resident #5's or
Resldant #6's record.

-She was not aware {hat they were missing the
SCU prescreening evaluation.

Interview with the Regional Clinical Specialist on
05/12/22 at 3:15pm revealed:

-The SCU prescreening forms could not be found
for the 2 sampled residents.

-The prescreening should have been compleled
by the SCC on admilsslon.

-The contracted electronic database for the
facility provided a report that reveals what
documents wero missing from tha resident
records.

~-The SCC was trained on how to access that
report today (05/12/22).

Interview with the Administralor on 05/13/22 at
11:18am revealed:

-The facility recently started a contract with an
electronic database system and had to scan in all
paper documents.

-The SCU prescreening evaluations could not be
located in tho electronic dalabase for Residant #5
or Resldent #6.

-The previous SCC had a physical file folder with
the resident's SCU prescreening evaluations but
the folder could not be located.

-Tha SCC was responsible for ensuring that all
resldents in the SCU had a prescreening
evaluatlon completed.

-The previous SCC kept a spreadshest of
documents required in the residents' records.
-He did not audit the residents’ recards,
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Refer to interview wilh the Special Care
Coordinator (SCC) on 05/13/22 at 10:15am.

Refer to interview with the Regional Clinieal
Spacialist on 05/12/22 at 3:15pm.

Refer to Interview with the Administrator on
05/13/22 at 11:18am !

2. Review of Resident #8's current FL2 dated i
10/21/21 revealed:
-Dlagnoses Included end-stage Alzhsimer

- Disease and seizure discrder,
-The resident was constantly disoriented with
wandering behaviors.
-The resldant needed personal cara assistance
with bathing, feeding and dressing.
-The resident’s recommended level of care was
the SCU.

Review of Resident #6's record revealed there
was no pre-admlisslon screaning for the resident

. lo evaluate the appropriateness of the resident's ;
placement in the SCU, ’

Refer to interview with the Spacial Care ‘
Coordinator (SCC) on 05/13/22 at 10:15am. '

Refer to Interview with {he Regional Clinical
~ Specialist on 05/12/22 at 3:15pm.,

Refer to Intenview wilh the Administrator on
05/13/22 at 11:18am

Interview with the Special Care Coordinator

(SCC) on 05/13/22 at 10:15am revealed; :
-She started her position in February 2022 and ;
has not been able fo complete all of her tratning '
at this tims., 1
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Review of Reskient #5's record revealed there
was no documented SCU Resident Profile and
Care Plan completed within 30 days of
admission.

Refer to interview with SCU personal care aide on
05/13/22 at 12:30pm,

Rafer fo interview with SCU medication aide on
05/13/22 at 12:40pm,

Refer to interview with the Spacial Cara
Coordinator (SCC) on 05/13/22 at 10:15am.

Refer to Interview with the Reglonal Clinical
Specialist on 05/12/22 at 3:15pm.

Reler to interview with the Adminlistrator on
05/12/22 at 4:30pm and 05/13/22 at 11:18am

2. Review of Resident #8's current FL2 dated
10/21/21 revealed:

-Diagnoses included end-stage Alzheimer
Disease and selzure digorder,

-Thae resident was constantly disoriented with
wandeting behaviors,

-The resident needed personal care assistance
with bathing, feeding and dressing.

-The resldent's recommended level of care was
the SCU.

Review of Resident #6's record revealed thera
was no documented SCU Resident Profile and
Care Plan completed within 30 days of
admission,

Intarview wilh the Regional Clinical Specialist on
05/11/22 at 10:00am revealed he was not able to
find a care plan for Resident #6 so her Primary
Caro Provider (PCP) signed a new care plan for
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D464 10A NCAC 13F.1307 Special Care Unit Res, " D464
Profile & Care Plan !

