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{3) f msliple admissfon fonns are recslvad upen
adrmisslon or readmission and orders on the

"1 forms are not the same,

Thea facillly shall ensure that this verfication or
clarification s documentad §n the resitanls
record.

This Rule Is nol mel as evidenced by:

Based on obsarvatlans, Inlerviews, and racerd
ravizws, |he facilily failed to clarify medication
orders for 1 of 8 sampled resldents (#7) as

related lo crushing medlcatlons for a resldent (#7) .
wilh a disgnosls of dysphagla (diffleulty
swallowing).

Tha findings are!

Review of Resldent #7's current FL-2 daled
D8/18/24 rovealed;

~Disgnoses incleded non-traumalls Intracerebral
hemorrhage {slroke), dysphagia (difculty
swaliowing), Intemsl [ugularvaln
{hromboambollsm (blead clot), hyponatremia {fow
sodium levels), and dysfipldamia (elevaled
cholesterol),

signed by the resldent PCP
prior moving In. [n cases
wherae discrepancies ara
found, staff will utllize the
AFL2 Verification Formand -
promplly request the
resident's Pmary Care
Provider (PCP) fo sign off on
the corrections. Additionally,
all orders will be verified to
ensure they are accurately
rcflecied on the Medication
Administration Record {MAR)
prior to or immediately upon
the resident's mave-n.
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D aog; Injtial Comments D 000
‘The Adult Cara Licensure Setlion conducted &
follow-up strvey on 0710724 - D7H 1124,
D 344| 10A NCAG 13F ,1002{a) Medlcatlon Orders D344
10ANCAGC 13F 1002 Madicallon Orders
{2) An adull care homa shall ensure contact with D344
the resident's physitlan or prescribing practitioner Tha Health and Wellness
for verificatlon or clarification of orders for Director (HWD) and Medical
madicatlons and treatmants; Care Director (MCD) wilt
{1} if orders for admisslon or readmisslon of the review each resident's FL2
of admission or readmission to the faclity; any discrepancies. FL2
{2} if ordors are not clear or complete; or addendum form will be 8172024
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Conltlnued From page 1

~Tha FL-2 was from a rehablilatlon hosplial the
tasldent was admiltsd to on 08/07/24.

-The FL-2 wes signed by a care provider at the
rehablfitation hospital on D6HB/24.

| ~The nutritlonzl sectlon Indicated the rasident

needed an easy fo chew {NDD3) dlet with nectar
thickanad liquids.

-The residant had & perculaneous endascople
gaslrostomy (PEG) {a feeding fuba) that was
removed an 06/17/24.

~Nofes In the madieallon gaction indicated for Fnal
discharga and medlcatfion reconsiliation, sea
atlachad discharge form.

~Tha care provider at the rohabliltatian hosplial
handwrote an order In tha medleation section for
"meds ciushed In puree® {a pureed dletls a
texture modified diet that conslsts of faods that do
not require ehawing before swallowing),

Revlew of Resldant #7's facllity dlet order shast
dated 06118124 revealed;

-The diel orderwas for mechanlzal soft diet with
nectar thick liquids,

~There was no informallon on {he order sheet
refated fo crushing the resldent's medications,
-Tha order was signed and deled on D5/18/24 by
the sameo rahablliiation haspiltal provider,

Roview of Restdent #7's rohabilllation hospital
provider's progress nole dated 08/23/24 revealed:
~Tha resldent's diagnoses Includad dysphagta.
-The provider noled 1he resident would ba
tilscharped Yo an asslsted fiving facility tomorrow,
06124124,

~These was an order for Vitamin 03 2,000 unlis 1
{ablol defly. (Vitamin D3 Is a supplement vsed lor
Vitamin D daficioncy.)

~Thara was an order fer Sariralina 50mg 1 fablat
dally. (Sertralina Is used to frest depression.)
«There was an order for Pantoprazole 40mg 1

0344

HWD, MCD, RCC will clarity 8112024
orders within 24 hours of recelving
the order.

HWD, MCD, RCC will do weekly
chart audiis ta ensure accuracy of 8/1/2024
orders
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Conlinued From page 2

tablel deily. (Panfoprazols (s usad ta Irant aold
reflux. Pantoprazols is entorfo-goated and shotld
hol ba arushed or chowved.}

«There was an ordor for Doxazosin 2mg 1 {ablal
delly. {Doxazosinls used to traat high blosd
prassure andfor unary ratantfon.)

~There vias an order for Ellguts Smg 1 tablet
avery 12 hours. (Ellquls Is a blood thinner used
1o trerat pnd prevent bload clots,)

~There wis no order or dagumeniation reganding
whather Resident #7's medicallons should be
cnrshad,

Review of Resldent #7's physiclan's orders
revaaled no documentatlon to clarify whethor the
resldent's madicalions should ba erushed,

Revlew of Resldant #7's July 2024 elactronin
medication administratlon record (6MAR)
rovanlod:

~Thars was an eniry for Vitamn B3 2,000 units 1
1ahblet onca dally ssheduled at 8:00am

~Thara wab an entry for Sertraflne 50myg 4 tablal
anca dally schaduled al 8:00am,

~There wWas an entry for Pantaprazale 40mg 1
(ablet once dally scheduled at 8:00am,

~Thera was an entry for Doxazosin 2mg 4 tahlof
onte dally schedulad at 8;00arn,

~Thers was an entry for Ellyuls Smg 7 lablet avary
12 hous schedulad el 8:00am and 8:00pm,
~Thara was no ontry on tha aMAR with
instructlons to crush the resldens medications,

Obsarvation of thp B:0Bam medication pass an
071024 revapled:

~Tha medicatlon aida (MA} prepared Vitamin D3
2,060 unlis, Seriralne 50mg, Panloprazole 40mg,
Doxazestn 2mg, and Eliquls Smg for Resident 7.
~Tha VA did riot eruch any of the medlenfione,
~Tha MA asslsted (he resfdent with pulllng the

D344
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whals plls In the resident's meuth ot 8:55am.
«The rasidant chawed tha pills and then
swallowad them,

~The resldant was provided pre-lhickenod neclar
thick waler 1o drink with the medicatlons.

rAfter swallowing thu chewad pllls and drinking
soma water, the rasfdent coughed twics,

Infarview with Res!dent #7 on 07/44/24 &l £:37pm
revesled:

~Tho residenls speech was slumed and dllficull fo
undsrstand at fimas.

