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10ANCAC 13F _0901 Personal Care and
Supervision

{a) Adult care home staff shall provide personal
care to residents according to the resldents' care
plans and atiend to any other perscnal cara

Suporvision

ommunity staff will provide supetvislon of rasident!
in aceardance with each resident's agsessed needs,
care plan and current symptoms.

& 5/27/2022

needs residenis may be unable to attend fo for All care staff has been In-sarviced on perscnal cara B/22/2022
themszalves. and supervision and care planning as related toa
restdent's specific care plan neads by the Executive '
Director (ED) 6/22/2027.
) ) ] The ED, Care Caordinator(CC} and Area Clinical '6/24/2022
This Rule is not met as 9wdepced by: Erlurseﬂg; Sﬁg.glé ggrg;gec{a:%d;t;seo: attci)rgastigent's to |
Ba§ed on Dbseryations, IntBI'VIE\.‘JS, and record to resident need with a gompfet dat% of 6/24/2022.
reviaws the faciiity fafled to provide personal care QA conducted monthly by ED and CC to chaure
 according to the care plan and assessed needs Up to date.
for 1 of 4 rasidents sampled (#4) related to
incontinence care.
The findings are: ’
Review of Resident #4's current FL-2 dated
02/14/22 revealed:
-Diagnases Included type 2 diabetes, meninglts,
and hypertensicn (high blocd pressure).
-She was constantly disorianted,
-She required personal cara assistance with
bathing and dressing.
-8he was incontinent of bowal and continent of
bladder,
Review of Resident #4's Care Plan dated ]
02/13/22 revealad:
-She had wandering behaviors. i
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-She was ambulatory with no problems or
asslistive devices.
! -She had daily incontinence of bows! and bladder.

-She was aiways disoriented and forgetful,
needing reminders.
| ~She required limited assistance for toileting,
l bathing, dressing, and grooming.

Observation of Resident #4 on 05/25/22 at
8:30am revealed:

-She was ambulating down the 300 hallway with
three health and occupational wellness students
to her room at 8:30am.

-Her gown was saturated through with urlne and
there was a strong urine smell.

-The personal care alda {PCA) for the 300
hallway told Resident #4 to go with the studants
to get changed for breakfast,

Observation of Resident #4 on 05/25/22 at
8:52am rovealed Resident #4 ambulated
independently from her room to the dining room
and ate breakfast after being changed by the

i students.

Cbservation of Resident #4 on 05/25/22 from
8:15am to 11:30am revealed: |
-She stayed seated on a sofa in the common
area teievision room,

-Incontinence care was not performed by any
staff members durlng that time.

Observation of Resident #4 on 05/25/22 from
1:20pm fo 3:00pm reveaied:

-3he ambulated from the dining room to the front
doorway and sat In a chair at the front door,

-Her pants were saturated with urine.

-No incontinence care was parformed during that
time until a survey team member brought it to the
PCA's attantion that she was saturated.
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Observation of Resident #4 on 05/26/22 from
8:15am until 11:15am revealed:

-Resiient ¥4 stayed seated ora Sofa IR the
commen area television rcom,
-Incontinencs care was not performed by any
staff members during that tme. ;
-3he was saturated through her pants and staff
tock her to her room to change clothes.

Interview with & PCA on 05/25/22 at 1:25pm
revealed:

-Over 50% of the time, when she starts her shift
in the morning Resldent #4's tlothing and
incentinence brief are saturated with urine,

-t was the expectation that staff perform
incantinence care at laast every two hours or
more frequently if needed.

-She was aware that Resident #4 was frequently
Incontinent of urine so she would check on her
hourly.

-Resident #4 did not have any skin breakdown.
-It was difficult to provide residents incentinence
care whan there were only 2 PCAs on shift,

Interview with a second PCA on 05/26/22 at
2:08pm revealed;

-She checked on residents that she knew were
frequently Incontinent every 20 minutes,

-Cver 50% of the time, when she starts her shift
In the morning Resident #4's clothing and
Incontinence brief are saturated with urine.

-It was not documented when sha performed
incontinence care on residents.

Interview with the staff member rosponsible for
laundry services on 05/25/22 at 3:30pm revealed
she usually did Residant #4's laundry daily, during
the week because her clothes were usually
saturated with urina.
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Interview with the Resldent Cara Coordinator
I{RCC) on 05/26/22 at 1.66pm revealod:

-She expected residents that required
incontinence care to be checked on at least every
2 hours of if visibly solled.

-She expected Resident #4 to be rounded on
hourly by staff because she was known to be
Incontinant frequently.

~8he was not aware that staff were not
performing Incontinence care at least evary two
hours on Resident #4.

Intervisw with the Administrator on 05/26/22 at,
2:47pm revealed:

-She expected incortinence care to be parformed
every 2-3 hours.

' -She was not aware that Resident #4 was not
belng offered incontinence care at least evory 2
hours,

Telephane interviow with Resident #4's primary
care provider {PCP) on 05/26/22 at 4:00pm
revealed:
-She expected sta'f to perform Incontinence care
at least every 2 hours during the day to prevent
discomfort ard prevent skin breakdown.
-She was told by Resident #4 that when they
i came to visit the resident she was frequently
saturated through the incontinence brief and her
stothing.

Attempted telephone interview with Resident #4's
family member on 05/25/22 at 2:50pm and
05/26/22 al §:20am were unsuccessful,

Based on observations and interviews, it was
determined that Resident #4 was not
interviewable,
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10ANCAC13E..0902Health Care

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

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

Based on obsarvaticns, interviews, and record
reviews, the facllity falled to ensure referral and
follow-up for 4 of 5 samplec residents (#1, #2, #3,
and #5) in which residents' primary care providers
{PCP) were not notified that medications were
unavailable upon admission to the facility for
administration as ordered (#1, #3, #5), referral
appoiniments were rot scheduled as ordered by
the residents’ PCP (#3, #5), and finger stick blaod
sugar (FSBS) resuits ouiside of ordered
parameters were not reported (#2).

The findings are:

Review of the facility's Accommadations and
Services Asslsted Living Resident Agreement
dated 05/23/16 revealsd:

-Residents were to receive services described in
their Resident Service Plan to Include care
checks, assistance with activities of daily fiving,
general obsarvation and supervision, and
medication assistance.

-Residenls were to raceive third party services
such as pharmacy medication defivery and
medication management services from the
facllity.

-The facility was responsible o order all
medications and have the necessary supply of

The ED and CC have conducted audits on all current BI2TI2022
residents fo ensure any unmet healthcare follow up
need would be met immediately.

The communlty has Implemented tha "order k1272022
racessing system" to inglude ali Healthcare referralg

nd follow-up appeintmants. CC Is responsible for

oilowing up on all referrals and pracessing outslde
rovider appo’niment request.

Appointments will be reviewed In the daily stand-up | 5/27/2022
meetings that Include all manager and department
heads to ensure appo.ntments to outside providers
are Implemented.

The CC and/or ED review the weekly appolntment 5/31/2022
caiendar dally to ensure autside appointments are
maet,

The CC andjor ED will review progress notes dally o |5/30/2022
ensure provider notification follow-up ks documented.
Review will be daily for 1 month then waekly
thereafter,

The CC and Medication Staff have been in-serviced 6/22/2022
on Healthcare Refarral and follow-up, including
natification to providers. Training conducted by ED.
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medicatlon availahle.

-The facility was to notify the resident's primary
care provider (PCP) of any missed doses of
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“Tedication.

and reguiations,

12/30/19 ravealed:

disoriented,

dally with lunch.

dally with supper.

-Resldents had the right to recelve care and
services which were adequate, appropriate, and
in ¢ompliance with Federal and State laws, rules,

-Residents were to ba free of menital and physical
abuse, neglest, and exploltation,

1. Raview of Resident #5's current FL-2 dated

-Diagnoses included type 2 diabetes mellitus
(DM}, acute encephalopathy, anoxic brain injury,
and a history of acute respiratory fallure.

-The resident was ambulatory and intermittently

-There was an order for Lantus 32 units (long
acting insulin medication 1o stabilize blood
glucoss levels) at badtime.

-There was an order for Humaloy 100u/m! § units
{short acting Insulin usad to lower biood glucose
levels) avery morning with breakfast.

-There was an order for Humalog 100u/ml 2 units

-There was an order for Humalog 100u/m! 5 units

-There was an order for Metformin 500mg (an
oral medication used to lower bicod glucose
levels) twice daily with meals.

-Thera was no order to obtain FSBS.

Review of Resident #5's Resident Register datad
01/02/20 revealed the resldent was admitted to
the facility from the hospital on 01/02/20.

Review of Residant #5's resident assessment toal
dated 12/31/19 ravealed:
-The resident was to take 11 dally medications,
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Review of Rasident #5's vital sign report dated
01/02/20 through 01/05/20 revealed:

-The resident arrived at the fazility for admission
on 01/02/20 at 8:47am.

-There was a weight documented an 01/02/20 at
5:54pm.

-The resident had a blcod pressure of 114/57, a
heart rate of 82, and a temperature of 98.1 F
documented on 01/05/20 10:24am.

-There was no FSBS documented for the
resident.

Review of Resident #5's progress notes revealed;
-On 01/03/20 at 6;30pm, it was documented that
the facility's contracted pharmacy was contacted
1o follow up on when the resident's medications
were to be dellvered due to the resident noeding
his insulln and being nen-compllant with his
dielary restrictions; It was too late to request
back-up medicaticns from the pharmacy; the
responsible party and primary care provider
(PCP) were notified.

-On 01/03/20 at 8:46pm, the resident was sent to
the Emergency Room (ER} due to a high £$BS
reading.

-On 01/04/20 at 2:25am, the resident returned
from the ER and the resident was to follow-up
with his PCP on 01/08/20.

-On B1/04/20 at 5:02pm, the resldent's FSBS was
555 mg/di {normal F5BS ranges for a person with
DM is 80-130 mg/dl); he was given 5 units of
Humalog at that tima,

-On 01/04/20 at 16:16pm, the resident's FSBS
was retaken and was 545 mg/dl,

-On 01/05/20 at 10:25am, the resident fall In his
bedroom doorway, vital signs were obtained, a
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FSBS was obtained twice, bath FSBS results
read Hl (too high to calculate on the glucometer
mechine), notification sent to the PCP and

responsible party and the resideni was sent Io the
ER where he was admitted for care.

-There was no documentation that the resident's
PCP was notlfied that he did not have
medications availabie for administration on
01/02/20-01/03/20 or that he did not have an
order to racelve FSBS.

Review of Resident #5's Incident/Accident (rA)
report dated 01/05/20 revealed:

~The resident had a witnessed fall in the middte of
his bedroom docrway.

-The resident stated his “legs gave away" and he
was trying to sit up,

~The resident did not have injury or pain but was
sent to the ER due o high FSBS where he was
admitted and dlagnosed with diabetic
ketoacldosis {DKA) (a sarious complication of
diabetes that occurs when there is not encugh
insulin In the body and produces excess blood
aclds (ketonas) that requires emergency care that
could lead to diabetic coma or death).

Review of Resldent #5's hospital History and
Physical (H&P) dated 01/05/20 revealed:

-The residant presented to the ER with a history
of pootly controlled DM with elevated FS8S along
with polyuria (excessive urination), polydipsia
{excessive thirst), and nausea.

-Hls blood gases Indicated uncompensated
metabolic acidosis (a serious electrolyte disorder
that could result in Impaired kidney function,
cardiovascular heaith, or death),

-The resident was diagnosed with DKA and acute
kidney injury and required intravenous Insulln and
electrolyte and fluid rehydration.

-The resident was directly admitted to the
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intensive care unit ({CU) for further care after
stabilization.

Review of Resident #5's hospital progress noteé
dated 01/11/20 and 01/16/20 revaaled;

-The resident was Improving with care and
aggressive Insulin medicatlon management.

-The resident was unable to care for himself due
to a history of brain injury and was awalting a bed
placement in a nursing home,

Revlew of Resident #5's hospital discharge
summary dated 01/17/20 revealed:

-Tho resident was improving and raquired
aggressive medication managament.

-The residont was discharged In stable condition
to a skilled nursing facility (increasad level of care
from assisted living) to continue therapy for
furthar care.

Interview with Resident #5's family member on
05/25/22 at 4.08pm revealed:

-Resident #5 was admitled to the facility on
01/02/20 and was not criented and unable to
make decislons or care for himself,

-Resident #5 did not have any medications on
hand at the facility when he was admitted to the
facility from the hospital on 01/02/20.

-Due to Resident #5 not having his medicatlons
for two days, his blood sugars rose to dangerous
levels and he was admitted to the haspital in the
" intensive care unit (ICU).

-She went to the facility to be with Resident #5
the afternoon and evening he was admitted on
01/02/20 to finish signing his admission
paperwork and it was difficult to get staff's
altention that night and have staff help him with
the care he needed.

-She was not made aware on tho day of Resident
#5's admission to the facility that he did not have
Divislon of Haalth Service Redqulation
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his medications on hand as needed and the
facility staff did not ask her to assist in cbtaining
the medications.

-She received a call later than night after she Teft
on 01/02/20Q, that the Resident #5's blood sugar
was high, and the facility was sending him to the
hospital to address the issue.

-Resident #5's diagnosis of diabetes mellltus and
his need for Insulln was not new for him and
should have bsen addressed immediately upon
his admission.

-Afew days later, Resident #5 fell in his doorway
and was sent back to the hospital because his
FSBS was high again and that was when he was ,
admitted to the ICU.