10A NCAC 13F .1307 Special Care Unit Resident
Profile & Care Plan

In addition to tha requirements in Rules 13F
0801 and 13F .0802 of Ihis Subchapler, the
facility shall assure the following:

{1) Within 30 days of admission to the special
care unit and quarterly thereafter, the facility shalf
develup a written resident profite containing
assessment data that doscribes the resident's
behavioral patterns, sell-help abilities, level of
daily llving skills, special managemant needs,
physical abilities and disabilities, and degree of
cognitive impairment,

(2) The resident care plan as required in Ruls '
13F 0802 of this Subchapter shall be developed

or revised based on tha residant profile and

Specify programming that involves environmental,

social and healih care slrategies to help the

resident attain or maintain the maximum level of i
functioning possible and compensate for lost

abilities,

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure a Special
Care Unit (SCU) Resident Profile and Care Plan
was complsted within 30 days of admission for 2
of 2 sampled residents (Residents #5 and #6),

The findings are;

- 1. Raview of Resldont #5's current FL2 dated i
10/20/21 revealad:
-Diagnoses included memory impairment,
anxiety, depression and Alzheimer's damentia.
~The recommended level of care was the SCU.
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Continued From page 72

{HWD) and previous SCC came into the facility
as needed to complete {he care plans until she
was fully trafned.

-Bhe started auditing residents' records about 1
week ago and was not aware that Resident #5
and Resident #6 did not have a completed care
plan.

-She was not sure what document the staff would
refer fo direct the resident's cara needs in
absance of a completed care plan.

-She had not been trained on how to complets a
SCU resident profile at this lime.

-Resident's behaviors are currenlly documented
In the staif progress noles.

interview wilh the Regional Clinical Specialist on
0512722 at 3:15pm revealed:

-The HWD was responsible for completing the
cara plan but she reslgned in February 2022,
-The SCC or Resident Care Coordinator {RGC)
were responsible for completing care plans until
the HWD position was filled.

-The care plan and SCU resldant profile were
combined into one document by corporate.
-That document was expected to be completed
upon edmission as well as quarterly by the SCC
or HWD,

~The current SCC was trained on how ta
complete a resident profile on §4/04/22 but she
was still Iearning how to complete a care plan.

Interview with the Administrator on 05/12/22 at
4:30pm and 05/13/22 at 11:18am revealed;

~Tha HWD, SCC an RCC waore responsible for
completing resident's care plans,

-He was not aware that Resident #5 and Resident
#6 did not have completed care plans.

-He thought the traveling HWD completed their
care plans before she resigned in February 2022,
but he was unable to locate the evaluations.

D464
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her this moming, (05/11/22).

Refer to interview with SCU personal care alde on
05/13/22 at 12:30pm.

Refer to Interview with SCU medication aide on
05/13/22 at 12:40pm,

Refer to interview with the Spectal Care
Coordinatar (SCC) on D5/13/22 at 10:15am,

- Refer to Interview with tha Reglonal Clinical
Speciallst on D5/12/22 at 3:15pm.

Refer to interview wilh the Administrator on
05/12/22 at 4:30pm and 05/13/22 at 11 :18am.

Interview with SCU personal care aide on
05M13/22 at 12:30pm revealed:

-He received a verbal raport from the madication
aide (MA) regarding resident care needs.

-He did not know of any decument the staff would
refer to for resldent care needs.

-He did not know what a rasident profile or care
plan was.

Interview with SCU MA on 05/13/22 at 12:40pm
revealed:

«Sho did not know what document tho staif would
refer to for resident care needs.

~She stated standup meetings were held in the
mornings to discuss any resldent needs.
-Resident’s behaviors are documented in the staif
prograss notes,

Interview with tha Speclal Caro Unit Coordinator

{SCC) on 0513/22 at 10:15am revealed:

-She started her posilion in February 2022,
~Tho Reglonal Clinlcal Spacialist was currently
training her on how to complete care plans.
=The previous Health and Wellness Director
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G.S. 131D-21 Declaration of Residenis' Rights
Every resldent shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

This Rule is not mel as evidenced by:

Based on interviews, observatlons and record
reviews, the facility failed 1o ensure all residents
ware free from neglect related to medication
administralicn and health care.

The lindings are:

1. Based on cbservations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 1 of 6 residents (#7)
observed during the medication pass including
arrors with two medications to treat hypertension,
a medication lo treal depression, a medication to
treat {luid retention, a medication to treat mood, a
madicalion to treat anxiety and a supplement;
and for 2 of 6 residents (#1 and #2) sampled for
record review Including errors with a medicatien
to decrease blood clolting (#1), and medication 1o
treat panic disorders and decrease anxiety (#2).
[Refer to Tag D358 10A NCAC 13F .1004(a)
Medication Administration {Type A1 Violation)].