«He coutd swallew his modications befterIf he
chewed them or if fnsy wara crushed,

-Ha denlad any alds effacts from his medleationa,
“When acked about coughing or thoking, the
rasldent did nol answar, )

Interview with the MA on 07/40/24 &t 1:12pm
revenled:

«She usually adminietered Resldent #7's
medleailon whole.

~Tha residont usually chewed tho medizotions
bafere swallewing them,

-5he vias not suro If Resldent#7 had an orderto
crush his madlealions,

=The residant coughad "every so oflan® when he
taok kis madicallons end when he was In the
dining room ealing kis meals or dinking liqulds.
-If a rasldent had an ondar 1o cruch mediealions,
thare was usuelly a message {hat weuld coma up
on the oMAR o erush the medications.

+She had not seen & message en the eMAR fo
orush Residant #7's medlealions.

Intervisw with the Retidant Cara Caordinater
(RCC} on 0710124 at 1:40pm ravealod:

~She v/as not aware of the order on the FL-2
datad 06/48/24 Io crish medicalions for Resident

ﬂ?'

D344
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Conlinued From pagae 4

~Resident #7 had ewsllawing probloms and he
wa3 an a list to be seen by facllily's conlracted
primary eara provider (PGP},

~She was not awars thers was no arder fo crugh
medications on the resident's medioation orders
datad 06/24/24,

~She had no! daified any orders far crushing the
residents medicatione because she was not
aware the resident had an order to erush
modloations.

«Thera was Usually & messegae on the eMAR i a
realdent's medlcalions were supposed to ba
orushod,

~Tha menagement {eam, Which inciuded the
RCG, tha Speclal Care Directer {SCD), or tho
Health snd Wallnesa Ditactor (HWD) were
responeible for elerilying orders,

Inferviews with the HWD oh 07/11/24 at 10:07am
and 4:16pm revaelsd:

-She hed reminded and tralnad the MAS on
0B/25/24 o crush Resldent #7's medicalions
bacausas of his dysphogia,

-She usually mviewsd admisslon ordets and
contastad the provider far clarilleation IF nasdod,
~She was off duty on 08124124 whan Resldent #7
was admilled so she dld net raview his admission
orders,

=The RCG would hava basn responsible for
reviewing tha ardars and getling clanficatlon in
har absence.

-Sho spako with the faclity's conlractod PCP
fodey, 07111124, and Resfdent #7a medleollons
should bs erushed if approprieta fo crush,

Attiampted tolsphons Intervizw with the Interim
Adminisirator on 0714124 a1 4:35pm was
unsuceassfl.

Allemplad telaphona intarview with Resldent #7s

D34
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Cenlinusd From page 5

provider et the rehabllitation hospltai on Q7/11/24
at 12:01pm was unsuccessful,

Inlerviaw with he facillty’s contracted PCP cn
0714124 at 10;33am revealaed:

-Resldonl #7 was a new admission and sho had
not seen the rasident yat.

~She had spoken with the HWD about Resident
#7 and wrole an order today {het apprepriate
medicalions may be crushed.

-The resldent could asplrale {accldentally Inhale
food, liqulds or oiher objects Inlo the lungs) IFhis
meadlcations were net srushed dus o his
dizgnosis of dysphagla.

~5ha was nal as concemnad abot the reajdent
aspiraling since the residant had besn chewing
his medicalions befora swallowing them,

10A NCAC 13F .1004(a) Medisation
Administratlon

{0A NCAC 13F .1004 Medlsation Administration
{a) An adull caro home shall asstira that the
preperation ard administration of medicatians,
preseripilon and non-prescriplion, and trealments
by staff ara in accordance with:

{4} orders by a llcensed prascriblng practitloner
which are malntelned In ths resident's record; and
{2) rules in this Seclion and the facllity's policlas
and preceduras.

This Rule Is not met as evidenced by:
FOLLOW-UP TO TYPE A2 VIOLATION,

The Typa A2 Violation was abaled.
WNor-complanca contlaues,

Based on observalions, interviews, and record
reviaws, The facility falled to ensure medications

b 344

D358

HWD, MCD, and RCC will
conduct vieekly chart audits to
ensuro afl medleations are
documented in the chart end
aceurately reflected [n the eMAR.

Blif2024
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Conlinued From pege &

Wera atdministerad es opdarad for 2 of 5 residents
{if5, #8) observed duriny tha medicafion pass
including arrars with a medicaton for high hinod
pressute (#6}, a medication {hal may prevent
haar aftack or strake {i#6), snd a medicaton for
high chelestarol {(#8); and for 1 of § residents {#1)
sampled for record vevizw for & medicalion for
sllergles (#1) atd 2 medlcalion used o Irest
hearlbum ond acid raflux {#1).

The findings sre;

1. Tha madicatlon arror rate was 114 as
avidenzos by 3 arvors aut of 26 opporiunitiss
during ihe 8:00am medlcallon passes on
67/10124 and 07/11/24,

-| & Review of Resldsnt #5' cutrent FL-2 dated

05126124 ravealad:

-Diagnosss nciuded moderats vassular dementla
wilhoul bahaviom| disiurbenca, resent
carobrovasaular acoldand {stroke), hypertenslva
emargency, and poplls blcss dizease,

-The medication sacilan hotad to see Aller Vislt
Summary (&VS) report.