[ -The facility neglected to provide Resident #5 his
Insulin and other madications as orderad and that
was why he becama so sick and eventually
needed a higher lavel of care.

-She was not sure if Resident #5's PCP had been
centacted or if the facility tried to obtaln his
medications in a timely manner at ail.

interview with an order entry technician at the
facility's contracted pharmacy an 05/25/22 at
1:50pm revealed:

-The pharmacy received Resldent #5's admission
medication orders via fax from the facility on
01/03/20 at 12:28prn (on the second day of
admission); the pharmacy had not recelved any
medication orders from the facility prior to that
date.

-The pharmacy immed!ately entered Resident
#5's orders into hs profile in the computer system
and filled the medications to be sent to the
pharmacy.

-Resident #5's medications were sent to the
facility on 01/03/20 at were recelfved at the faciiity
onh 01/04/20 at 1:56am,

-The facility did not request ihe medications to bs |
Division of Health Senvice Regutation
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filled STAT {(immediately), but if the facliity had
requested the order ta be filed STAT, the
pharmacy would have had the madications to the

facility withln four hours or less of the time they
received the orders from the facifity.

Interview with the medical records representative
at the facility's contracted primary care provider's
{PCP's) office on 05/25/22 at 2:25pm revealed
there was no documentation that the facility
notified Resldent #5's PCP of not being abls to
obtain his medications upon admission or having
high FSBS.

Interview with a medication aide (MA} on
05/25/22 at 2:25pm revealed:

-She had worked at the facility during the time
Resident #5 was admitted ta the facllity on
01/02/20 buit did not recall being involved in
Resident #5's admission.

-It was the facility's policy to ensure a resident's
medications were available for administration as
ordered upon admisslon or shortly thereafter
within four hours of faxing the orders ta the
pharmacy.

-If a resident was admitted to the facility with a
dlagnosis of diabetes mellitus and did not have
insulin on hand to be administered as ordered, it
was the MA's or the Resident Care Coordinator's
{RCC's) responsibility to contact the resident's
FCP and the contracted pharmacy immediately to
notify themn and attempt the remedy the issue.
-Residents were not to go longer than four hours
without having medications administerad to them
as ordered and the fagility should have requested
Resident #5's medications from the pharmacy
STAT.

-If Resident #5 was missing an order ta monitor
F3BS for his DM diagnoses and adminlstration of
insulin, it was the MA's or RCC's rasponsibllity to
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cali the resident's PCP immedlatsly for
clarfication to obtain an order to care far the

resident safely, ‘
-If the factlity had_notified_Resident #5's RCR o !

pharmacy of being unable to obtain his
medications to be administersd as ordered, It
would have been documented in the resident's
progress notes in his record.

-She was hot sure why the facility failed to call the
* Resident #5’s PCP or pharmacy when unable to

l obtain his medications, but it was a failure in the
facility's expected process.

Intervisw with the RGC on 05/25/22 at 2:55pm
revealed;

-She did not work at the facility when Resident #5
was admitted to the facility on 01/02/20,

-The Adminigtrator was responsible to ensure the
facllity had an accurate FL-2 with orders anda
history and physical for a resident who was to be

aamitted prior to admlssion. ‘
-1t was her or the MA's responsibillty to
immediately fax medication orders fo the ,

pharmacy upon a resident's admission to ensure
medications were on-hand to be administered as
ordered.
-The pharmacy normaliy dalivered requested !
medication to the facliity within 24-hours, bul the
facility was responsible to request STAT
processing {within 4 hours) for new admissions to
ensure medications were on hand ir a timely
manner.
-It was unaceeptabie for a dlabetic resident to go
) longer than one day without medication because
i thelr medications were orderad to treat their
health needs and the resident's FSBS could go
too high,
-The RCC or the MA should have called the
pharmacy and the Resident #5's PGP for orders
and guldance of care if they could not obtain his i
Divislon of Health Sarvice Regulation
STATE FORM Geag FCDR11 i contiruatlon shee! 12 of 76
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documented in Resident #5's progress notes,; she
was not sure why the facillty faxed the orders a
day after admisslon and did not call the pharmacy
or the PCP to expedite getting Resident #5's
medications on-hand for administration as
ordered in a timaly manner.

-The RCC gr the MA also should have calied
Resident #5's PCP to obtaln/clarify orders for
FSBS since he did not have orders to do so and
was dlagnosed with diabetes meliitus.

-The RCC or the MA were also responsible fo call
Resident #5's PCP when they did obtain FSBS
without an order and had readings that were
elevated or toc high to be read on his FSBS
machine for guidance of care.

-She was not sure why Resident #5's PCP was
not called regarding the elevated FSBS and
delayed medications, but that led to a delay In
care and adverse outcomes.

Interview with the Administrater on 05/25/22 at
3:33pm revealed:

~She did not work at the facility when Resident #5
was admilted cn 01/02/20.

-If Resident #5 had not arrived with any
medications on-hand, It was the facllity's
rasponsibillty to procure the medications he
needead and were ordered to ensure safe care.
-t would have been the RCC or MA's
responsibility to Immedlately fax Resident #5's
orders to the pharmacy upon arrival to the facility
and have them processed STAT to be
administered as soon as possible as ordered,
-Resident #5 should have never missed any
doses of his medications because the facility
should have coordinated how medications would
be on hand for administration as ordered prlor to
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his admission.
-Residents who miss doses of medications could
haye adverse health [ssues or even death related

to the diagnoses the medication had been
prascribed for by hisfher PCP,

=The MAs or the RCC waere responsible to verify
they would ba able to meet the needs of the
resident prior to admissicn and anyone at the

- facility would have been responsible to call the

pharmacy and Resldent #5's PCP when they
were unable to obtain and were unable to
administer his medications as ordered.

-Any communication with the pharmacy or
Resident #5's PGP would have been dacumented
in his progress notes in his records if It has bean
dona,

-She was not sure why Resident #5's PCP had
not been notified that his medications were
unavailable, that ha was having high FSBS, or
that he had been sent to the hospital, but they
should have notified his PCP so they could guide
his care and prevent a bad outcome.

Interview with a pharmacist at the facility's
contracted pharmacy on 05/25/22 at 2:01pm
revealed:

-It was the fagility's responsibility to fax a
resident's medication orders to the pharmacy
immediately or as soon as possible upon receipt
or the resident's arrival to the fachiity as a new
admission and to contact the resldent's PCP if
there wera any issues or concerns regarding a
resident's medications.

-The pharmacy would enter new medication
orders Into the resident's profile in the computer
system and fil the medications 1o ve delivered to
the pharmacy within the same business day or
the next business day of receiving the orders.

-It was the faciiity's respansibility to notify the
pharmacy If medication orders need fo be filled
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STAT, meaning they need it as soon as possible
or within four hours of faxing the orders.

_=If_tha facility_ had. faxed Resident #5's orders on

the day of his admission and notified the
pharmacy they naeded his medications STAT, the
pharmacy would have ensure the facility recelved
Resident #6's medicatlons within four hours and
would have worked with a back-up pharmacy to
ensure the medicatlons were received within four
hours [f the pharmacy was unable to provide the
medications as expected.

-If a diabetic resident was to go without insulin
longer than four hours of it being needed, it could
cause the resident to have Increased blood
sugars which could lead to a multitude of Issues
to include diahetic keloacidosis.

-The pharmacy was available to the facility 24
hours per day 7 days per week and the pharmacy
did not know how to best assist if the facility did
not communicate appropriately for resident
needs.

Interview with the facility's contracted primary
care provider on 05/25/22 at 11:06am revealed:
-She expected the facilily to have accurate and
complete orders for all residents.

-If the facllity was missing an order,-or an order is
unclear, she expected the facility to call her to
clarify what care she wanted provided to a
resident.

-She expected medications to be administered
accurately as ordered.

-It was the facility's responsibility and priority to
ehsure & resident’s medications were available on
hand upon admission or as soon as passible
there after not exceeding four hours
post-admission.

-She expected ta be notified immedialely if the
facllity was unable to obtain the medicafions a
regident needed within four hours of admission.
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contact the pharmacy to have the orger expedifed
or work with anather back-up pharmacy to ensure
the medications were available within a safe
time-frama,

-if Resident #5 did not have FSBS orders with
parameters or Insuiin on hand, she would have
expected the facllity to call her so she could
provide orders and guide his care.

-If Resident #5's FS8S were elevated, she would
have evaiuated why and wauld have provided
arders for him to have Insulin.

-She would have expected to be notified of
Residant #5's elevated blood sugars over
400-500mg/4l or a blood sugar that was
"unreadabla” as "H|" immediately.

-lt was inappropriate for the facility to not
administer Resident #5's insulin and other
medications for 48 hours post-adrmiission and
they should have called for an order to monitor
the resident's FSBS closely.

~The facility might have bean able prevent the
resident's need to be admitted to the hospital in
the ICU for diabetic ketoacidosis it they had
accurate orders and administered his insulin as
ordered.

-It did not take long fer a resident with dlabetes to
hava biood sugars that were uncontrollable when
they ge without their Insutin for more than one
dose,

-Resident #5 missing hls insulin for 48 hours
caused him to go into diabetic ketoacidosis and
the provider responsible for him at that time
should have been notifled to intervene and guide
his cara for his safety.

Interview with anather one of the facilty's
contracted PCPs on 05/26/22 at 4:00pm
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revealed;
-She expected to be notifisd if a residant's

medicat| =) ilab dministration

as ordered.

-Residents should never miss more than one
dose of a medication bacause missing
medications could cause a resident harm,

-1t was especizlly important to have known that a
resident missed doses of insulin because she
wolld have provided arders for closer monitoring
due to the side effect of missing the dose.
-Missing doses of insulin could have led to
increased bicod sugars, altered mental status,
dizziness, confusfon, kidney fajlure, coma, and a
trip to the emergency roem (ER).

-If she had been made aware, she would have
gatten invoived and assisted the facllity In
obtalning the medications In a timely manner by
contacting the pharmacy and requesting a STAT
order.

-Resident #5 missing his madicaticns as ordered
was definitely a contributing factor to his fall and
having to ba admitted to the hospital.

if that facifity had administered his medications
as ordered could have prevented his outcome of
needing tc be hospitalized and passibly his need
for an Increased level of care.

2. Review of Resident #3's current FL-2 dated
04/05/22 revealed dlagnoses included chronic
puimonary obstructive disease, vitamin D
deficiency, insomnia, atherosclerolic heart
disease, hyperiipidemia, anxisty, hypertension,
coronary atherosclerosis, and stage 4 chronic

- kidney dlsease.

a. Review of Resident #3's current FL-2 dated
C4/05/22 revealed:

~There was an order for Ascorbic Acld 500mg
daily (Ascarbic Acld is a medigation used for
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Vitamin C repiacemant),
-There was an order for Asplin 81mg daily

— | (Aspirin is a medication used to treat pain and

02713

Inflammatfon).
-There was an order for Atorvastatin 40mg at

bedtime (Atorvastatin is a medication used to
treat high cholasterol).

-There was an order for Calclitriol 0.25mceg daily
{Calcltriol is a farm of vitamin D used to reat
patients with chronic kidney disease).

-There was an order for Flonase 50meg In each
nostril at bedtime (Flonase is a nasal spray used
te treat allergles).

-There was an order for Remeron 15mg at
bedtime {Remeron is a medication used ta traat
insomnia).

-There was an order for Multivitamin one tablet
dally (Multivitamin is used to treat vitamin
deflciency).

-There was an order for Protonix 40mg daily
{Protenix is a proton-pump inhibitor used to treat
reflux).

-There was an order for Sennosides-Docusate
Sodiurn 8.6-50mg dally (Sennos/des-Docusate
Sedium is a medication used to treat

i constipation),

-There was an order for Seroquel 50mg at
bedtime (Seroguel is an anti-psychotic medication
used fo treat depression and insomnila),

-There was an order for Budesonide 0.5mg/2mL
inhale twice daily, scheduted for administration at
8:00am and 8:00pm (Budescnide Is a medication
used to treat asthma and chronic obstructive
pulmenary disease),

Review of Resldent #3's facllity progress notes
dated 04/06/22 at 4:00pm revealed:

-The resident was admitted to the facility from a
skilled nursing facility.

-The resident brought medication ta the facilily.
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Review of Resident #3's April 2022 electronic
medication_administration.record {aMAR)

revealed:

-There was an entry for Ascorbic Acid 500mg
daily, scheduled for administration at 8:00am.
-There was an entry for Aspirin 81mg daily,
scheduled for adminlstration at 8:00am.

-There was an entry for Atorvastatin 40mg at
bedtime, scheduled for administration at 8:00pm.
-There was an entry for Caicitriol 0.25meg daily,
scheduled for administration at 8;00am.

-There was an entry for Flonase 50mcg in each
nostri at bedtime, scheduled for administration at
8:00pm.

-There was an entry for Remeron 15mg at
bedtime, scheduled for administration at 8:00pm.
-There was an entry for Multivitamin ane tablet
dally, scheduled for administration at 8:00am.
-There was an entry for Protonix 40mg daily,
scheduled for administration at 8:00am.

-There was an entry for Sennosides-Docusate
Sodium 8.6-50mg daily, scheduted for
administration at 8:00am.

-There was an entry for Seroquel 50mg at
bedtime, scheduled for administration at 8:00pm,
-There was an entry for Budasonida 0.5mg/2mL
inhale twice daily, schaduled for administration at
8:00am and 8:00pm.

-There was no documentation of any scheduled
medication administered on 04/06/22 at 8:00pm
or 04/07/22 at 8:00am.