2. Based on interviews and record reviews, the
facility failed to ensure referral and follow-up to

D914
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medications. [Refer to Tag D935 10ANCAC 13F
G.S. 131D-4.58(b) Medication Aide Training and
Competency {Type B Viclation)].
D914 G.S. 131D-21(4) Declaration of Residents' Rights
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-He was aware that the residents in the SCU
required a resident profile and that it should be
updated quarterly.

-The SCC or HWD were responsible for
completing the SGU resident profile and updating
it quartery.

-The previous HWD and the previous SCC were
uploading all of the facility's paper evaluations to
lhe electronic database befora thay left in
February 2022,

-The SCU resident profiles could not be located
for Resident #5 and Residont #6.

G.S. 131D-21(2) Declaration of Residents' Rights

G.8, 131D-21 Declaralion of Residents' Rights

- Every resident shall have the following rights:

2. Torecelve care and services which are
adequate, appropriate, and in compliance with
relevant federal and stats laws and rules and
regulations,

This Rule Is not met as evidenced by:

Based on observations, Interviews and record
raviews, the facility failed o ansure residents
received care and services which were adequate,
and in compliance with relevant federal and state
laws and rules and regulations relatad to
Medication Alde Training and Competency.

The findings are:

- Based on Interviews, and record reviews the

facility failed to ensure 2 of 3 sampled staff {(Staff
A and C} who adminlstered medications had
completed the clinlcal skills checklist and 1 of 3
sampled staff (Staff A) had complated the
Medication Aide Training prior to administering

- De12
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developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infeclion control and, if
applicable, safe injection praclices and
pracedures for monitoring or testing In which
bleeding occurs or the potential for bleeding
exists.

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

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

Based on interviews, and record reviews the
facility falled to ensure 2 of 3 sampled stalf (Staff
A and C) who administered medicalions had
completed the clinical skills checklist and 1 of 3
sampled staff {Staff A} had completed the
Medieation Alde Training prior to administering
medications.

The findings are;

1.Revlew of Staff A's personnel record revealed:
-Staff A was hired on 02/21/22.

-She worked as a medication aide {MA).

~There was no documentation she complated the
5/10/15 hour MA training.

-There was no documentation she complsted the
medication clinical skills checklist competency
validation,

-There was no documentation she passed the
written MA exam.

Review of a resident's March 2022 electronic
medication administration record {(eMAR)

- D93s
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meet the routine and acute health care needs for
2 of 7 sampled residents (#1, and #7) related to
hot recelving a blood thinning medieation and
bleeding (#1) and missed doses of a medication
to treat fluid retention, a medication for mood, a
medication to treat anxiety and a vitamin
supplement (#7). [Refer 1o Tag D273 10A NCAGC
13F .0902(b) Health Care {Type A1 Violation)).

D835 G.S.§ 131D-4.5B(b) ACH Med!cation Aldes:
Tralning and Gompetency

G.S. § 131D-4.58B {b) Adult Care Home
Medication Aldes; Tralning and Competency
Evaluation Requirements.

(b) Beginning October 1, 2013, an adult care

. home is prohibited fram allawing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication alde during the previous 24 months in
an adult care home or successfutly completed all
of the following:
(1) Afive-hour tralning program developed by the
Department that Includes tralning and instruction
in all ef the following;
a. The key principles of medication
administration.
b. The federal Centers for Disease Conirol and
Prevention guidelines on infeclion control and, if
applicable, safe infection practices and

. pracedures for monitoring or tesling in which
bleeding occurs or the potential for bleeding
oxisls,
(2} A clinical skills evaluation consistent with 10A

- NCAC 13F .0503 and 10A NCAG 13G .0503.
(3) WithIn 60 days from the dale of hire, the
individual must have completed the following:
a, An additional 10-hour training program

D914
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11:40am,

Refer to Interview with Administrator on 05/13/22
at 2:10pm.

2. Raview of Staff C's personnel record revealed:
-Staff C was hired on 10/0220,

-3he worked as a personal care alde (PCA) and a
medication aide {(MA).

-There was documentation she completed the
15-hour MA training on 06/24/21.

-There was no decumentation she completed the
medlcation clinical skills checklist competency
validation.