Revlew of Restdent #6's haspltal AVS report
dated 05/28i24 revealed:

<Tha medicatlon Bet knsluded [nstrustons to stert
taking Hydralszlna EOmg 2 tablets (100mg) 3
{imes aday. {Hydmalazine is used 1o treat high
blopd prossine.)

~Tho meident last racatved Hydralaxine on
05/206/24 at tid2om,

Raview of Resldent #5's hospltal dischargs
aummary deted 0512624 ravanlod;

-~Tho rasident vas admilted to ths hospltal on
D5124i24 for evaluation after a fall,

-Tha residont was diggnosad wih acuts renal

D 358
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Centinued From page 7

Tellure superimposed on stage 3 chronle kidnay
disease,

~Dua o peor blopd pressure control, the resident
was slartad an Hydralszine,

<Tha resldont's blood pressurs was dosumentad
as high as 171788,

~Thoro was an ordor to etarf taking Hydralazine
EDmg 2 leblels {100mg) 3 imes a day,

Review of Resldent#6's prastription dalad
05/26/24 rovenlod an ordor for Hydmlezine 50mg
2 (eblats (100mg tolal} 8 Bmas & day,

Review of Resident #8's primary care provider
{PCP) visl noln datad 07/08/24 revasiad!

~The PCE had a conforence wilth the resident’s
famlly membars, who oxprensad desira to hava
1he recldant's binod preseura allowad to bo high,
480 =yalslls biaod presattre, befiaving that
aliowed the restdent lo be laps lethargle.

~The famlly mombers verhalzed understanding lo
increased risk of hoart attavk or strake with
elevaled blood presaures,

~Thera was an ordar {a discontinua Hydralazina
&0mg 2 (ablels 3 imes a day,

~Thera was an order {o stard Hydralazine 50mg 1
toblet 3 {imea a day for 7 days, then discontinue.

Reviow of Resident #6's PCP physlolan oroar
form daled 07/08/24 revealad:

«~Thare was an order {a disrontinin Hydralazina
50mp 2 tablels 3 limes a day,

~there was an ondar o stard Hydralazine 50mg 1
tablet 3 imea o day for 7 days, than disconilnua,
~The osder wes elactontoally sioned by tha PCP
on 0708124 at 3:30pm.

~Therewas compiter prinled decumeantation oh
the form Ihat & copy of the order was sant via fax
fo the faclity's contracted phariasy and via small
to the faslllly's Health and Wallness Diracior

D358
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D 358 | Confinued From page 8 D358
{HWD), the Resldent Cara Coordinator (RCC},
and the Speslal Cars Direclor (SCD).
Obzervation of the 8;00am medlcation pasa an D358
0710124 revealed: The order will be
~The medicalion alds (MA) preparad and faxed directly fo the
administered Resident #6's 8:00am medications, community and then
inolding Hydralazines S0mg 2 fablets (100mg) at forwarded to the
8:49am. pharmacy. HWD,
-Residant/6 rocelved 2 Hydralazino 50mg tablots MCD, RCC, ar MCC
Instead of § Hydralazine 50mp fablet es ordarad will verify the order
-pon FR24. within 24 hours to
-Tha resident receivad Hydralnzine st 9:40am, 40 ensure that it is
minules bayond the allowable fims frams for accurately reflected on
medlcallons schaduled to be adminlsterad al the Medicatlon
8:00am. Administration Record
Review of Resldent #68's July 2024 electranle {&Atfﬁhigdsﬁi;f?al}ﬁ’
medicalon administrallon record (eMAR) follow up with a phone
revasled: "
“Thare was an enlry for Hydralazine 50mg take 2 g?]tlhtg gfdnngyrggﬁlpt
tablate (100mg) 3 fimes delly schaduled at the communlty and
8:00am, 2:00pm, and B:00pm. AHebhAr T
-Hydralazine 50mg 2 tablets was documented as P Cy.
administered from 8:00am on 07/01/24 through
8:00am on 07/10/24.
«Thera was no entry to discantinua Hydralszing
50mg 2 tablets 3 limes a day on tha sMAR. tsr;?r]:fir?a?n rse:fzived
~There was na enlry on ths eMAR fo start e dicgllon
Hydralazine tidmyg 1 tablet 3 fimes a day then administration
‘discontinue as orderad on 07/08/24. practices. Medication 71712024
Observation of Residont #5' madications on a‘.i]{'gmsz'?‘“";”;‘mes
hand on 07/1024 at 1:06pm rovoaied: will be & J'-’t‘s ed as
~There was a supply of Hydrel:zine 50mg tatiels nacessaly io 9“51;"9
dispansed on D5/{B/24 wilh 2 tablets packaged [n bath accuracy an
aach bubble, safety.
~Thare wera 80 of 180 tablats remalning.
“The Instructions on tha label were lo take 2
tablels (100mp) 3 times daily,

Piviston of Hozlth Serden Rogulaiion
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D358

Conlinued From pags 8

~There was no supply of Hydralazine 50mg wilh
Instructions fo {ake 1 teblot 3 limas dally for 7
days Ihen dizeontinile.

Interviaw wilh tha MA on 07110/24 at 1:05pm
Tovanled:

+~The MAs did nal enfer orders info tha sMAR
systam, 80 sha was nol awars Resldent #5's
Hydralezine ardzr had changed,

+She administared tho Hydralazine ascording fo
tha Inslructions on the eMAR and the medleafion
labal.

-She vsually starfed the moming madicaflon pass
at 7:30am and usually finished botwaon 10:00om
erd 10:30am.