Review of a handwritten medication
administratien record (MAR) for Resident #3
dated 04/07/22 revealed:

-Remeron 15mg was documented as
administered at 7:30pm.

-Atorvastatin 40mg was documonted as
administered at 7:30pm.
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-Seroquel 50mg was documshted as
administered at 7:30pm.

dated 04/07/22 at 7:55pm revealed the resident
was sent to the emergency room for a fall.

Telephone interview with one of the facifity's
} contracted primary care providers on 05/26i22 at
4:00pm revealed:
-She expected residentz 1o have their
medications avaitable for administration when
they arrived at the facllity and that medication
administration would be documented,
-She would have expected to be notified of
Resident #3 not having her medications availabie
for administration on admission,
-She was coneernad that the resident not
receiving her Saroguel the evening of 04/06/22
could cause tachycardia and dizziness which put
the resident at a risk for falls.

| b. Review of Resldent #3's current FL-2 datad
04/05/22 revealed diagnoses included stage 4
chronic kidney disease,

Review of Resident #3's facilily pragress notaes
dated 05/01/22 at 2:2Bpm revealsd she was sent
lo the eamergency room (ER) for evaluation after a
fail and returned to the facility,

Review of Residant #3's facillty progress notes
dated 05/01/22 at 9:1 3pm rovealed the residant
returned to the ER after she passed out and was
admitted to the hospital,

Review of Resident #3's hospital discharge
summary dated 05/04/22 revealed:

-She was admitted on 05/01/22 with a chief
complaint of fall, hip paln, and weakness.

D 273 !
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~Her discharge diagnoses Inciuded acute bload
loss, hemorrhagic shock, acute renal failure,
dementia, urinary tract infection and

polypharmacy,

-Her discharge plan was to return to the asslsted
living facility with follow up appointments for her
primary care provider and nephrology.

-5he was to follow up at the nephrology clinic in
one week to have a rapeat urinalysis.

Review of Resident #3's 05/04/22 hospital
discharge instructions revealed she had an

: appointment schaduled at the nephrology clinlc
i on 05/12/22 at 10:30am.

Interview with Resident #3 on 05/26/22 at
11:10am revealed she remembered being at the
hospltal earlier this month but has not had any
doctor visits since then that she could recall.

Interview with the Resident Care Coordinator
{RCC) on 05/26/22 at 1:05pm revealed:

-8he was responslible for reviewing resident's
discharge paperwork upon their return from the
hospital.

~She did not recelve Resident #3's discharge
paperwork when she returned from the hospital
on 05/04/22.

-She was in tha process of training for the RCC
position at the time of Resident #3's discharge on
05/04/22 and was not sure who received
Resident #3's paperwork.

-She was concerned that Resident #3 missad her
nephrolegy appointment because of her history of
kidney disease and need for a repeat urinalysis.

Interview with the Administrator on 05/26/22 at
2:47pm revealed:

-She was not aware that Resident #3 missed her
nephrology appointment that was scheduled for
Division of Heallh Service Ragulation
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05/12/22 upon dlscharge from the hospital on
05/04/22.

_-The RCC was respansible for reviewing

discharge paperwork and ensuring that
appointments were passed an to the transporter.

Attempted telephone interview with the
neghrolagist an 05/26/22 at 2:00pm was
unsuccessful.

3. Review of Resident #1's current FL-2 dated
05/04/22 revealed:

-Diagnoses inciuded schizoaffective disorder,
chrenic cbstructive pulmonary disease (COPD),
blindness in both eyes, and diabetes mellitus type
2 {PM).

-The resident was ambulatory, and her orisnfation
status was not documented,

Revlew of Resldent #1's Resident Register dated
05/04/22 revealed the resident was admitted to
the facility on 05/04/22,

Review of Resident #1's care plan dated 05/18/22
revealed:

-The resident was non-ambulatory and reguired
the use of a wheelchair.

-The resident was sometimes disoriented and
required reminders.

-The resident required limited assistance with
eating and ambulation.

-The resident required total assistance with
toileting, bathing, dressing, grooming, and
transferring.

a. Review of Rasldent #1's current FL-2 dated
05/04/22 ravealed:

-There was an order for Tylenol 500mg, 2 tablets,
every 6 hours as needed for pain for 7 days.
~There was an order for Abilify 10mg daily for 7
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days. {Used to treat schizophrenia and other
mood disorders.)
-Thers.was_an_ordar_for Albuterol

80mcg/actuation, take 2 puffs every 4 hours as o
needed for wheezing. (Used to treat breathing
difficuity In respiratory disorders.)

~There was an order for Glipizide 10mg daily. (An
oral medication used to treat DM.)

-Thare was an order for Spiriva 18meg/inhalation,
take one capsule by inhalation daily. (Used to
treat breathing difficulty in resplratory disorders.) '
-There was an order for Metformin 500mg, 2
tablets daily with supper for 7 days. (An oral
medication to treat DM.)

~There was an order for Symbicort 160-4.5

| meg/actuation, take 2 puffs inhalation twice daily.
{Used to treat breathing difficulty in resplratory
disorders,)

~There was an order for Serogquel 50mg daily at
bedtime for 7 days. (Used to treat mood
disorders.)

-There was an order for Lidocaine 4% patches i
once daily. (Used to treat pain.)

-There was an crder for Nicoderm 14mg/24hr
paltches once daily for 7 days. (Used to treat
nicotine withdrawal.)

Revlew of Resident #1's May 2022 electronic
medication administration record (eMAR)
rovealed;

-There was an entry for Tylenol 500mg, 2 tablets,
svery 6 hours as needed for pain for 7 days.

~The Tytenel was documented as administered an
05/10/22, 05/14/22, 05/156/22, 05/19/22, and
05724122,

-The Tylenol was administered beyond 05/11/22
when the order was supposed to be discontinued.
-There was an entry for Abilify 10mg daily for 7
days at 8:00am.

-Tha Abilify was documented as administered

Olvision of Health Service Regulation
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daily from 056/07/22-05/13/22, but there was no
documentation the Abllify was administered from

05/05/22-05/06/22; the resident missed 2 doses.

-There was an entry for Albuterol
80mcg/actuation, take 2 puffs every 4 hours as
needed for wheezing.

-Tha Albutero! was not documented as
administered.

-Thera was an entry for Glipizide 1 Omg daily at
8:00am.

-The Gliplzide was documented at administerad
daily fram 05/07/22-05/13/22, but there was no
documentation the Glipizide was administered
from 05/06/22-05/06/22; the resident missed 2
doses.

-There was an entry for Spiriva 18meg/inhalation,
take one capsule by Inhalation daily at 8:00am.
-The Spirlva was documented as administered
daily from 05/07/22-05/25/22, but there was rio
documentation the Spriva adminlistered from
06/05/22-08/06/22; the resident missed 2 doses.
-There was an entry for Metformin 500mg, 2
tablets daily with supper for 7 days at 5:00pm.
-The Metformin was documented at administered
dally from 05/06/22-05/11/22, but thers was ne
documentation the Metformin was administerad
or 05/05/22; she only received § days total of the
medication missing 1 dose.

-There was an entry for Symbicort 160-4.5
meg/actuation, take 2 puffs inhalation twice daily
8:00am and 8:00pm,

-The Symbicort was documented as administered
at 8:00am from 05/G7/22-05/25/22 and at 8:00pm
fram 05/06/22-05/24/22, but there was no
documentation the Symbicort was administered
on 05/05/22 at 8:00am and 8:00pm and on
05/06/22 at 8:00am; she missed 3 doses.

-There was an entry for Seroque! 50mg daily at
bedtime for 7 days at 8:00pm.

| -The Seroquel was documented as administered
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from 05/06/22-05/11/22, but there was no
documentation the Seroquel was administered on
05/06/22; she missed_1_dose,

-There was an entry for Lidocaine 4% patches
once dally,

-The Lidocaine 4% patches were documentsed as
administered from 05/07/22-05/10/22, but there
was no documentation the Lidocaine 4% was
administared from (5/05/22-05/06/22; she missed
2 doses.

-There was an entry for Nicoderm 14mg/24hr
palches once daily for 7 days at 12:00am.

-The Nicoderm paiches ware documented as
administered from 05/08/22-05/11/22, but there
was no documentation the Nicoderm was
administered from 05/05/22-08/08/22, she missed
4 doses.

-The resident missed 1-4 doses of sach of her 9
scheduled daily medications ordered upon
admission from 05/05/22-05/08/22.

Review of Resldent #1's facility progress notes
revealed:

-Tha resident was admitted to the facility on
05/04/22 from the hospital; it was documented
that she had medicatlon with her and that her
medication orders had been faxed to the
pharmacy.

-There was no documentation that the resident's
PCP was notifled the resident had missed two
days of medications as ordered,

Interview with a medication alde (MA} on
05/26/22 at 10:01am revealed:

-She was not sure why Rosident #1 did not have
her medications administered as ordered upon
admission.

-If a resident was admitted to the facllity without
thelr medications on hand, it was the MA's or the
Rasident Care Coordinator's responsibility to fax
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-if the facility it unable to get the medications
within 4 hours then it was the MA’s or the RCC's
responsibility to call the resident's primary cars
provider {PCP) to notify them and for guidance
and further instruction.

Interview with the RCC on 05/26/22 at 1.05pm
revealed:

-She was not awsre that Resident #1 had gone
without her medications for the first couple of
days after her admission and she expected the
MA's to have made her aware.

-Resident #1's medications should have besn
available for administration within four hours of
her admission,

-She did not recall Resident #1 having any
medications available with her upon admission
except an inhaler that was found on the second
day.

-l was the MAs responsibility to fax or reorder
maedications immediately and request them STAT
from the pharmacy within four hours as
nacessary.

-If she had been made aware that Resident #1
did not have her medications administered as
ordered upen admission, she would have notified
Resldent #1's PCP.

Interview with the Administrator on 05/26/22 at
2:27pm rovealed:

-Resident #1 was admitted to the facility from the
hospital and she had asked the hospital to send a
3-day supply of medications with the resident
upon admission.

-Tha discharge planner at the hospital forgot to
send Residant #1's medications with the resident
when she was admitted.
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-The facility did not fax Resident #1's medications
until the next day and the MA, RCC, or she
should have called the resident's PCP to notify

her they did not have the medications fo
adminlster as ordered.

-The facility delayed the resident's care and
should have had the resident's medications
available to her upon admission as ordered.

Intarview with Resident #1's PCP on 05/26/22 at
4:00pm revealed:

-She expectad to be netified if 2 resident's
medications were unavailable for administration
as ordered.

-Residents should never miss more than cne
dose of a medication because missing
medications could cause a resident harm.

-t was espaclally impartant to have know that
Resident #1 missed doses of Abllify and Seroquel
because she would have provided orders for
closar monitoring due to the side effect of missing
the dose.

-Missing doses of Seroquel and Abilify could have
led to tachycardia {increased heart rate),
swaaling, confusion, altered mental status, and
dizziness increasing her risk of falls and possibly
explaining her behaviors.

-Missing doses of insulin could have led to
increased blood sugars, altered mental status,
confuslon, and a trip to the emargency room
{ER).

! -If she had been made aware, she would have
gotten Involved and assisted the facility In
obtaining the medications In a timely manner by
contacting the pharmacy and requesting a STAT
order.

Based on chservaticns, interviews, and record
reviews, it was determined that Resident #1 was
not interviewable,
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3:54pm wera unsuccessful.

b. Review of Resldent #1's History and Physical
(H&P) dated 05/09/22 revealed:

-The resident was legally blind and had
glaucema,

~There was an order to schedule an appointment

| with an ophthalmologist {specialty eye doctor},

Review of Rasident #1's racord revealed there
was no decumentation she had seen the
ophthalmolegist or that an appointment had been
made to do so.

Interview with the Residant Care Coordinator
{RCC} on 06/26/22 at 1:05pm revesled:
-Resident #1's ophthalmology appointment had
been made that day after it had been brought to
her attention.

-She was responsible to read provider notes to
ensure all orders were impiemented accurzate and
in a timely manner within one business day.

-8he had read the resident's H&F but missed the
order to scheduls the appeintment,

Interview with the Adminlstrator on 05/26/22 at
2:27prm revealed:

~The RCC was respensible to ensure Resident
#1's PCP visit notes had been reviewed and
orders were such as her ophthalmology
appolntment were made within one business day
of receiving the order.

-She was not aware the appointment had been
missed,

-When residents miss important appointments, it
could lead to a delay in care and long-term
adverse health effects.
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-Resident #1's PCP should have been notified
that Resident #1's appolntment had been missed
and was not made yet.

Interview with Resident #1's PCP on 05/26/22 at
4:00pm revealed:

-She expected the facility to Implement and carry
out orders as written and to be notifled when an
order was missed.

-She expected the facility to have made Resident
#1's ophthalmology appointment as soon as
possible afier receiving the order 50 it could be
completed within 3 months and she could follow
up on the results.

Based on observations, interviaws, and record
reviews, it was determined that Resident #1 was
not interviewabla.

Attempted interview with Resident #1's
responsible party on 05/26/22 at 9:48am and
3:54pm were unsuccessiul.

4. Review of Resident #2's current FL-2 dated
04/27/22 revealed:

-Dlagnosas included unstageable left hesl wound,
schizephrenia, bipclar disorder, depressive
disorder, and diabetes meliitus Typa 2.