-There was no documentation that she passed
lhe written MA exam,

Review of a resident's March 2022 electronic
medication administration recard (eMAR)
revealed Staff C administered medications on
03/01/22, 03/02/22, 03/05/22, 03/06/22, 03/09/22,
03/10/22, 03/14/22, 03/15/22, 03/16/22, 03/19/22,
03/20/22, 03/23/22, 03/24/22, 03/25/22, 03128122,
03/29122 and 03/30/22,

Review of a resident's April 2022 eMAR revealed
Slaff C administered medications on 04/02/22,
04103722, 04/07/22, 04/11i22, 0412422, 04113/22,
04/15/22, 04116122, 04117122, 04720422, 04121122,
04122122, 04125/22, 04/26/22, 04/27/22 and
04130722,

Review of a resident's May 2022 eMAR revealed
Stalf C administered medications on 05/01/22,

Telephone Interview with Staff C on 05/03/22 at
2:35pm revealed:

-She was hired by the facilily as a PCA and was
promoted to MA in February 2022,

-In February 2022, she received medication
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revealed Staff A administered medications on
03/23/22, 03/26/22 and 03/27/22,

Review of a resldent's April 2022 eMAR revealed
Staff A administered medications on 04/04/22.

Review of a resident's May 2022 eMAR revealed
Staff A did not administer medications in May
2022.

Telephcne interview with Staff A on 05/11/22 at
8:48am revealed;

-She was hired by the facility at the end of
February 2022 as a personal care aide {PCA)
and MA.

-She had not taken the Nerth Carolina Medication
Alde exam,

-She had not received any training related to
medication administration by a facility Reglstered
Nurse (RN}, Pharmacist or any olher licensed
healthcare professional,

-Around 04/01/22 she had received medication
adminlstration training from other MAs and the
Business Office Manager (BOM).

-0n 04/04/22, she administered medications at
the facility, no additional MAs were available to
assist her.

Refer to Interview with the Resldent Care
Coordinator (RCC) on 05/12/22 at 9:14am,

Refer lo Interview with tha Special Care Unit
Coordinator (SCC) on 05/13/22 at 11:18am.

Refer o Interview with the Business Office
Manager (BOM) on 05/12/22 at 12:10pm.

Refer to telephone interview with the previous
Health and Wellness Director {HWD), Registered
Nurse (RN} on 05/12/22 at 11:27am and
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~The RCC did not audit staff racords and was
unsure how the untrained staff were identified.
-The BOM was responsibla for ensuring that staff
tralning was up to date.

Interview with the SCC on 05/13/22 at 11:18am
revealed:

-The prevlous HWD RN was responsible for
providing all tha MA training.

-The BOM was responsible for ensuring that staff
records wera complate.

Interview with the BOM on 05/12/22 at 12:10pm
revealed:

-She worked as a MA for the facility and
transitioned into the BOM position in December
2021,

-The previous HWD RN left the facllity in
December 2021 and since that time the facility
did not always have access ta an RN that could
provide the medication clinical skills checklist
compelency validation for MAs.

-The BOM knew lhat lhe medication clinlcal skills
checklist competency validation was required
before a MA, could administer redicaticn to
residents.

-She was aware that Staff C did not have the
medication clinical skills checklist competency
validation comnpleted prior to adminislering
medicalions lo residents alone because the
facility needed staff.

-She was not sure if the Administrator was aware
that Staff C was not fully trained prior lo
administering medications.

-She stored the personnel records in her office
and was responsible for non-clinical documents
such as criminal background checks, tuberculous
testing and new hire paperwork,

-3he {rusted the RCC to ensure that lhe
necessary clinfcal rainings were in the staff
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administration training from the Business Office

Manager (BOM) and the {former Special Care Unit

Coordinator {SCC}) with no additional tralning bya
_llcensed healtheara professional,

-She did not know what medication administration

training the former SCC had prior to tralning her,

-She was scheduled to take the North Carolina

Maedication Aide exam on 05/08/22,

-In February 2022, she started to administer

residents’ medications Independently.

Refer {o interview with the Resldent Care
Coordinator (RCC) on 05/12/22 at 8:14am.

Refer to interview with the SCC on 05/13/22 at
11:18am,

Refar fo interview with the BOM on 05/12/22 at
12:10pm.

Refer to telephene interview with {he previous
HWD RN on 05/12/22 at 11:27am and 11:40am.

Refer to Interview with the Administrator on
05/13/22 at 2:10pm.