-Sha was assigned {o adminisler modicallon for 2
of 3 medicallon carts [n tha asslsted [ving AL)
side of the faciily.

<The MAs were not ollowed fo adminlsier
madicallons in fie dinihg roar, sa ehs hed lo
wait for rasidanta [o finlsh eating brazkfest and
coma out of the dining reom, which samalimes
eaused har to run fals on tha tnedication paes,

Telephong Interview with & pharmeaclst with the
fncilliy's eantracted phammacy on 07/41/24 at
12:25pm revanalod:

~Tha phamacy did ne! racaive an order for
Resldont #5's Hydralazine on 07/08/24.

-The pharmacy racalved the order datad 07/08/24
for Hydralbzine on 07740/24 ol 3:57pm via fax.
-Sho was nof siura who faxed the order o the
phamasy.

-The pharmacy processed the order on the day
they raselead i, O07/10/24.

Intarvis® with the RCC on 0710424 at 1:40pm
tevealed:

-Tha faclity's eontractad PGP ustally sent
medlsation arders fo the pharmaoy end 1o tha

D358
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Conlinuad From page 10

faclity,

~The phamnzey usually entarad orders Inta tha
eMAR syslam and fhen tha facilty had to varify
the ordas In fhe eMAR system,

+Eilher she, Iha 8CD, or the HWD had ascess {o
varily and approve ordere In the oMAR system,
-3he checked har emalls loday, and the order
chenpa for Hydralazina veas Sent to har emall on
07/08/24 at 3:46pm,

-Bhe was unstira why she did not ses the order,
-She checked emaflad orders every day,

-Bha musi have ovefdooked Residont #8's ordar
to chenge the Hydralazine an 07/08/24,

~Tha MAs had been tralned lo adminlster
meadleallons within 1 hour kefore or 1 hour affer
the schadufad fima,

~Sha was net eware of any [ssuos wilh
medicatlons belng adminialerad lata,

~The MAs ware nol allowed to pdminleter
madications in the dinfng room pear facilily policy.
<The MAs should notify her if they were rnning
lata wilh edministering medicalions.

Intorviow with tha HWD on 07/40/24 at 2:3bpm
ravagled:

~Tha phamnacy usually enlered medication orders
inta {ho eMAR syslem,

~Elhar ghe, the RCE, fha SCI, of the Special
Qare Coordinalor (SCC) also had aceans I and
epuld enter crders info Lha oMAR system if
naeded,

-Reskiant ¥8's Hydralszino ordsrs dated 07/08/24
should have been implamunted when ordersd on
O7/R5124.

«Tha moming medication pzss usvally started
arund 7:00nm epd the medieaflans shauld ba
adminiaierzd within 1 hour before or alter the
sehaduled tima,

~Tha fadllly’s policy was no madleations should
ba administsrad [ tha dining reom,

Dass
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Ceonlinued From pege 14

~She had naticed [astwaek when reviswing
medlcaflan reporis thtre had besn soma Issues
wilh lale medieations,

~Thoy etarfed slaggering scheduled medjcallon
lmas test week fo help with adminisiaring
madloallons an fime,

Aflemplod telaphona Infarviaw wilh the Intarlm
Adminsirator on 07/41/24 al 4:35pm was
unsuceensiul.

Interview wilh Rosident #16's PCP on 07/11/24 ol
40:33am reveslad:

~When she wrete an order, efis sent It lo the
pharmacy and tha facliiy,

-Tha pharmacy usvally put tha ardars Inta the
eMAR system,

~The facllity also recelvard onders and should
check with tha pharmacy Il an order wae nof In
{he eMAR syslam,

<Rasident #5's famlly said the resldent's cognition
was beller if her blood pressure was higher, so
shs changed tha erdar for Hydralazina after
speaking with the family.

«She was nof concemat about tha resident
canlinuing to rocolva the Hydralazine 60mg 2
tablots bocauss tha regldant had beon faking that
amount for a whi'a end the residant's blaod
pressuro was sl kigh, :
~Admlnistering Hydralazing too closa together
oould tates low bioed pressure but the resldent’s
blacd pressurs hied been sunning high, so ahe
Was hot concemad,

Review of Residenl #5's vital signs shesl or May
20724 « Jufy 2024 rovealod:

-The resident's blood proestire was 138/70 an
06/10/24,

«Tha resident's klood pressure was 170/82 on
0BJn5/24.

D3se
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b 358

Conlinusd From pege 12

~The rasidant's blood pressura vas 174/81 on
0710124,

Based on ohsarvations, Interviows, and record
raview, il was detormined that Resldent #6 was
not interviewable.

b, Review of Residanl #6's hospltal After Visit
Sumimasy (AVS) dated 05/20/24 ravealed:
~The hospilat visit was dated fram 0517/24 -
05120/24,

~Tha resldents diagnoses Included rightl-sidod
cercbrovascular aceldant {stroke}.

-Tha Instructions included to stert taking Aspirin
81mg 1 tablet dally. (Asplrin is used to prevent
haart altack and stroke.)

~The resident last recelved Aspirin 81mg on
05/20124 al 8;53am.

Raview ol Restdent #8's current FL~2 dated
05/26/24 revaated the medleation saction notad
to sas AVS report,

Review of Resldent #6's hospltal AVS report
dated 05/26/24 revealed:

-The madleatlon st included Insirucifons to
conlinue t2king Aspirin 81mg 1 tablet dally.
~The resldent last racelvad Aspirin 84mg on
05126/24 =f 8:09am.

Review of Rasldent #8's hosplial discharge
summary dated 05126124 revealad:

-Tha residant was admitted {o the hospitel on
05124124 far evaluation altar a fall.