-The resident was intermittently disoriented.
-There was an order to chack fasting blood sugar
dally and nolify primary care provider {PCP} if
blood sugar was less than 70 or greater than 250.
-There was an order to check fingerstick bloed
sugars (FSBS) as needed, notify provider if FSBS
is under 70 or over 250,

-There was an order for Lantus, a medication ' ,
used fo stabilize bloed glucose levels, inject 34
units daily at 7:30am before breakfast hoid If
FSBS less than 150 and Lantus 32 units at
5:00pm before supper hold If FSBS less than
Divlsion of Health Servico Regulation
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150.

Review-of-Resident.#2's.RCP's.triage_note dated

03/20/22 revealed an order to check FSBS each
morning before breakfast and with second Lantus
administration, netlfy PCP if FSBS is under 70 cr
over 250.

Review of Resident #2's March 2022 electronic
medication adminlstration record (eMAR})
raevealed:

-There was an entry to check fasting blood sugar
daily notify PCP if blood sugar is less than 70 or
greater than 250.

-The fasting blood sugar chack was scheduled at
7:30am.

-Resident #2's FSBS at 7:30am was documented
as 255 on 03/01/22, 556 on 03/03/22, 376 on
03/04/22, 383 on 03/05/22, 323 on  03/06/22,
315 on 03/08/22, 268 on 03/13/22, 423 on
03/11122, and 327 on 03/30/22.

-There was no documentation on the eMAR that
the PCP had been notified of Resident #2's
elevated blood sugars.

-There was an entry to check FSBS before
breakfast and at 5:00pm with second Lantus
administration.,

-The FSBS were schaduled for 7:30am and
5:00pm.

-Resldent #2's FSBS at 5:00pm was documented
as 487 on 03/20/22, 290 on 03/21/22, 337 on
03/22122, 326 on 03/23/22, 348 an 03/24/22, 252
on 03/25/22, 424 on 03/26/22, 294 on 03/27/22,
and 312 on 03/30/22.

-There was no documentation on the eMAR that
the PCP had been notified of Resident #2's
elsvated blood sugars.

Review of Resident #2's progress notes from
03/01/22-03/31/22 revealad:
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' -There was no documentation that Resident #2's
PCP had been notified of her elevated 7:30am
ESBS.on.03/01/22,.03/03/22, 03/05/22, 03/06/22

03/08/22, and 03/30/22.

-There was no documentation that Resldent #2's
PCP had been notified of her elevated 5.00pm
FSBS on 03/21/22, 03/23/22, 03/24/22, 03/25/22,
03/27/22, and 03/30/22.

Review of Resident #2's April 2022 sMAR
revealed:

-There was an entry to check fasting blood sugar
daily notify PCP if blood sugar is less than 70 or
greater than 250,

-There was an entry to check FSBS before
breakfast and al 5:00pm with second Lantus
administration.

-The FSBS were scheduled at 7:30am and !
5.00pm. i
-Resident #2's 7:30am FSBS was documented as
281 on 04/14/22.

-Resident #2's 5:00pm FSBS was documented as
279 on 04/01/22, 362 on 04/12/22, 350 on
04/13/22, 547 on 04/14/22, 396 on 04/15/22 and
312 on G4/17/22. f i
~There was no documentation on the eMAR that l
Resident #2's PCP had been notified of her
elevated blood sugars.

Review of Resident #2's progress notes from
04/01/22-04/30/22 revealed:

-There was no documentation that Resident #2's
PCP had becn notified of her elevated 7:30am
FSBS on 04/14/22.

-There was no documentation that Rasldent #2's
PCP had been notified of her elevated 5:00pm
FSBS on 04/01/22, 04/12/22, 04/13/22, 04/15/22,
and 04/17/22.

Review of Rasidant #2's record from
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03/01/22-04/30/22 reveaiad Residant #2 had 25
: FSBS that were over 250 and 18 of those FSBS
" were not reported to her PCP,

D273

|
!
|

resident's progress notes.

3:30pm revealed:
-All communication with a
a resident's progress note

had not been notified.

MA had access to.

2:47pm revealed:

Interview with a medication aide {MA} on
05/26/22 at 10:40am ravealed if a resident had
orders to contact a primary care provider (PCP) if
their blood sugar was too high or too fow the
documentation of the contact would be In the

Interview with a second MA on 05/26/22 at

-t was important to notify a PCP If a resident's
blood sugar was too high or too low because the
PCP may glve orders to adjust the medications
the resldent was recelving.

| Interview with the Resident Care Coordinator
(RCC) on 05/26/22 at 1:12pm revealad:

-If & MA notified a PGP of a resldent's biood sugar
being out of range it should be documented in
that resident's progress nota.

-If PCP notification was not documented in the
progress note then it was assumed that the PCP

-If Resident #2's blood sugar was over 250 the
MA should notify the PCP either by phone call or
by texting through a doctor's application that tha

-It was important to contact Resident #2's PCP if
her blood sugar was elevated because the PGP
may want o give the resident an extra dose of
insulin to decraase her blood sugar,

Interview with the Administrator on 05/26/22 at

-MAs were expected to follow PCP orders about

PCP was entered into
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because the PCP may have ordered a
short-acting insulin or increased the resident's
Lantus dosage based on her blood sugar.
{Short-acting insulin works faster to bring down
blood sugars. Lantus is a long-acting insulin,)

Telephone interview with Resident #2's PCP on
05/26/22 at 4:03pm revealed:

-It was Important that she be notified of all of
Resident #2's blood sugars that were out of range
s0 that she would notice trends and could
address them the next time she was at the
facility.

-If she had heen notified that Resident #2's blood
sugars were slevated she might have adjusied
her insulin dosage or given a one-ime order for
madication to get her blood sugar back in range,
-Not reporting the elevated blood sugars to her
put Resident #2 at risk for experiencing diabetic

. ketoacidosis or nonketotic hypergiycemia.

(Diabetic ketcacidosis is 2 buitdup of acids in the
bload. It can happen when blood sugar Is too high
for too long. Diabsetic ketoacidosls can cause
coma or death. Nonketotie hyperglycemia occurs
when the blood sugar of a person with diabetes
becomes too high for a long time. It causes
glycine to bulld up in tissue and organs,
particularly the brain.}

-Nonketotic hyperglycemia could cause Resident
#2 to have confusion or an altered mental status
and could glso lead to coma or kidney damage,

The failure of the facility to provide referral and
faliow up in notifying the resident's primary care
provider (PCP) that medications were unavailable
for administration as ordered was directly related
to the hospitalization of Resident #5 with a
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diagnesis of diabetic ketoacidosis and acute
kidney injury requiring a 12 day stay in the

intensive care_unit.at the_hospital then requiring
an increased leve! of care In a skilled nursing
facllity upon hospital discharga. The facliity also
failed to notify the PCP that resident's #1 and #3
did not have medications upon admission that
resulted in a fall and hospital visit for Resident #3
and potential advarse outcomes for Resident #1.
The facilty alsc failed to notify the PCP of
Resident #2's FSBS that were outside of ordered
parameters and were directly related to the
resident's needs for medication evaluation and
adjustment putting the resident at risk of diabstic
ketoacidosis, kidney, damage, or coma. The
facility's failure resulted in serious physical harm,
injury, and neglect and constitutes a Type A1
Violation.

The facilily provided a Plan of Protection in
accordance with G,S. 131D-34 received on
05/25/22 for this violation.

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED June 25,
2022.

D 358 10ANCAC 13F .1004(a) Medication D 358 ' 10A NCAC 13F .10C4(n) Medication Administratlan
Administration
10A NCAC 13F .1004 Medication Administration e o GCAITNCY nevicrtets daly” | HeI2022
(a) An adult care homa shall assure that the

preparation and administration of medications,
- - : Community ED and CC wil! review Madicatlon 5130/2022
prescription and non-prescription, and treatments Adminisiration utilizing Matrix Care reporing and

by staff are in accordance with: weekly Medlcation cart audits during Stand-up
(1) orders by a licensed prescribing practitioner maetings.

which ara maintained in the resldent's record; and
{2) rules in this Section and the facllity’s policies
and procedures.
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This Rule s not met as evidenced by:

TYRE A1 VIOLATION

D 358 o aet hera

The GG will conduct weekly carl audits against the
EMAR io the medication cart to ensure aceuracy.

5/30/2022

Based on observations, interviews, and record
reviews, the facility failed to administer
medicatlons as ordered for 5 of 5 sampled
residents (#1, #2, #3, #4, #5) in which
medlcations were unavailable for administration
upen admission to the facility (#1, #3, #5), insulin
and a pain rellever not administered accurately as
ardered {(#2}, and inaccurate administration of a
chalesterol (#4) and pain relieving (#1)
medlcations.

The findings are:

Review of the facility's Accommeodations and

| Services Assisted Living Reskient Agreement
dated 05/23/16 revealed:

-Residents were to receive services described in
their Resldent Service Plan to include madication
assistance.

-Residents wers to receive third parly services
such as phammacy medication delivery and
medication management services from the
facility.

-The facllity was responsible to order alt
medications and have the necessary supply of
medicaticn available.

-Residents had the right to receive care and
services which were adequate, appropriate, and
In compliance with Federai and State laws, rules,
and regulations.

1.Reviow of Resident #5’s current FL-2 dated
12/30/19 revealed:

-Diagnoses Included typo 2 diabetes meliitus
(DM), acute encephalopathy, anoxic brain injury,
| and a history of acute respiratory failure.

medicatlon training with all medication steff.

medications, documentlon and med arrors.,

The Area Clinlcai Director has conductad 5 hour

The ED has In-serviced all Medication Staff on
Medication Adm'nistration to include the six rights of

6/8/2022

|5/27/2022
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-The resident was ambulatery and Intermfttently \
disorlented.
-There was an order for Lanius 32 units {fong

levels) at bedtime.

-There was an order for Humalog 100u/ml § unilts
(short acting Insukin used lower blood glucose
levels) every morning with breakfast,

-There was an order for Humalog 100u/mi 2 Units
daily with lunch,

-There was an order for Humalog 100wm! 5 units

daily with supper. (
-There was an order for Metformin 500mg {an
oral medication used to lower blood glucose
levels) twice daily with meals.

-There was an order for Lipitor 40mg each night
at bedtime, (Used to treat high cholesterol )
-There was an order for Protonix 40mg daily.
{Used to reduce acld produced i the stomach.)
-Thera was an order for Santy!, 1 application
daily. {Ar ointment used to treal wounds. }

-There was an order for Aspirin 81mg dally. (Used
as a blood thinner.)

-There was an order for Senna, 1 tablet daily.
(Used to treat constipation.)

-There was an order for Therma, 1 tabiet daily.
(Used as a multi-vitamin supplement.)

-There was no order to obtain FSRS.

|
acting insulin used to stahilize blood_glucose "
|

Review of Resident #5's Rasident Register dated
01/02/20 revealed the resident was admitted to
the facility from the hospital on 01/62/20. ‘

medication administration record (eMAR)
revealed:

-There was an entry for Lantus 32 units at
bedtime at 9:00pm,

~The Lanius 32 units was documented as
administered on 01/04/20, but not an
Divigion of Haalth Service Regulation
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01/02/20-01/03/20, so the resident missed 2
doses.

—There-was.an-enty-for-Humalcg-100u/ml-5 units
avery morning with breakfast at 8:00am.
-The Humalog 5 units with breakfast was
documented as administered on
01/04/20-01/05/20, but thera was no
documentation the Humalog was administered on
01/02/20-01/03/20; the resldent missed 2 doses.
-There was an entry for Humaiog 100u/mi 2 units
daily with lunch at 12:00pm.
-The Humalog 2 units with lunch was
documented as admnistered on 01/04/20, but
there was no documentation that the Humalog
was administered on 01/02/20-01/03/20; the
resident missed 2 doses.
-There was an entry for Humalog 100u/ml 5 units
daily with supper at 5:00pm.
-The Humalog 5 units with supper was
documented as administered on 01/04/20, but
there was no documentation that the Humalog
was administered on 01/02/20-01/03/2C; the
resident missed 2 doses,
-Thare was an entry for Metformin 500mg twice
daily with meais at 9:00am and 9:00pm.
-The Metformin was documented as administered
on 01/04/20-01/05/20 at 9:00am), but there was
no documentation that the Metformin was
administered on 01/02/20-61/03/20; he missad 2
doses.
-The Mefformin was documented as administered
on 01/04/20 at 9:00pm, but there was no
documentation that the Metformin was
administered on 01/02/20-01/03/20; he missed 2
doses.
~There was an entry for Lipitor 40mg each night
at bedtime at 9:00pm.
-The Lipitor was documented as administered on
01/04/20, but there was no documentation that

the Lipitor was administered on

Divislon of Health Service Regulation

STATE FORM

FCOR1Y

If

continualion sheet 37 of 75




PRINTED: 06/17/2022

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING;
c
HALG58011 B. WiNG — 05/26/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
160 SANTREE DRIVE
WILLIAMSTON HOUSE
WILLIAMSTON, NG 27882
X4y io SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {FACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD Bt COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFGRMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
D 358 Coniinued From page 37 D 358

01/02/20-01/03/20; the resident missed 2 doses,
-Thera was an entry for Protonix 40mg daby at
9:00am,

- =T'he_Pratonix-was-documented-as-administered
on 01/04/20-01/C5/20, but there was no
documentation that the Protonix was
administered on 01/02/20-01/03/20: the residsnt
missed 2 doses.

~There was an entry for Santyl, 1 application dally
at 9:00am.

-The Santyl was documented as adminlstered on
01/04/20-01/05/20, but there was no
documentation that the Santyl was administered
cn 01/02/20-01/03/20; the resident missed 2
doses.

-The Santy! was alsc documented as
administered on 01/06/20 by home health when
the resident was in the hospital.