Interview with the RCC on 05/12/22 at 9;14am
revealed:
-The facility's previous HWD RN provided

" 15-hour MA training and the medication clinical

- skills checklist competency validation for MAs,
-The Administrator and BOM wers responsible for
satting up the tralning through the previous HWD
RN.
-After the County initiated the complaint on :
04/12/22, she was made aware that some of the
MAs in the facility wore not fully trained. |
-Those MAs were taken off the medication cart f
and were not allowed to pass medicatlons until
they become fully trained.
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have a current spreadsheet to track staff fraining.
-He was aware that some MAS were
administering medications before they were
vaildated by the previous HWD RN.

-The facllity was working on geiting the MAs
training up to date.

Refar to Tag D0358 10A NCAC 13F ,1004(a)
Medication Administration (Type A1 Violation).

Refer to Tag D0164 10A NCAC 13F .0505
Training on Care of Diabetic Resident {Type SD
Viglation).

The facility failed to ensure 3 of 3 sampled staff
{Staff A, B and C) who adminislered medications
had complated the clinical skills checklist and 1 of
the 3 sampled staff (Staff A } had completed the
Medicalion Alde Training prior to administering
medications which inereased the risk of
medication errors for all of the rasidents who
received assistance with medication .
adminlstration. This failure was dstrimental to the
health, safety, and welfare of the resident and
constitules a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on May 11, 2022

for this violation,

CORRECTION DATE FOR THETYPE B
VIOLATION SHALL NOT EXCEED JUNE 25,
2022,
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records.

C.

2:10pm revealed:

previous HWD RN.

record and completed on time.
-She was responsible for ensuring staff records
were complete, but she did not audit the staff

Telephone Interview with the previous HWD RN
on 0512/22 at 11:27am and 11:40am revealed:
-She worked at the facility as the HWD from
February 2020 unti] the end of Decembar 2021,
-She remalned avaifable to the facility after
leaving, for as needed lraining and RN support.
-At the end of April 2022, the Administrator
contacted her to provide training on infection
control, licensed health professlonal support
(LHPS} and review of refilling medications.
-She had not been asked to provide 5/10/15-hour
MA training since December 2021 but did provide
. medicalion clinical skills checklist competency
valldation to some MAs in mid-April 2022,
-She did not provide the medication clinical skills
checklist competancy validation o Staff A or Staff

- -She was made aware of the required Medication
Administration Skills Validation Form in April 2022
and had previously been using a different
checklist to validate MAs' medication skills,

Intervlew with the Administrator on 05/13/22 at

" ~The BOM, RCC and SCC were responsible for
scheduling new employee training with the

-He and the BOM wera responsible for keeping
_ up with deadlines for annual and clher training.
-The BOM should have a spreadshsast to track
the dates of reguired tralning for staff members,
-The RCC and SCC shou!d have access to the
spreadsheet and would be responsible for
checking it then scheduling necessary training.
-Since the previous BOM [eft, the facility did not
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Annual Survey — May/lune 2022 - Plan of Correction — Wickshire Steele Creek ED - Stephen Lynn
D 056 — Physical Environment

1. All Hazardaus Personal Items will be removed from SCU Apartments — [abeled {name and
apartment number) and stored in a locked closet. Complete by May 20™/2022.

2. Complete Staff In-Service on Hazardous Policy ~ Complete in June at clinical and all staff
meetings.

3. Incorporate into new hire training (start June/2022)
4. RCC/MCC will spot check S rooms weekly (start June/2022),
5. ED will spat check 5 rooms monthly {start June/2022).

D 164 - Training On Care of Diabetic Resident

1. Ali current unlicensed staff will be audlted to ensure they have received appropriate training on
care of residents with diabetes. Staff who have not completed will be finalized by May 20" and
by RN.

2. New unlicensed staff will receive training prior to the administration of insulin — start
{5/16/2022).

3. ED/RCC/MCC/BOM ~will be responsible to execute, document, file, and monitor each new hire
to ensure they have received the proper training {start 5/16/2022).

D 273 - Health Care - Type Al Violation

1. Ali current Med-Techs administering medications will receive a refresher training on the
ordering and re-ordering process. Completed 5/7/2022 & 5/8/2022 by RN.

All current Med-Techs administering medications will receive a refresher training on the proper
documentation of medication administration. Completed 5/7/2022 & 5/8/2022 by RN,

3. Complete an In-service on items 1 & 2 quarterly or as needed by RN/RCC/MCC (start on next

quarterly cycie}.