=The resldent was dizgnesed with acule ienal
fallure superimposed on stage 3 chronlo kidney
disease.

“The resldent's diagroses also Incduded recent
carebrovascular ascldent (stroke).

There waa an order to continue faking Aspirin

D353

D358
The Health and Wellness 81112024
Director {(HWD), Medlcal
Cara Director (MCD),
Resident Care Coordinator
{RECC), or Medication Care
Coordinator (MCC) will
review the resident's After
Visit Summary {AVS) to
ensure that the medication
list matches the resident's
ctirrent medicatlon [ist. The
AVS will then ba faxed to
the pharmacy for
vorification and updates.
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D 358] Confinued From pogs 13 D353
Bimg 1 tablat daliy,

Revisw of Resident #6's primary cara providar
{PCP) visll note datad 07/08/24 revaelad the
resldent's eurrent medicailon lisl (heleded Aspliin
HIMg 1 wiisi duly,

Obzanvation of the 8:00am medicsilan passon
G7140/24 revealed:

~The madisation alde {MA) prepared and
admintslered Resldent #6' 8:00am medications
at S:48am.

“The MA did not prepars ar etdminlster Asplrin
8fmg to tha rasidsnt as orderad.

Review af Restdent #6's July 2024 elecironic
medication adminisiration recond (6MAR)
ravaaled: -

Tiara minn o antny far Asbirin Bim 1 tablat
dally ne ordnred,
“There was no decumentation Asplda 81mg had
boan admininterad In July 2624,

Obsatvalion of Residant #6'% madicallons on
hand an 07110/24 at 1:06pm revesled [here was
no supply of Asplrin Bimg aveailabla for
adminisiation.

Intarview with tha MA on 07/30/24 at £:05pm
revaaled:

«Ttie MAs did not enter ardera Into the sMAR
tystom, 5o sho was not aware of Resident #5's
ardar for Aspliin.

-She atmintatered the madizalians sceording lo
{he insinsctions on the ehiAR and tha madication
|abat,

Roaldent #8 did not hava any Asplin 8Img on
hend.

Talephona Interviaw vith a phermacist with the
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Canfinued Fram page 14

facllty's coniracied pharmacy on 07/11/24 at
12:2%pm ravaaled:

~Tha pharmaty did not ropelva Rasldant #5'
FL-Z dated 0512624,

~The phormaay rocolvad only 1ha firs) pags of
Resldant#6's AVS (orm dated 05/26/24, which
did not Intlude Information regerding Aspidn on
that page, .

~The phamacy had nol dispensad any Asplrn for
Rocldont #8 bocause thay did not have an order
an fila for Asplrn.

Intarview with tha Resldent Care Coordinalor
{RCG) on 07/10/24 al 4:40pm ravonlod;

~The phatmacy ususlly eniered arders into the
eMAR systom and than the facliiiy had to varlly
iho orders In the eMAR systam.

«Elikar sha, the Speclal Cara Diracler {(SCD), or
the Honith and Wolness Blresior {HWD} had
accoss b verlfy end approva ordera In the eMAR
system,

+Sha must have averlookat! Reslden! #6's order

for Asplin,

Interview wilh tha HWD on 07111124 at 10:07am
revealed:

-She contacted Rébldent#5's PCF regerding dha
Asplrin and tha PGP stated fhe resldent should
hove beon recslving the Asplrin.

-Tha PCP was gaing to sand a naw osdar for
Aspiiin o Ihe phemacy laday, 67/11/24.

Altempted telaphone Inferview with the intetim
Administator on 07/41/24 al 4:35pm was
unsbeceasiul,

Intorviewy with Realdent #8°s PCP on 07/141/24 ot
40:3%om rovoalod:

«Resldant#8 was praseribed Aspiln becavsa of
her age end hoalit bensfits aesocialed with it

Dass
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D 355

Conlinued From page 16

-The rosklent shabld ha rocshing Acpitin 84mg 4
tablat dally,

-5he was not concomed aboul or awere of any
oulcomas dua to the resident nol recaiving the
Aspirin s ordered,

Revlew of Rasldent #6's PCP ordar dafad
0711724 ot 8:13am revealad ths fasldentwat 1o

ba on Asplrin B{mg datly,

Based on chsanvations, Inferviaws, and record
raview, it was delarminad that Resideni #56 was
not Intarviewabla,

¢. Revizw of Resldent #8's coront FL-2 datad
011714 revaalad:

Plagnoses acluded hypadipemia {high
chiolestarol) and vasoular domenta.

~Thera was an order for Crastor 5mg dalfy.
(Creslor 1s used o lowar chalpsioro).)

Review of Residenl #8'a primary care providor
{(PCP) order datad 05/10/24 revealed an order lo

dlavaniinue Cresiar,

Ohservalion of the 8:00am medicatlon pass on
0711124 ravezlad the medieatinn alde (MA)
prepared and administered Crestor Smg fo
Resldent #8 when she recslvad her other
momning medisatiens at 7i46am.

Reviaw of Resldent #8's Juno 2024 elaslronls
madicalion administralon record (OMAR)
ravoalod:

~Ther was an entry jor Crestor 5mg t=ke 1 ablst
enoe daby schadifed at 8:00am.

-Crestor 5my was dacumenfed a= administersd
dally from 0B/01/24 - 06/30/24,

<Thare was no antey 1o dizcentinue Crostor Smg
as ardesad on 0310/24.

Dasg
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Conlinued From paga 16

Review of Resldent {18's July 2024 eMAR dalad
07101124 - 07111124 revesled:

=There was an enlty for Creslor 5mg tako 1 tablet
onca daily scheduled at 8:00am.

-Crestor Smy was documented s adminislerad
dally from 07/01/24 - 07141724,

-Creslor conlinied to be administered after It was
disconfinuad on GE/10/24.