-There was an entry for Aspirin 81mg dally at
9:00am.

-The Aspirin was documented as administered on
01/04/20-01/05/20, but there was no
documentation of Aspirin being administered on
01/02/20-01/03/20; the resident missed 2 doses.
-There was an entry for Senna, * tablet dally
5:00pm.

-The Senna was documented as administered on
01/04/20, but there was no documantation thal
the Senna was administerad on
01/02/20-01/03/20; the rasidant missed 2 doses,
-There was an entry for Therma, 1 tablet daity at
5:00pm.

-The Therma was documented as administered
on 01/04/20, but there was no documentation fhat
the Therma was administered on
01/02/20-01/03/20; the rasident missed 2 doses.
-There was no eniry to obtain FSBS or
documentation of FSBS,

Review of Resident #5's vital signs report dated i
Divislon of Health Service Regulation
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01/02/20 through 01/05/20 revealed:
-The resident amlved at the facility for admission
on 01/02/20 at 8:47am.

D 358

-There were.no FSBS_decumented.forthe
resident,

Review of Residant #5's progress notes revealad:
-On 01/03/20 at 6:30pm, it was documented that
the facility’s contracted pharmacy was contacted
to follow up on when the resident's medications
were to be delivered due 1o the resident needing
his insulin and belng non-compliant with his
dietary resirictions; it was too late to raquest
back-up medications from the pharmacy, the
responsible party and primary care provider
{PCP} were notifled.

-On 01/03/20 at 8:46pm, the resident was sent to
the Emergency Reom (ER) due to a high FSBS
reading.

-On 01/04/20 at 2;25am, the resident returned
fram the ER and the resident was to follow-up
with his PCP on 01/08/20.

-On 01/04/20 at 5:02pm, the resident's FSBS was
555 mg/dl (normal FSBS ranges for a person with
DM is 80-130 mg/dl); he was given 5 units of
Humalog at that time.

-On 01/04/20 at 10:16pm, the resident's F5Bs
wag retaken and was 545 mg/di.

~-On 01/05/20 at 10:25am, the resident fall in his
bedreom dowrway, vital signs were obtained, a
FSBS was obtained twice, both FSBS rasults
read MI (foo high to cakeulate on the glucometer
machine), notification sent to the PCP and
responsible party and the resident was sent {o the
ER where he was admitted for care.

-There was no documentation that the resident's
PCP was notified that he did nat have
medications on available for administration on
01/02/20-01/03/20 or that he did nof have an
order to receive FSBS,
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Review of Resident #5's Incident/Accident (I/A)
report-dated-01/05/20-revealed:

-The resident had a withessed fall in the middle of
his bedroom doorway.

-The rasldent stated his "legs gave away” and he
was trying fo sit up.

-The resident did not have Injury or pain but was
gent to the ER due to high FSBS where he was
admitted and diagnosed with diabetic
ketoacldosis (DKA) (a serlous diabetes

| complication that occurs when there is not
snough insulin in the body and produces excess
blood acids (ketones) that requires emergency
care that could lead to diabetic coma or death).

Review of Resident #5's hospital history and
physical (H&P) dated 01/056/20 revealad:

-The resident prasented to the ER with a history
of poorly controlled DM with elevated FSBS zlong
with polyuria (excessive urination), polydipsia
{excessive thirst), and nausea.

-His blood gases indication uncompensated
metabolic acldosls {(a serious elactrolyte discrder
that could result in impaired kidney function,
cardiovascular health, or death requiring
hospitalization).

-The resident was dlagnosed with DKA and acute
kidney Injury and required intravenous insulin ang
electrolyte and fiuid rehydration,

-The rasident was directly admitted to the
intenslve care unit (ICU)} for further care after
stabilization.

Raview of Resident #5's hospltal progress notes
dated 01/11/20 and 01/16/20 revealed:

-The resident was improving with care and
aggressive insulin medication management,
-The resident was unabla to care for himsalf due
to a history of brain injury and was awaiting a bed

Divislon of Hoalth Service Regulation
STATE FORM Seew FCDR1t If contnuation sheet 40 of 75




PRINTED; 06/17/2022

placement in a nursing home.

—Raview-of_Reslident #5's_hospltal discharge__

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUSPLIERIGLIA [X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: TR COMPLETED
C
HAL058011 B.WING 05/26/2022
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
160 SANTREE DRIVE
WILIIAMSTON HOUSE
WILLIAMSTON, NC 27892
{Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D ] PRCVIDER'S PLAN OF CORRECTION (X8}
PREFIX [EACH DEFICIENCY MU'ST BE "RECEDED BY FULL PREFIX : {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
PEFICIENCY)
D 358 | Continued From page 40 D 358

summary dated 01/17/20 revealed:

-The resident was Improving and required
aggressive medication management.

-The resident was discharged In stable condltion
fo a skilled nursing facility (increased level of care
from asslsted living) to continua therapy for
further care.

Telephone Interview with Resident #5's family
member on 05/25/22 at 4.08pm rovealed:
-Resident #5 was admitted to the facility on
01/02/20 and was not orlented and unable to
make decisions or care for himself.

-Residant #5 did not have any medications on
hand when he was admitted to the facility from
the hospital on 01/02/20.

. -Due to Resident #5 not having his medications

for two days, his blood sugars rose to dangerous
levels and he was admitted to the hospital in the
intansive care unit (ICU).

-She was nof made aware on the day of Resident
#5's admission that he did not have his
medications cn hand and the facility staff did not
ask her to assist in obtaining the medications.
-She received a call later than night after she [eft
the facifity on 01/02/20, that the Resident #5s
blood sugar was high, and the faclilty was
sending him to the hosplial.

-Resident #5's diagnosis of diabetes mellitus and
his need fer insulin was not new for him and
should have been addressed Immodiately upon
his admission.

-A few days later, Resldent #5 fell In his doorway
and was sent back to the hospital because his
FSBS was high again and that was when he was
admitted to the Intensive care unit (ICU).

~The facility "neglected" t¢ provide Resident #5
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his insulin and other medications as ordered and
that was why he became so sick and eventually
noeded-a-higher-lavel-of.care

Telephona interview with an order entry
techniclan at the facility's contracted pharmacy on
05125/22 at 1:50pm revealad:

-The pharmacy received Regident #5's admission
medication orders via fax from the facility on
01/03/20 at 12:29pm:; the pharmacy had not
recetved any medication orders from tha facility
prior fo that date.

-The pharmacy immediately entered Resident
#5's orders Into his profile in the computer system
and filled the medications to be sent to the
pharmacy.

-Resident #5's medications were sent to the
facillty on 01/03/20 were received at the facility on
01/04/20 at 1:.56am.

-The facility did not request the medications to be
filled STAT {immediately or urgentty), but if the
facility had requested the order to be filled STAT,
the pharmacy would have had the medications to
the facility within four hours or less.

Interview with a medication aide (MA} on
05/25/22 at 2:25pm revealed:

-She had worked at the facility during the time
Residant #5 was admitted to the facility on
04/02/20 but did not recall being Involved in
Resident #5's admission,

-It was the facility's policy for medication aides to
fax resident medication orders to the pharmacy
immedlately upon the resident's arrival for
admission.

-Once the orders wero faxed to the pharmacy, the
pharmacy would enter the orders into the
resident's profile in the eMAR computer system
and fill the medications to be sent to the facility
which usually happened In about 4-24 hours
Division of Health Service Ragulathon
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doepending on whather the facllity requested the
medications STAT.
—|—~It-was-the-MA's-er-the-Resident-Care.

D 358

Coordinator's {RCC'S) responsibility to compare
the medications to the orders on the eMAR to the
orders recelved from the provider for accuracy
upen rece!pt of the medications from the
pharmacy.

-Residents wera not to go longer than four hours
without having medications administered to them
as ordered and the facility should have requested
Resldent #5's medications from the pharmacy
STAT.

-She was not sure why the facility process was
braached, and Resident #5 did not receive his
medications as ordered for the first two days of
admission.

Interview with the RCC on 05/25/22 at 2:55pm
revealed:

-She did not work at the facility when Resident #5
was admitted to the facility on 01/02/20.

-The AdmIinistrator was responsible to ensure the
facility had an accurate FL-Z with orders and a
history and physical for a resident who was to be
admitted prior to admission,

-t was her or the MA's responsibility fo
immediately fax medication orders to the
pharmacy upon a resident's admission to ensure
medications were on-hand to be administered as
ordered.

-The pharmacy normally deiivered requested
medication to the facility within 24-hours, but the
facliity was responsible fo request STAT
processing (within 4 hours} for new admissions to
ensura medlcations were on hand in a timely
manner.

-It was unacceptable far a diabetic resldent to go
langer than one dose without medication because
their medications were ordered to treat their
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health needs and the resident's FSBS could go

too high.

-She was not sure why the faciity delayed faxing

| Resident #5% medication_ordsrs.after.admission

and did rot call the pharmacy or the PCP 1o
expedlte getting Resident #5's medications
on-hand for administration as ordered in a timely
manner,

interview with the Administratar on 05/25/22 at
3:33pm revealed:

-She did not work at the facility when Rasident #5
was admitted to the facliity on 01/02/22, but the
process for admisslon and administration of
medications had not changed.

-The facility was responsible to ensure they were
able to meet the resident's needs to include vital
medication administration as ordered prior to
Resident #5's admission.

-The RCC or the MA's were respansible to
immediately fax a resident's medication orders
Lpon a resident’s arrival to the facility.
-Medications were typically sent to the facility on
the same day or the next day after beilng faxed to
the pharmacy but could have bean requested
STAT to have them available at the facility
sooner,

-Residents should never miss a dose of
medication as ordered and the facllity should
have calied Resident #5's hospital provider, PCP,
and pharmacy to notify them he was withaut
medications upen admission to remedy the issue
and obtain orders to gulde his care.

“When residents go withcut medications It could
lead 10 a bad outcome,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 05/25/22 at
2:01pm revealad:

-It was the facility's responsibility to fax a
Divislon of Health Service Regulation
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resident's medication orders to the pharmacy

immediately or as soon as possible Jpon receipt

or the resident's arrival to tha facility as a new
-admission:
-The pharmacy would enter new medication
orders Irto the resident's profile in the computer
system and fill the medications to be delivered to
the pharmacy within the same business day or
the next business day of racaiving the orders.
-It was the facility's responsibility o notify the
pharmacy If medication orders need to be filled
STAT, meaning they need it as soon as possible
ar within four hours of faxing the orders.
-If the: facillty had faxed Resident #5's orders on
the day of his admission and notifled the
pharmacy they needed his medications STAT, the
pharmacy would hava ensured the facility
received Resident #5's medications within four
hours and would have worked with a back-up
Pharmacy to ensure the medications were
raceived within four hours if the pharmacy was
unable to provide the medications as expected.
-If a diabetic resident was ¢ go withaut insulin
longer than four hours of it being needed, it coyld
cause the resident to have increased blood
sugars which could lead to a multitude of issues
to include diabetic ketoacidosis.
~The pharmacy was very careful to document
every correspondence with facility's ensure
appropriate follow-up and thers was no record
that the facllity faxad Resident #5's medicaticn
orders upon his admission on 01/02/20 or that
they called to ensure the ordars were fillad STAT.
-The facility should have faxed Resident #5's
tedication orders immediately upon admission
and raquested the medications be filled STAT.
-The pharmacy was available to the facllity 24
hours per day 7 days per week and the pharmacy
did not know how ta bast assist if the facility did J
not communicate appropriately for resident i |
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Interview-with the facility’s.contracted-primary.

care provider on 05/25/22 at 11:05am revealed:
-She expected the facility to have accurate and
complete orders for all residents.

-8he expected medications to be administered
accurately as ordered,

-It was the facility's responsibility and pricrity to
ensure a resident's medications were available on
hand upon admisslen or as soon as possible
there after not exceeding four hours post
admission.

-It was inappropriate for the facility to not
administer Resident #5's insulin and other
medications for 48 hours post-agmission ang
they should have called for an arder to monltor
the resident's FSBS closaly.

-The facility might have been able prevent the
resident's need to be admitted to the hospital in
the ICU for diabetic ketoacldosls if they had
accurate orders and administerad his insulin as
ordered.

«It did not take long for a resident with diabetes to
have bioed sugars that were uncontrollable when
they go without their insulin for mare than one
dose.

-Resident #5 missing his insulin for 48 hours
caused him to go Into diabelic ketoacldosis and
the responsible provider at that time should have
been notified to intervene and guide his care for
his safety.

2. Review of Resident #3's current FL-2 dated
04/05/22 revealed dlagnoses Included chronic
obstructive pulmonary disease, vitamin D
deficiency, cognitive communication deficit,
insomnia, atherosclerotic heart disease,
hyperiipidemia, anxiety, hypertension, corcnary
atherosclerosis, and stage 4 chrenic kidney
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-a-Review-of Resident.#3's_current.FL-2.datad

04/05/22 revealed:

-There was an ordor for Ascorbic Acid 500mg
dally (Ascorbic Acid Is a med|catlen used for
Vitamin C replacement),

-There was an order for Aspirin 81mg daily
(Aspinin fs a medication used to treat pain ang
inflammation).

-There was an order for Atervastatin 40mg at

- bedtime (Atorvastatin is a medication used to
treat high cholesteral).

-There was an order for Calcitriol 0.25meg daily
(Calgitriol is a form of vitamin D used to treat
patients with chronic kidney diseasa).

-There was an order for Flonase 50meg in each
nostril at bedtime (Flonase is a nasal spray used
to treat allergies).