=]

4. Ensure ordering and re-ordering training is conducted with all new hires {start 5/16/2022).
5. RCC/MCC will implement a 2-step order review (start 5/16/2022).
6. RCC/MCC morning routine created that includes a review of missed meds. This will need to be

reviewed with ED as needed {starts 5/16/2022).
7. Cart Audits to he completed weekly by MT with RCC/MCC ovarsight (start 5/16/2022).
8. ED will revlew with RCC/MCC cart audits weekly (start 5/16/2022).

Additlonally Process Changes — that will require more extensive planning, pre-work, system
programmming, and training to implement:

1. The Community will be migrating to multi-dose medication packs. {Implement by July
31%/2022)

2. The Community is pursuing to outsource the ordering & re-ordering process to Pharmacy
(Target Date has not been finalized at the time of this POC).




D 276 - Health Care

1. Allcurrent Med-Techs administering medications will receive a refresher training on the
ordering and re-ordering process. Compieted 5/7/2022 & 5/8/2022 by RN.

2. All current Med-Techs administering medications will receive a refresher training on the
proper documentation of medication administration. Completed 5/7/2022 & 5/8/2022 by
RN.

3, Complete an In-service onitems 1 & 2 quarterly or as needed by RN/RCC/MCC {start on next
quarterly cycle).

4. Ensure ordering, re-ordering, and proper documentalon training is conducted with all new
hires (start 5/16/2022).

5. RCC/MCC will implement a 2-step order review (start 5/16/2022).

6. RCC/MCC morning routine created that Includes a review of missed meds. This will need to
be reviewed with ED as needed {starts 5/16/2022).

7. Cart Audits to be completed weekly by MT with RCC/MCC oversight (start 5/16/2022).

8. EDwill review with RCC/MCC cart audits weekly (start 5/16/20232).

Additionally Pracess Changes - that will require mare extensive planning, pre-work, system
programming, and training to implement:

1. The Community will be migrating to multi-dose medication packs. (Implement by July
31%/2022)

2. The Community is pursuing to outsource the ordering & re-ordering process to Pharmacy
{Target Date has not been finalized at the time of this POC).

D 358 — Medication Administration — Type A1 Violation

1. All current Med-Techs administering medications will receive a refresher training on the
ordering and re-ordering process. Completed 5/7/2022 & 5/8/2022 by RN.

2. All current Med-Techs administering medications will receive a refresher training on the
proper documentation of medicatlon administration. Completed 5/7/2022 & 5/8/2022 by
RN.

3. Complete an In-service on items 1 & 2 quarterly or as needed by RN/RCC/MCC {start on next
guarterly cycle).

4. Ensure ordering, re-ordering, and proper documentation training is conducted with all new
hires (start 5/16/2022).

5. RCC/MCC will implement a 2-step order review {start 5/16/2023).

6. RCC/MCC morning routine created that includes a review of missed meds. This will need to
be reviewed with ED as needed (starts 5/16/2022).

7. Cart Audits to be completed weekly by MT with RCC/MCC oversight (start 5/16/2022).

8. EP will review with RCC/MCC cart audits weekly {start 5/16/2022).

Additionally frocess Changes — that will require mare extensive planning, pre-work, system
programming, and training to implement;



1. The Community will be migrating to multi-dose medication packs. (Impiement by July
31%/2022).

2. The Community is pursuing to outsource the ordering & re-ordering process to Pharmacy
(Target Date has not been finalized at the tima of this POC).

D 367 = Medication Adminlstration

0451 -

1.

2.

w
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1. All current Med-Techs administering medications will receive a refresher training on the
ordering and re-ordering process. Completed 5/7/2022 & 5/8/2022 by RN.

2. Allcurrent Med-Techs administering medications wlil receive a refresher training on the
praper documentation of medication administration. Completed 5/7/2022 & 5/8/2022 by
RN.

3. Complete an In-service on items 1 & 2 quarterly or as needed by RN/RCC/MCC (start on next
quarterly cycle).

4. Ensure ordering and re-ordering training Is conducted with all new hires (start 5/16/2022).

5. RCC/MCC will implement a 2-step order review (start 5/16/2022),

6. RCC/MCC morning routine created that includes a review of missed meds. This will need to
be reviewed with ED as needed (starts 5/16/2022).