Obsetvatlon of Resident #8's medicatians on
hand on 07441724 at 1:58pm rovealod:

~Thers was a supply of Crestor Smg dispensad
on 06/18/24,

~There were 17 of 30 tablets remaining In the
bubble card,

Infepviaw wilh the MA on 67141724 et 10:45am
revealad;

-She was not aware Resldent #B's Crestar had
baen discontinued.

-She adminlstered Crestor lo Resldont #8
bscause It was on tha eMAR to be administered,

Interview with the Speclal Care Director (SCD) on
07111124 at 2:07pm revealed:

-She remembered Rasldent #8's Crastor being
discontinued bacause she had pullad the
medleation card from tha medication cart whan it
was discontinuad,

-One of the MAs must havs pu! it back on the
madicatlon cart gince It was &t on the aMAR.
~She racalled seeing the Crestor on the sMAR
after it was disconlinued so she callad the
pharmacy {nct sure date and fime).

~The phamzay staff told hsr the PCP had
restarted the Creslor,

-Tha facllity did not have an arder to restart fhe
Creslor,

-Sha should hava contacied lhe PCPF to clarify the

D 258

D358

The Health and Wellness
Director {HWD), Medical 8112024
Care Director {MCD),
Resldent Care Coordinator
(RCC), and Medication Care
Coordinator (MCC) will
ensure that all orders are
verified within 24 hours and
accurately reflected In the
Medilcation Adminisiration
Record (MAR) dally. Cnce
verification is completed, the
order will be filed in the
resident's chart.
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Croslor,

interviow with the Haallh and Wallanss Direclor
(HWD) on 0771124 ot 4:16pm revedled;

<The SCD, Residant Care Coordinator (RCCY,
Spacial Gara Coordinalor {(SCC), o hersell would
bs responsible for verfying and clarifying onders.
<The Resldent #8'%s Grestor should hava baen
clarifiad.

Intenvintr with Resident #8's PGP on 07111424 st
10:45am revealad:

Sha dissonlinued Residonl #8'a Crasler bacatisa
dua lo the rasldent's age and mental stalus, L
wag nat banaeficlal due fo ek of sida effects.
-Sha was not cancamod ahoul Residant £8
conlinng o racelve Crestor sfler ilwas
diseontinuad slnce it vras Just not beneficlal dus
to har aga.

Tolaphene intenview with a pharmaclst with tha
fachiliy's contracted pharmacy on 07/41724 at
42:25pm fovaalad:

-Tha pharmacy did nol have an orderia
disconfinue Resldent #8's Crestor on flla,

-Tha pharmacy santa refillrequest to the PCP
and {hoy recelvad an elestronln prescripllon an
16/43/24 with authorizad refills for the Crealor so
the phamacy confintiad to dispenss Croslern

2, Review of Residant #1's FL-2 daled 05/28/2¢
reveslod diagnoses Includad myelofibresls, slaep
apnen, chronle kidney disonce slage 3, alrial
fibriation, congeslive heart fallure, history of
prostalo oancer, glaucoma, and biventiatze
cardiag pacamaker.

Review of Resldent #1's Resldant Reglstar
ravaaled ho was admitles from eme on
05/28/24.

Qosh
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a, Revlsw of Resldent #1'a physiolan order
ravieys dzled 06/10/24 revanled thore Was 2
hanthwillian order o start Cellizine 10ma dally.
{Cetirzine Is usad 10 {raat aflergy symploms.)

Review of Resldent #1's Juna 2024 electronle
moticotion administration racord (CMAR)
raveniod thara was no entry for Calkizine 4timg
dally.

Raview of Resident #1's Jufy 2024 sMAR
revanled there was no onfry for Cefirfzine 10mg
deily.

Observation of Residant #1's madizations on
hand an 07713424 a1 1:34pm rovealod (hore vias a
43-day supply of Cellrizine +0my tablals
dispenged on 07/10/24 wilh 41 tahials ramalalng,

Intenview with Resident #1 on 07/11/24 at 2:50pm
ravenlad:

Ha was admitted from homa tha last part of May.
o had brovaht his medications from home.
Tho faciity was supposed fobe giving him tha
mad!saflons ha bratrght with him.

.Hg had asked ahaul getiing Zytac (Cetlrlzine)
whan he fizst amived at tha faclity, but he dld nat
ihink he had racgived 1 yet.

-Ho had forgotien to ask about |t again.

intorviow wilh & madication aido {MA)on oriiid
at 1:31pm revealed sho was nol sware of o
orderfor Cetirizne 10mg far Resldent #1 unil
yesisrday (071024},

Infardow viith the Residant Cars Coordinater
(RCC) on 07/11724 at 2:30pm revasiad:

~She had reached out (o Resldont #1's primery
cara provider {(PCP) yeslerday, D7110/24, when It

basa
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hed boon brought fo her altention hat tha facllily
hed ovarinoked the physldian's ondars from the
physiclan erder reviow dated 080124,

~Tha PCP ordered ihe Cotirlzine 10mg enca a
day.

-Sho was not suwe how she had missed the
ordars (hal wara handwritlen on the physiclan
arder roview dated 0810124,

+8ha was respensibie for sanying aut the onders
and faxing them o the phammacy,

Telephone Intarviaw with & pharmaclst at the
faciilly's confractod pharmacy on 07/11/24 &t

12:28pm revealod:

-The pharmacy did not recelve en ordor an
0B/M0/24 for Colidzine for Reslient #1.

-Ths phermaoy racelved an order for Cetirfzino
10mg an 0740124,

“the pharmacy dispensad a 42-day supply of
Celirzine 40mg on 07410124 fo finish oul the
manthly cycla fill

-Not racsiving Calfrizine could causs tha resident
16 have Increasad ellergy symploms. *

Interview with Resldont#1's PCP on O7/11724 al
10:33sm ravesied;

-Faclliy stafl eskud her on 07/10424 to order
Resident #1'a Gallizina 10mg once dally.