-There was an order for Remeron 15mg at
bedtime (Remeron is a medication used to treat
insomnia).

-There was an order for Multivitamin one tablet
daily (Multivitamin is usad to treat vitamin
deficiency}.

-There was an arder for Protonix 40mg daily
(Protonix is used to reduce acid produced by the
stomach).

~There was an order for Sennosldes-Docusate

- Sodium 8.8-80mg daily (Sennosides-Docusate
| Sodium Is a medication used to treat
constipation).

~There was an order for Seroquel 50mg at
bedtime (Sercqual is an anti-psychotic medication
used {o treat depression and insomnia).

Revlew of Resident #3's facliity progress notes

dated 04/06/22 at 4:00pm revealed:

-The resident was admitted to the facillty from a
skilled nursing facility.
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-The resident brought medication to the facility,

Review-of-Resident#3's April.2022-electronic
madication administration record (eMAR)
revealed:

-There was an entry for Ascorbic Acld 500mg
daily, scheduled for administration at 8:00am.
-There was an entry for Aspirtn 81mg daily,
scheduled for administration at 8:00am.

-There was an entry for Atorvastatin 40mg at
bedtime, scheduled for administration at 8:00pm.
-There was an entry for Calcitriol 0.25mcg daily,
scheduled for administration at 8:00am.

-There was an entry for Flonase 50meg in each
nostril at bedtime, scheduled for adminlstration at
8:00pm.

-There was an entry for Remeron 15mg at
bedtime, scheduled for administration at 8:00pm.
-There was an entry for Multivitamin cne tablet
daily, scheduled for adminlstration at 8:00am.
-There was an entry for Protonix 40mg daily,
scheduled for adminlistration at 8:00am.

-Therc was an entry for Sennosides-Docusate
Sodium B.8-50mg daily, schedulad for
administration at 8:00am.

-There was an entry for Seroquel 50mg at
bedtime, scheduled for administration at 8:00pm.
-There was an entry for Budesonide suspension
0.5mg/2mL Inhale twice daily, scheduled for
adminisfration at 8:00am and 8:00pm,

-There was no documentation of any scheduled
madication adrministered on 04/06/22 at 8:00pm
or 04/07/22 at 8:00am.

Review of a handwritten medication
administration record (MAR) for Residant #3
dated 04/07/22 revealed:

-Remaren 15mg was documented as
administered at 7:30pm.

-Atorvastatin 40mg was documented as
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administered at 7:30pm.
-Seroquel 50mg was documented as

administered-at-7:30pm

Review of Resident #3's facllity progress netes
dated 04/07/22 at 7:55pm revealed the resident
was sent to the emergency room for a fall.

Telephene interview with a pharmacist at the
fachity's contracted pharmacy on 05/26/22 at
11:05am revealsd:

-They received a fax of Resident #3's FL.-2 on
04/08/22 at 3:41pm.

-The pharmacy contacted the facility after
receiving the fax on 04/06/22 to make them
aware that they could not enter the resident’s
profile of medication into the computer system
until the resident was physically in the building.
-The medicatlans were entered into the system
on D4/07/22 by the pharmacy after the facility had
verified the resident's allergies.

-The facllity did not request to have any of
Resident #3's medicatlons dispensed until
Q4111722.

Interview with the Adminlstrator on 05/26/22 at
2:47pm revealed:

-She was not aware If Resident #3 received her
evening medication on 04/06/22 or her daily
medications on 04/07/22 because there was no
documentation.

-Staff were expected to document on handwritten
MARSs [f the resident recelved medications and it
was not entered inte the computer profile by the
pharmacy.

Telephone interview with one of the facility's
contracted primary care praviders on 05/26/22 at
4:00pm ravealed:

-She expacted residents to have their
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medications avallable for administration when \

they amrived at the facility and that medication
administration would be documented. ]
—~She was concemed.that theresldent.not |
recelving her Seroquel the evening of 04/06/22
could cause tachycardia and dizziness which put ’
the resident at a risk for falls.

b. Review of Resident #3's current FL-2 dated , ’
04/05/22 revealed:

-There was an order for Sercquel 50mg at

bedtime (Seroque! is an antipsychotic ‘
medication),

-There was an order for Remeron 15mg at
bedtime {(Remeron is an antidepressant used to
treat anxiety and/or Insomnia).

Review of Rosldent #3's hospital discharge
summary dated 05/04/22 revealsd:

-She was admitied on 05/01/22 with a chief
complaint of fall, hip pain, and weakness.

-Her discharge diagnoses included acute blood
loss, hemorrhagle shock, acute renal failura,

I dementia, urinary tract infaction and

¢ polypharmacy.

-The likely reason for her fall was due to
polypharmacy; prior to admisslon o the hospitai
she was on Seroquel, Melatonin, and Remeran at
bedtime,

-Discharge medications inciuded reducing
Seraquel to 12.5mg at badtime.

-Discharge medications Included reducing
Remeron from 15mg to 7.5mg at bedtime.

Roview of Resident #3's May 2022 elactronic
medication administration record (eMAR)
revealed:

-Thero was an entry for Seroguel 50mg to be

: given at bedtime, scheduled for administration at
| 8:00pm. ]
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-Seroquel 50mg was documented as 'on hold* on
05/05/022, 05/07/22, 05/08/22, 55/11/22 and
05/12/22.

-Seroquel 50mg was documented as
discontinued on 05/09/22 and 05/10/22.

-There was an entry for Remeron 15mg to be
given at bedtime, scheduled for administration at
8:00pm.

-Remeron 15mg was documented as
administered 05/04/22 ta 05/08/22 and from
05/13/22 to 05/24/22 at 8:00pm.

-Remeron 15mg was documented as held
05/09/22 to 05/12/22 awalting pharmacy refil.

Telephone Interview with a pharmacy technician
at the facility's contracted pharmacy on 05/26/22
at 10:48am revealed the pharmacy did not
raceive a fax of Resident #3°s discharge
medication from her 05/04/22 hospitalization.

Telephono Interview with a pharrmacist at the
facility's contracted pharmacy on 05/26/22 at
11:05am revealsd:

-If a resident had a history of falls and was
treated at the hospitat for polypharmacy it was
Important for staff to fax the discharge paperwork
so that the pharmacy could enter the changes In
orders cotrectly.

-A resident that continued to receive a higher
duse of Seroquel or Remeren than order was at
an increased risk for falis and lethargy.

Interview with the Resident Care Coordinator
(RCC) on 05/26/22 at 1:05pm revealed:

-She was responsible for reviewing resident's
discharge paperwork upon their rettrn from the
hospital,
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-She did not receive Resident #3's discharge
paperwork when she returned from the hospital
an-05/04/22,

-She was In the process of training for the RCC
position at the time of Resident #3's discharge on
05/04/22 and was not surs who received
Resident #3's paperwork.

-She was responsible for faxing Resident #3's
discharge paperwork to the pharmacy so that
they could update her doses of Seroguel and
Remeraon.

-She did not read Resident #3's discharge
paperwork when she was discharged from the
hospital on 05/04/22.

Intarview with the Administrator on 05/26/22 at
2:47pm revealed:

-She was not aware that Resident #3 had
medication changes that were not completed
upon discharge from the hospital on 05/04/22.
-The RCC was rasponsible for reviewing
discharge paperwark and ensuring that discharge
medications were faxed to the pharmacy.

-5he expected Resident #3 to receive her
medication as ordered, including her Remaron
and Serogual.

3. Review of Resident #1's current FL-2 dated
05/04/22 revealed:

-Diagnoses included schizoaffective disorder,
chranic obstructive pulmonary disease (COPD),
bkndnass in both eyes, and diabetes meflitus type
2 (OM).

~The resident was ambulatory, and her orentation
stalus was not documented.

-There was an order for Tylenol 500mg, 2 tablets,
every & hours as needed for pain for 7 days.
-There was an crder for Abilify 10mg dally for 7
days. {(Used to treat schizaphrenia and other |
mood disorders.}
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-There was an order for Albuterol
S0meg/actuation, take 2 puffs evaery 4 hours as

needed-for-wheezing. (Used to_treat.breathing

difficully in respiratory disorders.)

-There was an order for Glipizide 10mg dally. (An
oral medication used to treat DM.)

-There was an order for Spiriva 18mcgfinhalation,
take one capsule by inhalation daily. (Used to
treat breathing difficulty in respiratory disorders.)
-There was an order for Metformin 500mg, 2
tablets dally with supper for 7 days. (An oral
madication to treat DM.)

-Thare was an order for Symbicort 160-4.5
mecg/actuation, take 2 puffs Inhalation twice daity.
{Used to treat breathing difficulty in respiratory
disorders.}

-There was an order for Seroguel 50mg daily at
badtime for 7 days. (Used to treat mood
disorders.)

-There was an order for Lidocaine 4% patches
once daily. {Used to treat pain.)

-There was an order for Nicoderm 14mg/24hr
patches once dzity for 7 days. (Used to treat
nicotine withdrawal.}

Review of Resident #1's Rasident Register dated
05/04/22 revealed the resident was admitted to
the facllity on 06/04/22.

Review of Rasident #1's facility progress notes
revealed:

-The resident was admitted to the facility on
05/04/22 from the hospital; it was documented
that she had medication with her and that her
medication orders had been faxad to the
pharmacy.

-There was no documentation of what
medications the resident crought with her,

-On 05/05/22 at 4:35am, it was documented that
the resldent had behaviors and the Resident Care
Divislon of Health Service Ragulation
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Coordinator (RCC) was notified,
-On 05/05/22 at 10:38am, the rasident's primary
care-provider-(RCR)-was-notified that the_resident

had been cursing and yelling down the hallway
while being aggressive loward staff.

-0n 05/05/22 at 11:08pm, the resident was
documented to have behaviors that wers reported
to the RCC.

-On 05/06/22 at 10:08pm, the resident was
documented to have behaviors that were reported
to the RCC.

-0n 05/07/22 at §:25am, the resident was
documentad to have behaviors that were reported
to the RCC.

-On 05/08/22 at 8:57pm, the resident was
documented to have behaviors that were reported
to the RCC.

-On 05/08/22 at 9:10pm, the resident was
documented as being combative, cursing,
knocking other resident’s ltems over, and pulling
the call beli out of the wall socket; the resident's
PCP was notifled.

Review of Resident #1°s May 2022 electronic
medication administration record (eMAR])
revealed:

~There was an enlry for Tylenol 500mg, 2 tablets,
every 6 hours as needed for pain for 7 days.

-Tha Tylenol was documented as administered on
05/10122, 0514122, 06/15/22, 05/19/22, and
05/24/22.

-The Tylencl was administered beyond 05/11/22
when the order was supposed to be discontinued.
-There was an entry for Abllify 10mg daily for 7
days at 8:00am.

-The Abllify was documonted as administered
dally from 05/07/22-05/13/22, but there was no
documentation the Abilify was administered from
05/06/22-05/06/22; the resldent missed 2 doses.
-There was an entry for Albuterol
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90mcg/actuation, take 2 puffs every 4 hours as
needed for wheezing,

-The-Albuterol-was-not-documerted-as
administered.

-There was an entry for Giipizide 10mg dally at
8:00am.

-The Glipizlde was documented at administered
daily from 05/07/22-05/13/22, but there was no
documentation the Glipizide was administerad
from 05/05/22-05/06/22; the resldent missed 2
doses.

-There was an entry for Spiriva 18mcg/inhalation,
take one capsule by inhalation daily at 8:00am,
-The Spiriva was documented as administered
dally from 05/07/22-05/25/22, but there was no
documentation the Spriva was administored from
05/05/22-05/06/22; the resident missed 2 doses.
~There was an entry for Metfarmin 500mg, 2
tablets daify with supper for 7 days at 5:00pm.
-The Matformin was documented at administered
daily from 05/06/22-05/11/22, but there was ho
documentation the Metformin was administered
on 06/05/22; the rasidant oniy received B days
total of the medication missing 1 dose,

-There was an entry for Symbicort 160-4.5
mcg/actuation, take 2 puffs inhalation twice daily
8:00am and B:00pm,

-The Symbicort was documented at 8:00am from
05/07/22-05/25/22 and at 8:00pm from
05/06/22-05/24/22, but there was no
documentation the Symbicort was administered
from 05/05/22 at 8;00am and 8:00pm and on
05/06/22 at 8:00am; the resldent missed 3 doses.
-There was an entry for Seroqusl 50mg daily at
bedtlme for 7 days at 8:00pm.

-The Seroquel was documented as administered
from 05/08/22-05/11/22, but there was no
documentation the Seroguel was administersd on
05/05/22; the residant missed 1 dose.

-There was an entry for Lidocaine 4% patches
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administered-from-06/07/22-05/10-22,.bul.there

was no documentation the Lidocaine 4% was
administered from 05/05/22-05/06/22: the
resident missed 2 doses.

-There was an entry for Nicoderm 14mg/24hr
paiches once dally for 7 days at 12:00am.

-The Nicoderm patches were documented as
administerad from 05/08/22-05/11/22, but there
was ne dacumentation the Nicoderm was
administered from 05/05/22-05/08/22; the
resident missed 4 dosss.

-The resident missed 1-4 doses of each of her 8
scheduled daily medications crdered upon
admission from 05/05/22-05/08/22.

Interview with a medication aide (MA) on
05/26/22 at 10:01am revealed:

-She was not sure why Resident #1 did not have
her medicatlons administered as ordered upon
admisslon.