7. Cart Audits to be completed weekly by MT with RCC/MCC oversight (start 5/16/2022).

8. ED will review with RCC/MCC cart audits weekly {start 5/16/2022).

Additionally Process Changes ~ that will require more extensive planning, pre-work, system
programming, and training to fmplement:

1. The Community will be migrating to multi-dose medication packs. {Implement by July
31%/2022)

2, The Community is pursuing to outsource the ordering & re-ordering process to Pharmacy
(Target Date has not been finalized at the time of this POC).

Reporting of Accidents and Incidents

All current Med-Tech’s will receive a refresher training on the proper documentation of incident
reparts. Completed 5/7/2022 & 5/8/2022 by RCC/MCC/RN.

Ensure incident reporting is conducted with all new hires by RN/RCC/MCC (start 5/16/2022).
RCC/MCC will ensure timely review of incident reports ordering and re-ordering tralning is
conducted with all new hires (start 5/16/2022),

ED (or designee) will be responsible to submit applicable Incident reports to County DSS and

other regulatory bodies as needed, {start 5/16/2022).
Complete an in-service on items 1 & 2 quarterly or as needed by RN/RCC/MCC (start on next

quarterly cycle).

Adrission to The Special Care Unit

RCC/MCC will ensure all new admissions into SCU will have a completed a pre-admission

screening as part of the assessment (start 5/16/2022).
,,Z,/
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2. ED is responsible to incorporate this evaluation into the new admissions process and to ansure
this is filed appropriately in resident records (start 5/16/2022).

3. ED wlll complete a sample of 5 resident file reviews quarterly to verify completion (start on next
guarteriy cycle).

D 464 - Special Care Unit Res, Profile & Care Plan

1. MCC wilt ensure all new admissions into 5CU will have completed Resident Profile and Care Plan
documented within 30 days of admission (start 5/16/2022).

2. MCC will review Resident Profile and Care Plan of new admissions with ED monthly (start
May/2022).

3. MCCwill ensure quarterly assessments are completed on all current residents {start May/2022).

4. MCC will review Resident Profile and Care Plan of existing residents with ED monthly (start
May/2022).

D912 - Declaration of Residents’ Rights

1. All current unlicensed staff will be audited to ensure they have received appropriate Medication
Aide Training and Clinical Skills Chack-off. Will be completed by May 20t

2. New current unlicensed staff will receive proper training and checkoffs prior to the

administration of medication — start 5/16/2022.

ED/RCC/MCC/BOM - will be responsible to execute, document, file, and monitor each new hire

to ensure they have received the proper training {start 5/16/2022}.

i

D 914 — Declaration of Residents’ Rights

1. All current Med-Techs administering medications will raceive a refresher training on the
ordering and re-ordering process. Completed 5/7/2022 & 5/8/2022 by RN.

2. Allcurrent Med-Techs administering medications wlill recelve a refresher training on the proper

dacumentation of medication administration. Completed 5/7/2022 & 5/8/2022 by RN.

Complete an In-service on items 1 & 2 quarterly or as neaded by RN/RCC/MCC (start on next

quarterly cycle).

4. Ensure ordering and re-ordering training is conducted with all new hires {start 5/16/2022).

5. RCc/Mcc will implement a 2-step order review (start 5/16/2022).

6. RCC/MCC morning routine created that includes a review of missed meds. This will need to be
reviewed with ED as needed (starts 5/16/2022).

7. Cart Audits to be completed weekly by MT with RCC/MCC oversight {start 5/16/2022).

8. ED will review with RCC/MCC cart audits weekly {start 5/16/2022}.

L

Additionally Process Changes — that will require more extensive planning, pre-work, system
pregramming, and training to implement:

1. The Community will be migrating to multi-dose medication packs, (Implement by July 31*'/2022}




2. The Community is pursuing to outsource the ordering & re-ordering process to Pharmacy
{Target Date has not been finalized at the time of this POC).

D 935 - ACH Medication Aides: Training and Competency - Type B Violation

1. All current unlicensed staff will be audited to ensure they have received appropriate training on
medication administration. Staff who have not completed will be finalized by June1®/ 2022 and
by RN.

2. New unlicensed staff wili receive all necessary training prior to the administration of
medications - start (5/16/2022).

3. ED/RCC/MCC/BOM —will be responsible to execute, document, file, and monitor each new hire
Lo ensure they have received the proper training (start 5/16/2022),