-She was hot convemed aboul Resident # not
gatling the Celliizina 10mg once a day as he hed
nol compleined aboul any allergy symploms
when she saw him Tast.

Atiempted telephons Intervlaw with tho Interkn
Admintstrator cn 0714124 al 4:35pm was
unsucessiyh

b, Reviaw of Resldent#{'s physician order raview

daled 0610/24 revenled;
“Thara was an elactronio anlry for Famolldine

D258
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10mg dafly, (Fanotldina Is used {o lraal aold
reflux and hearlbum),

~Thara was a handwritlen otder [o slart
Famotidina 10mg huice delly,

Revisw of Rasldent #1's June 2024 eleciranic
medication adminisiration recand (GMAR)
revealod:

<Thera was an slaclronic enity for Famolidina
f0mg dally.

<Thera was ne enlry for Famotidinai0mg twice
dally.

“Thara was documenlation Famollding 10mg was
administered dally al 8:00am 08/0124-06/30/24,
~Thosa was no documeniation Fomsildine 10mg
wag adminlsterad twice dally from

O8M D124-05/20/24.

Review of Restdant #4's July 2024 aMAR

revealed:
“Thera was an alactronlo ontry for Famotidine

| 10mg dally,

“Thera was documentollon Femallding 10mg was
administored delly 6l 8;00am 07/01/24-07/11124.
~Thore was an enlry for Famolldlnei0mg twlce
dally beglnning on 07/10/24 ta be administered at
8:00am and £:00pm.

Ohssrvation of Restdent #1's medirafions on
hand on D7/43/24 at 1:31pm rovealed:

~Thera was a supply of Famotiding 10my tablets
dispensed an 08718124,

“Thero wara 7 of 20 Famolidine teblels
remaining.

“Tho diteofiars wers fo take { {eblsl oncs dally,
“Thero was a whiia stickar wilh red [attering
placed In the upper lafi-hend cerner of the bubbls
pack hat noted "RIRECTICNS CHANBED
REFER TO CHART".

~There was a supply of Fampliding 10mg teblsls

DIvision of FBBH SEVIEe Reguinlon
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dispensad on 07/10/24,

=Theso wera 24 of 24 Famotidina tablets
remalning.

~Tha directians ware fo teke 1 {able! fwice dally.

Intarvlew with Resldant ##1 on 07/11/24 al 2:50pm
ravesiad:

-Ha was admitted fram homs the last part of May.
-He hiad brougIn hila mardications frem home,
~Tha faclilly was supposed 1o ba giving him the
madleaffons ha broughl with him,

-Ha was recolving hls 'Papcid' (Famollding) onca
o day.

-He had forgotton lo ask about il again,

Intesviow with s medicalion alds (MA) on 07711124
at {:31pm rovasled:

-She had baen adminlstering Resldent#1 fls
Famolldine once dafly from his parsonal
medieations ha had brotight from home,

~She was not aware that he had en order {or
Famolldine bwica dalty untll yostarday, G7/10/24.
-Sha recalvad a new bubkle pack of Famollidine
today, 07H1/24, with dimetlans [o give I twlca &
day and had placed the slicker an his ofd bubtla
pack of Famotiding that the dlractlens had
chenged,

Inlarviow wilh tha Resldant Cars Coopdinater
{(RCGC) on 07/41/24 et 2:30pm raverled:

~She had roachad out to Restdant #1°s primary
cara providar {PCP) yasierday 07/10/24 when t
hed been brought {o her attention that tha facllity
had overiooked the physlolen's erdors from tho
physiclan ondar review dated 08/10/24,

~The PCP ordersd the Famelltine 10mg o be
adrinisterad twlse a dry now nsteed of once
dally.

-Sha Was not sure how sha had missed the
otdofs that were hendwritisn on {ha physlsian

D a5y
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order review dated 06H0/24,
+Sha was responsible for camying out the orders
and faxing them {e the phamncy,

Tataphono intervisw with a phermacist at tha

faellily's confractad phammacy on 07/11/24 at
12:98am ravatad:

wTiNE phimimiecy i il RGESVS S8 SidoT on
08110/24 for Famellding for Resldent #1,

~The phammucy recelved an ondar for Famotidino
10mi on OTMOR4,

“Tha pharmacy dispensed a 12-day supply of
Famolidine 10my on OT/10/24 to Ninfsh out tha
monthly cycla fill,

~Not recaiving Famolidine coufd cause the
rosltiant to have incraased stomach acld,

lntervisw wllh Restdent #1‘s PCP on 07114124 sl
10:332m revealed:
“Faolllty staff acked heron 0710124 o erder

Resldant #1'%s Famolidine tvice dally. g
~Resldont #1 was a Btue targentn.

-She was not concomed about Resldent #1 nat
gstting the Famolldine twlce B day as ha had
boon geliing [t once daily and hiad aot complalned
shout it not belng effective when she sew him
last.