-if a resident was admitted to the facility without
their medications on hand, it was the MA's or the
Resident Care Coordinator's (RCC) responsibility
to fax the resident’s medications orders
Immediately or as soon as possible and request

- for them to be sent STAT which meant within 2-4

hours,

-If the facllily it unabie to get the medications
within 4 hours then It was the MA's or the RCC's
rasponsiblility to call the resident's primary care
provider to notify them and for guidance and
further orders.

Interview with the RCC on 05/26/22 at 1:05pm
revealed:

-She was not aware that Resident #1 had gone
without her medications for the first couple of
days after her admisslon and she expected the

Division of Haalth Service Regulation

STATE FORM

4809

FCDR11

If continuation sheat 56 of 75



PRINTED: 06/17/2022
FORM APPROVED

Division of Health Service Regulation

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CL A
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

HALO58011

{X2) MULTIPLE CONSTRUGTION
A, BUILDING:

B. WING

(X3} DATE SURVEY
COMPLETED

c
05/2612022

NAME OF PROVIDER OR SUPPLIER

WILLIAMSTON HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE
160 SANTREE DRIVE
WILLIAMSTON, NG 27802

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE

1
l {XE}
COMPLETE

i TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

D 358 | Continued From page 56

MA's to have made her aware.
-Resident #1's medications should have been
available for administration within four haurs of

D 358 ’

|

_her admisston
-She did not recall Resident #1 having any
medications avallable with her upon admission
except an inhaler that was found on the second
day.

-It was the MAs responsibliity to fax or reorder
medications immediately and request them STAT
from the pharmacy within four hours as
necessary,

Interview with the Administrator on 05/26/22 st
2:27pm revealed:

-Resident #1 was admitted to the facllity from the
hospital and she had asked tha hospital to send a
3-day supply of medications with the resident
upcn admlssion,

-The discharge planner at the hospital forgot to
ssnd Resldent #1's medications with the resident
when she was admitted.

-The facility did not fax Resident #1'g medications
until the next day and the MA, RCC, or she
should have called the resident's PCP to notify
her they did not have the medications to
administer as ordered.

-The facility defayed the resldent's care ang
shiould have had the rasident's medications
avaliable to her upon admission as ordered.

Interview with Resident #1's PCP on 05/26/22 at
4.00pm reveaied:

-Residents should never miss more than one
dose of a medication becauss missing
medicatlons could cause a resident harm.

-She expected medications 1o be administered
accurately as ordered to provent adverse
reactions and outcomes and it should be an
utmost priarity for resident safety,

|
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-She aexpected the facllity to fax and order
medications from the pharmacy in & timely

mannerto-prevent.missed.doses.and.adverse
outcemes,

-Iit was especially important to have known that
Resident #1 missed doses of Abliify and Seroquel
because she would have provided orders for
closer monitoring dus to the side effect of missing
the dose.

-Missing doses of Seroquel and Abilify could have

I led to tachycardia {increased heart rais},

sweating, confusion, altered mental status, and
dizziness Increasing her risk of falls and possibly
explaining her behaviors.

-If she had been made awars, she wauld have
gotien invoived and assisted the facllity in
obtaining the medications In a timely manner by
contacting the pharmacy and issuing a STAT
order to file the medications.

Based on observations, interviews, and record
reviews, It was determined that Resident #1 was
not interviewable.

Attempted interview with Resident #1's
responsible party on 05/26/22 at 9:48am and
3:54pm were unsuccessiul,

4. Review of Resident #2's current FL-2 dated
04/27/22 revealed:

-Diagnoses included unstageable left heel wound,
schizophrenla, bipolar disorder, depressive
discrder, and diabetes mellitus Type 2.

-The resident was intermittently disoriented.

a. Review of Resident #2's current FL-2 dated
04/27/22 ravealed there was an order for Lanius
inject 34 units daily at 7:30am before breakfast,
hold if fingerstick blood sugar {(FSBS) less than
150 and 32 unlts at 5:00pm before supper, hold if
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FSB8S less than 150. (Lantus s a long-acting
insulin used to control high blood sugar.)
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Review of Resident #2's May 2022 glactronic
madication administration record (eMAR}
revealed:

-There was an entry for Lantus inject 34 units
daliy at 7:30am before breakfast, hold if FSBS
less than 150 and inject 32 units at 5:00pm
before supper, hold If FSBS less than 150.

-On 05/02/22 at 7:30am Resident #2's FSBS was
113 and 34 units of Lantus was documented as
administered.

-On 05/05/22 at 7:30am Rssident #2's FSBS was
74 and 34 units of Lantus was documentad as
administared.

-On 05/08/22 at 7:30am Resident #2's FSBS was
139 and 34 unlts of Lanfus was documented as
administered.

-On 05/11/22 at 7:30am Resident #2's FSBS was
121 and 34 units of Lantus was documentad as
administered.

-On 05/16/22 at 7:30am Resident #2's FSBS was
100 and 42 units of Lantus was documented as
administered.

-On 05/17/22 at 7:30am Resident #2's FSBS was
90 and 34 units of Lantus was documented as
administared.

-On 05/18/22 at 7:30am Resident #2's FSBS was
148 and 34 unils of Lantus was documented as
administered.

Interview with Resident #2 on (05725/22 at 8:38am
revealed as far as she knew she raceived her
medications as she should.

Interview with a medication aide {MA} on
05/28/22 at 3:30pm revealed if Resident #2's
FSBS was less than 150 she would not
administer the resident's Lantus and would
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document it on the eMAR that she did not
administer it.

Interview with the Resident Care Coordinator
(RCC) on 05/26/22 at 1:12 pm revealed:

-MAs were expected to administer medications
as ordered by the primary care provider (PCP).
-MAs should administer medications according to
what was entered on the eMAR.

-Administering Lantus to Resident #2 when her
blood sugar was less than 150 could cause her
bleod sugar to drop even more.

Interview with the Administrator on 05/26/22 at
2:47pm revealad:

-MAs wers expected to administer medications
accurately and as they were tralned to do when
they were hired by tha facility.

-MAs should follow PCP orders and administer
Resident #2's Lantus according to the parameters
ordered by the PCP,

-Resident #2 often refused to eat and if she
received her Lantus when her blood sugar was
less than 150 it could cause her blood sugar to go
too low.

Telephone Intervlew with Resident #2's PGP on
05/26/22 at 4:03pm reveaied;

-She ordered to hold Resident #2's Lantus if her
blood sugar was less than 150 because the
resident often became depressed and would not
eal.

-it was concerning that MAs wers giving Resident
#2 Lantus when her blood sugar was less than
150 because it could cause her blood sugar to go
even jower,

-If Resident #2's blood sugar was too low it was
dangerous to give her Lantus because it could
cause her to become hypoglycemic.
(Hypoglycemia is a low blood sugar.)
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-Hypoglycemia caused the brain not to get
enough glucose which couid lead to coma or
death

b. Reviow of Resident #2's current FL-2 dated
04/27/22 revealed there was an order for Lantus
Inject 34 units daily at 7:30am before breakfast,
hold if fingerstick blood sugar (FSBS) [ess than
150 and 32 units at 5;00pm besfore supper, hold if
FSBS less than 150.

Review of Resldent #2's May 2022 electronic
medication admin/stration record (eMAR)
revealed:

~Thera was an entry for Lantus inject 34 unils
daily al 7:30am before breakfast, hold if FSBS
less than 150 and inject 32 units at 5:00pm
before supper, hold if FSBS less than 150,

-At 7.30am on 05/20/22, 05/22/22, and 05/25/22 it
was documented that 32 units of Lanfus was
administered to Resident #2 instead of 34 units.
-At 7.30am on 05/16/22 it was documented that
42 units of Lantus was administered to Reslident
#2 instead of 34 units.

Interview with Resident #2 on 05/25/22 at 8:36am
revealed as far as she knew she received her
medications like she should.

Interview with the Resident Care Coordinator
{RCC) on 05/26/22 at 1:12 pm revealed:

-MAs were expected to administer medications
as ordered by the primary care provider (PCP).
-MAs should administer medications according to
what was entered on the eMAR.,

-Administering the wrong dase of Lantus to
Resident #2 could cause her blood sugars to
become oo ow or too high.

Interview with the Administrator on 05/26/22 at
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2:47 pm revealed:
-MAs were expected to administer medications
. accurately and as they were frained to do when

|-they-were-hirad-by-the-facility-

| -it appeared that when the MA gave Resident #2
| 32 units of Lantus Instead of the 34 units that was
ordered at 7:30am on 05/20/22, 05/22/22, and
05/25/22 they acsidentally gave the 5:30pm dose
instead.

Telephone interviow with Resident #2's PCP on
05/26/22 at 4:03pm revealed she expected MAs
to administer medications as orderad.

¢. Revlew of Resident #2's physiclan order sheet
dated 04/27/22 revealed:

-There was an order for
Sulfamathoxazole-Trimethoprim 800-160mg
twice dally for 14 days.
{Sulfamethoxazole-Trimethoprim Is an antibiotic
used to freat infections.)

-The start date on the order was 04/25/22.

Review of a dispensing record from the facility's
contracted pharmacy revealed 28 tablets of
Sultamethoxazole-Trimethoprim ware dispensed
for Resident #2 on 04/24/22.

Revlew of Resident #2's April 2022 electronic
medication administration record {eMAR)
revealed;

-There was an entry for
Sulfamethoxazole-Trimethoprim 800-1 60mg to be
| administered at 8:00am and 8:00pm and there
was a star! date of 04/25/22 and an end dats of
05/07/22 on the eMAR for the
Sulfamethaxazole-Trimethoprim.

~Tha Sulfamethoxazole-Trimathoprim was
documented as administered at 8:00am and
8:00pm on 04/26/22-04/30/22,
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-The Sulfamethoxazole-Trimethoprim was
documented as not administered at 8:00pm on
04/25/22 because of resident refusal.

-Resident #2 was administered 10 ablets of
Suifamethoxazole-Trimethoprim from
Q4/26/22-04/30/22.

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

~There was an entry for
Sulfamethoxazale-Trimethoprim 800-160mg to be
administered at 8:00am and 8:00pm and there
was a start date of 04/25/22 and and date of
05/07/22 on the eMAR for the
Sulfamethoxazole-Trimethoprim.

-Tha Sulfamathoxazole-Trimathoprim was

| documented as administered at 8:00am and
8:00pm on 05/01/22-05/07/22.

-Resident #2 was adminisiered 14 tablets of

| Sulfamethoxazale-Trimethoprim from
0B/01/22-05/07122.

-Resident #2 did not receive her last 4 doses of
Sulfamethoxazole-Trimethoprim.

Cbservation of Resident #2's medications on
hand on 06/26/22 at 10:40am revealad there was
no Sulfamethoxazole-Trimethoprim an the
medication cart for Resident #2,

Interview with the Resident Care CoordInator
(RCC) on 05/26/22 at 1:12 pm revealed:
-Resident #2 should have received alf 14 days of
her antlbiotlc as ordered by the primary care
provider (PCP).

-It was Important that Resident #2 received all her
doses because her infection could have gotten
WOrse or reccourtrad,

-The facility's contracted pharmacy put the start
dates and end dates on the eMARSs but she could
adjust the days to make sure the resident
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received all 14 days of her
Sulfamethoxazcle-Trimethoprim.
-A MA should have made her aware that the

amount of days was wrong an the eMAR so she
could have adjusted it.

Interviaw with the Administrator on 05/26/22 at
2:47 pm revealed:

Medication starf dates and end dates were
entered onto the eMAR by the facllity's contracted
pharmacy.

~The end date for Resident #2's
Sulfamethoxazole-Trimethoprim was entared
Incorrectly onto the eMAR.

-The RCC could adjust the end date on the eMAR
s0 that Resident #2 received her full dose of
Sulfamethoxazole-Trimethoprim,

-When the MA saw that Resident #2 had more
tablets of Sulfamethoxazole-Trimethoprim left
they should have notified the RCC so she could
adjust the dates on the eMAR so the resident
would get her full dose of antibiotics.

-Nof finishing her fuli course of antibictics could
have caused Resident #2 to develop sepsis.
(Sepsis is the body's response to an infection.
Sepsis oceurs when someone has an infection
and it triggers a reaction in the body.)

Talephone interview with Reslident #2's PCP on
05/26/22 at 4:03pm revealed she orderad
Resident #2 14 days of antibiotics to make sure
her infection was adequately treated.

5. Review of Resident #4's current FL-2 dated
02/14/22 revealed:

-Diagnoses Included type 2 diabetes, meningitis,
and hypertension (high blood pressure),

-There was an order for Colestipc! 2gm daily

‘{Colestipol Is used to lower chalesteral).
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Review of Resident #4's May 2022 electronic
medication administration record (eMAR)
revealed:

-There was an enfry for Colestipol 2 gm to be
given daily, scheduled for administration at
B8:00am.

-Colestipol 2gm was documented as not
administered on 05/03/22 through 05/07/22 dus
to waiting on the medication from pharmacy.

Observation of Resident #4's medications on
hand 05/26/22 at 9:10am revealed there wes a
bubble medication packet of Colestipol 1gm
tablets with instructions to administer 2 tablets
daity.

Interview with a medication aide (MA) on
05/26/22 at 3:11am ravealed:

-When a meadication was in a bubble packet and
not In a multidese packe! then you must fax the
request to pharmacy for the refill,

-Multidose packats are on automatic reflll and
arrive at the facility Thursday evenings.
-Medieatlons that require refill faxes should be
sant to the pharmacy when there was a week
supply left.

Review of the pharmacy dispensing recards for
Resident #4's Colestipol 2gm revealed the facility
requested a refill on 05/06/22.

Interview with the Resident Care Coordinator
{RCC) on 05/26/22 at 1:05pm revealed:

-Bhe was not aware that Resident #4 did not
receive 4 doses of her Colestipol.

-She oxpected MAs to fax the pharmacy a refill
request when they are down te 7 days left of the
medication.

-If the MA was not able to get the medication
timely, she should have teen notified so that she
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could contact the pharmacy.

Interview with the Administrator on 05/26/22 at

2:47pm revealed she expected Resident #d 1o
racelve her Colestipo! as ordered and she was
not aware of 4 missed doses.

Telephone Interview with Resident #4's primary
care provider (PCP) on 05/26/22 at 4:00pm
revealed:

-She was not aware that Resident #4 missed 4
consecutive doses of Colgstipal.

-8he would have expacted to be notified after one
missed dose of a medication.

6. Review of Resident #1's current FL-2 dated
D5/04/22 ravealed:

-Dlagnoses Included schizoaffective disorder,
chronic obstructive pulmonary disease (COPD),
blindness in both eyes, and diabetes mallitus type
2 (DM).

-There was an order for Tylenal 500mg, 2 tablets,
every 6 hours as needed for pain for 7 days.

Review of Resident #1's slanding heuse orders
dated 05/10/22 revealed there was an order for
Tylenel 500mg, 1 tablet every 6 hours as needed
for fever, minor headache, or minor discomfort.

Review of Resident #1's May 2022 electronic
medication administration reccrd (eMAR)
revealed:

-There was an entry for Tyleno| 500mg, 2 tablets,
every 6 hours as needed for paln for 7 days.

-The Tyienol was decumented as administered on
05/10/22, 05/14/22, 05/15122, 05/19/22, and
05/24/22.

-The Tylenol was administered beyond 05/11/22
when the order was supposed 1o be discantinued.
| -There was na entry ta Tylenol 500mg, 1 tablet
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every § hours as needed for fever, minar
headache, or minor discomfort.

Interview with a pharmacist with the facility's
contracted pharmacy on 06/26/22 at 11:12am
revoaled:

-The facility was responsible to fax ali medication
orders to the pharmacy to ensure orders were
accurately entered on the resident's eMAR for
accurate medication administraticon.

-The facllity was responsible to ensure
medlcatlons were administered and documented
accuratsly as ordered.

-The pharmacy did not have an actlve order on
file for Resident #1 to receive Tylenol 500mg, 1
fablet every 6 hours as nesded for fever, minor
headache, or minor discomfort.

Interview with the Resident Care Coardinater an
05/26/22 at 1:05pm revealed:

-She expected rasidants to be administered
madications accurately, on time, and to have
them documented as such on thelr eMAR
accuratoly.

-8he expected resident's eMARS to be accurate
to ensure accurate and safe medication
administration to reduce the risk of medication
orrors.

-She tried to do cart audits every Friday but thay
were no specific audits that loaked at rasident’s
medlcation orders and comparing them to
medications on hand or eMARSs so It wouldn't
have caught this lssue.

-Sha did not do specific cart audits because she
had never been taught to do so otherwise,

-The resldents Tylenol 500myg, 2 tablets as
needed for pain for 7 days should have been
discontinued on the eMAR and the resldent's
standing order for Tylenol 500mg, 1 tablet as
needed should have been on the eMAR
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accurately.

Interview with the Administrator on 05/26/22 at

2:27pm-revealod:
-3he expected medications to e administerad
accurately as ordered and documented on tha
eMAR accurately as orderad as well.

-The facility had a history of missing orders and
had Implemented a new process on 05/13/22 in
which the MAs would make a copy of all orders
for the RCC so they could audit orders and
prevent missing further orders.

-There was a process for staff to conduct cart
audits but she was not aware staff were not
taught to specifically compare resident's orders to
! the eMARs to the medications on hand for

| accuracy,

Interview with Resldent #1's PCP on 05/26/22 at
4:0Cpm revealed:

-She expected medications 1o ba administered
accurately as ordered to prevent adverse
reactions and outcomes and It should be an
utmost priority for resident safaty.

-She expected madications to be decumented on
the eMAR accurately as ordered o reflect
accurate orders and ensure safety of medication
administration to prevent medication errors for
resident safety.

Attempted Interview with Resident #1 on 05/26/22
at 10:14am and 10:33am revealed she was not
Interviewable.

Aitempted interview with Resident #1's
responsible party on 05/26/22 at 9:48am and
3:54pm were unsuccessful.

The failure of the facillty to obtain and ensure
medications werae available for administration for
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two days upon admission as ordered was directly
related to the hospltalization of Resident #5 with a
diagnosis of diabetic keloacidosis and acute

D 358

kidney Injury requiring a 12 day stay in the
intensive care unlt at the hospital then requiring
an increased lavel of care in a skilled nursing
facility upan hospital discharge. The facility also
failed to ensure Residents #1 and #3 had
medications upon agmission which resulied in a
fall and hospital visit for Resident #3 and potential
adversa outcomes for Resident #1. The facilty
also failed to administer Resident #2's insulin
accurately as ordered with FSBS that werse
outside of ordered parameters and were directly
related to the resident's needs for medication
evaluation and adjustment putting tho resldent at
risk of diabetic ketoacidosis, kidney, demage, or
coma. The facility's fallure resulted in serlous
physical harm, injury, and negiect and constitutes
a Type A1 Violation.

The facllity provided a Plan of Protection In
accordance with G.S. 131D-34 received on
056/25/22 for this violation.

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED June 25,
2022,

D 367 10A NCAC 13F .1004()) Medication
Administration

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

{1) resident's name;

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

0 367

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

in stand up to ensure order clarification.

EMAR to the medication cart to ensure acturacy,

Modication Administration to include the six rights of
medications, documentation and reading EMAR's and
Joedleation arrnrg

Community ED and CC will review new orders daily 51272022

[The CC will conduct weekly cart audits agalnsithe . grap/0002

The ED has in-serviced ajl Medlcation Staff on bi27/2022
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administered:;
(4) Instructions for administering the madication
or treatment;

(5) reason or justification for the administration of
medications or treatments as neaded (PRN) and
documenting the resulting effect on tha resident:
{6} date and time of administration;

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

{8} name or initials of the persan administaring
the medication or treatment, If initials are used, a
signature equivalent to those initials is to be
documented and malntainec with the medication
administratian recard (MAR).

This Rule is not mat as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure medication administration
records were complete and accurate for 2 of 5
residents sampled including multipie medications
that were documented as administered when they
were not in the building (#3) and orders to notify
the primary care provider of blood sugars (#2).

The findings are:

1. Review of Resident #3's current FL-2 dated
04/05/22 revealed diagnoses Included stage 4
chronic kidney diseass, ¢chronic obstructive
pulmonary disease, anxiety disorder, vitamin D
deficiency, insomnia, unsteady galt and difficulty
walking.

Review of Resident #3's discharge summary
dated 05/04/22 revealed;

-There was an order for Aspirin 81mg, 1 tablst
daily {Aspirin is 8 medication used to treat pain
and [nflammation).

-There was an order for Calcltriol 0.25mog, 1
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tabiet dally (Calcitricl is a form of vitamin D used
to treat patiants with chronic kidney disease),
-There was an order for Mullivitamin, 1 tablet

daily (Multivitamin is used to treat vitamin
deficlency).

-There was an order for Sennosides-Docusate
Sodium 8.6-50mg, 1 tablst dally
(Sennosides-Docusate Scdlum s a medication
used to treat constipation),

Review of Rasident #3's May 2022 electronic
medication administration record (eMAR)
revaaled:

-There was an entry for Aspirin 81mg give 1 tablet
daily, scheduled for administration at 8:00am.
-Aspirin 81mg was documented held 05/09/22,
05/10/22, 05/12/22 and 05/13/22 dus to
med|lcation not being avaliable.

-Aspirin B1mg was documented as administered
on 05/11/22 at 8:00am.

-There was an entry for Calcitrio! 0.25mcg give 1
tablet dally, scheduled for administration at
8.00am.

-Calcitriol 0.25mcg was documentad held
05/09/22, 05/10/22, 05/12/22 and 05/13/22 due to
medication not being avallable.

- Calcitrlol 0.25meg was documented as
administered on 05/11/22 at B:00am.

-There was an entry for Multivitamin give 1 tablet
daily, scheduled for administration at 8:00arm.
-Multlvitamin 1 tablet was documented held
05/08/22, 05/10/22, 05/12/22 and 05{13/22 due to
medication not being available.

-Multivitamin 1 tablet was documented as
administerad on 05/11/22 at 8:00am.

~There was an order for Sennosldes-Docusate
Socium 8,6-50mg give 1 tablet daily, scheduled
for administration at 8:00am.
-Sennosides-Docusate Sodivm 8.6-50mg was
documented held 05/09/22, 05/10/22, 05/12/22
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and 05/13/22 due to medication not being
available,
-Sennosides-Docusate Sodium §.6-50mg was

documented as administered on 05/11/22 at
8:00am,

Interview with a medication aide (MA} on
05/26/22 at 3:30pm revealed if a medication was
not available for administration it was to be
documented as not given and the reason was to
he entered,

Interview with the Resident Care Coordinator
(RCC) on 05/26/22 at 1:10pm revealed she
expected the medicatlon aldes {MA) to document
completaly and accurataly on the electronic
medication administration record (eMAR),

Interview with the Administrator on 05/26/22 at
2:47pm revealed:

-She expected the MA to document completely
and accurately on the eMAR.

-Resident #3 returned from the hospital on
05/04/22 with 4 days worth of medication,

Refer to Interview with the RCC cn 05/26/22 at
1:10pm.

Refer to telophone Interview with the facility's
contracted primary care provider (PCP) on
C5/26/22 at 4:00pm.

2, Review of Resident #2's current FL-2 dated
04/27/22 ravealed:

-Diagnoses included unstageabie left heel wound,
schizophrenia, bipolar disorder, depressive
disorder, and diabetes mellitus Type 2.

-There was an order for Lantus, a medication
used 1o stabilize biood glucose levels, inject 34
units dally at 7:30am before breakfast hold if
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fingerstick biood sugar (FSBS) less than 150 and
Lantus 32 units at 5:00pm before supper hold if
FSBS less than 150,

Review of Resident #2's primary care provider
{PCP) triage nate dated 03/20/22 revealed an
order to check FSBS each marning befores
breakfast and with second Lantus administration,
notify PCP if FSBS Is under 70 or over 250,

Review of Resident #2's March 2022 eioctronic
medication administration racord (eMAR)
reveaied:

-There was an entry with a start date of 03/15/22
to check fingerstick blood sugar (FSBS) before
breakfast and at 5:00pm with second Lantus
administration.

-There was no entry to notify the PCP if FSBS
was under 70 or over 250.

Review of Resident #2's April 2022 sMAR
revealed:

-There was an entry to check FSBS before
breakfast and at 5:00pm with second Lantus
administration.

-There was no entry to notify the PCP if FSBS
was under 70 or over 250.

Refer to Interview with the Resident Care
Cocrdinator (RCC) on 05/26/22 at 1:10pm.

Refer to telephone interview with the facility's
contracted primary care provider {(PGP) on
05/26/22 at 4:00pm.

Interview with the Resident Care Coordinator on
05/26/22 at 1:10pm revealed there was currently
no audit process to review eMAR accuracy.

Telephone intarview with the facility's contracted
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primary care provider {(PCP) on 05/26/22 at
4:00pm revealed she expacted the facility to
document on the resident's eMAR accurately

D 367

Do14

because praviders review the eMARSs to make
clinical decisions and base treatment off and it is
important that it is accurate.

G.8. 131D-21(4) Daeclaration of Residents’ Rights

G.5. 131D-21 Dedlaration of Residents’ Rights
Every resident shall have the following rights:
4. To be free of mental and physical abusa,
neglect, and exploitation.

This Rule is not met as evidenced by:

Based on cbservations, Interviews, and record
reviews, tha facility failed to ensure residents free
of neglect and recelved care and services which
were adequate, appropriate, and In compiiance
with relevant federal and state laws and rules and
regulations as related to health care and
medieaticn administration.

The findings are:

1. Based on observations, interviews, and record
reviews, the facility falled to ensure referral and
follow-up for 4 of 5 sampled residents {#1, #2, #3,
and #5) In which residents’ primary care providers
(PCP} were not notified that medications were
unavailable upen admission to the facility for
administration as ordered (#1, #3, #5), referral
appointments were not scheduled as ordered by
the resldents’ PCP (#3, #5), and finger stick blood
sugar (FSBS) results outside of orderad
parameters were not reported (#2), [Refer to Tag

Do14

State Ombudsman has In-serviced all staff on
Resident Rights on 8/16/2022.

ED in-serviced staff on Resident Rights on 6/22/2022.

The community wil discuss any family anc/or resident
concerns during dally stand-up and address
Immediately.

6/16/2022

6/22/2022

5/30/2022
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273, 10A NCAC 13F .0902(b) Health Care (Type
Al Viclation)].

2. Based on obsarvatlons, inlerviews, and record
reviews, the facility failed to administer
medications as ordered for 5 of 5 sampled
rasidents (#1, #2, #3, #4, #5) in which
medications were unavailable for administration
upen admisslon to the facility (#1, #3, #5), Insulin
and a pain reliever not administered accurately as
ordered (#2), and inaccurate administration of a
cholesterol (#4) and pain relieving #1)
medlcation. [Refer to Tag 358, 10A NCAC 13F
.1004(a) MedIcation Administration {Typa A1
Vioiation)].
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