Aftempted telaphone Interview with the intorlm
Adminlsfrator on 071724 at 4:35pm was
unsyccessful,

10A NGAG 13F ,1004{n) hiedication Darg
Adminfstrasion

104 NCAC 13F .$004 Medloatlat Admlnistration
{n) Tha fnciily shall assura thot modizations are
adminlclered in ecoordance with Infaction cantral
moasuras that halp to prevent tho davalopment

rrien =1 Linaits Qunivs Ramiallnn
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and transmisslon of dieaasa or Infection, pravent
cross-cantamination and provide a safe and
sanltary environment for staff end resldents,

This Rule Is not met es evidonced by:

Dased on obsorvatlone and inlerviaws, the facllily
fallad 1o ensura Infaciion cantrol measures were
implemented durlng the madicalion pass on
07/10/24 by { of 1 medleation aldes cbserved
who falled 1o wash or sanitize thelr hands prior to
prepating and after adminisiediy mwdications o
2 rasigsnts, including mulllple oral madications,
an antiblolle aye ciniment for Infectlon, and a
liquid aral madication,

The indinps ate;

Observation of a medication aida (MA)
administering medleallons during the 8:00am
madlcalion pass on 07/10/24 from 9:45am -
8:55am revealod:

-There was no hand senltizer on the B Hali
medicalon carl.

Al 7:45am, (ke MA staried preparing madicallens
Zz2 & yaridnnt wha liesd an tha B Hall,

~The A did not wash or sanilize her hands prior
to praparing the resident's medicatiens,

-Tha MA administered oral solld medications to
tho rasident al 8:48am.

~The MA put on gloves and administared an
aniiblolis eya aintment (for Infection) fo the same
resldent at 9:51am.

-Tha MA retumad io the medication car,
removed the gloves, and entored documentation
into the compuier system.

“The MA did not sanllize er wash her hends after
administering fhe medicallons, removing the
glaves, of prior to preparing medications for the
next resident.

The MA preparad medleation for & sacond

D art

D37

RCC will ensure that hand
sanktizer Is available on each
medication cart

(A, B, C, and D).
Additionally, medtech’s will
recelve education on the
importance af Infection
contraol, proper handwashing
{echniques, and infectlon
confrol practices during
medication administration.

HWBD and MCD will conduct
dally spot checks to ensure
proper handwashing and
sanltizing oractices are being
followed.

81172024

81/2024

Division of Henlth Servica Heguiaten
STATE FORM

wi

wobwii

I rnntlrustion chael 24 of 26

A |




8/28/2024, 10:52 AM EDT TO: +19187339379 FROM: 19157531508 PAGE 26/27

__Divislon of Heallh Servica Regulation

STATEMENT OF DEFICENGIES {X1} PROVIDERISUPFLIERICLIA
ANOD PLAN OF CORRECTION IRENTIFICATION NUMBER:

PRINTED: 08/01/2024
FORM APPROVED

HALBS2218

A BUILDING:

(%2 LIULTIPLE CONSTRUGTION [%3) DATE BURVEY

COMPLETED

B.WIKRG

R
074112024

HAME OF PROVIDER OR SUPPUER

£516JOHNSON POND ROAD

TLIE ANNEAM AF FIINIIAY VARINA

FUGUAT VARITA, s ZTEC

1~

SYREET ADDRESS, CITY, STATE, ZIP CODE

(431D
PREFIX
TAG

SUMNARY STATEMENT OF DEFICIENCIZS
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LS RUEN HET K0 RYFUnmAl IR}

10
PREFIX
Pt

PROVIDER'S PLAN OF CORRECTION 5}
{EACH CORRECTIVE AGTIOHN SHOULD EE COMPLETE

CROSKAFFFRENGCED TO THE APPROPIIATE GATE
BEFICIENCY) I

D a7

Continued From page 24

residont wha reslded on the B Hell, Including
pouting and measuring & liquid mediation and
mixing It In waler.

~Tha MA asslsted the resident by pulling the
medication cup to the residant's mouth and
handing the water cup lo lha resldant,

~The resldent took (he madications and drank the
medication mixed in waler at 9:55am,

“The WA slumad o the medicallon eard and

entered dotumentalion [nlo the compuler system.
~Tho MA did nol sanlize er wash hor hands after
adminlstering the medications.

“The MA continued with the medication cart fo
admintas prave medinaliane withart anniiizing ar

ALl

washing her hands.

Inlarview with tha MA on 07/10/24 at 1:05pm
revoaled:

“Thera was ho hand sanliizer on tha madleafion
carts faday, 07024,

Thay uouolly hed hond sanitlzar rptay but she
did not [tk to use the spray.

.She thought the hand sanltizer with a pump
disponscr was batior,

“There was a big contelner of hand saniilzerin
the nurses' station near the modicallon carts for A
and B Halls, hut ihe hand pump was missing from
the botile and she would hava to pick up the
hatile In order fo use the sanltizer.

-She usually trfed to sanitize her hands after sha
administered medications 1ike aya drops or insulln
or sha would put glavas on for those type of
medicalions.

-She did not recall the: faciity's pofey for hand
hygiene for the madication puss.

Interview wilh the Resident Care Caordinator
{RGC} on 07/10124 at 1:40pm revealed:

“The MAs wore supposed to satiliza thelr hands
betwsen each residant during the medication

Dar
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b 37| Confinvad From page 25 D371
paob,

-There should be hand sanllizer an each
medicatlan cart,

-If they run aul of hand sanifizer on lhe
medlcation cart, there was anough hand sanliizer
in the facility ta reslock the medicaflon carls.
-Sho was concamed the MA dld not use hand
sanitizer for proper Infaction contrel during the
medication pass bezausa of crons-contaminatlon
betwesn the rasidents.

Intervisv: with the Health and Wellness Dlreclor

{HWD} an 07/10/24 al 2;30pm ravealed:
-The MAs ware supposed 10 Saniza meir hands

before and after administering medications o
each resident.

=Thara should be hand sanilizer on gach
madication eart

~There was slso a hand sanliizer wall dispenser
near the nurses' station beside the madization
cans.

~5he was cancerned the MA not sanilizing or
washing her hands could potentially fransmit
infections to othor residents.

Intervisw with iha facllly's conlraclad primary
caro providar (PCP) on 07/11/24 &t 10:332m
revealed:

~Tha MAs should sanifize or wash thelr hands
betwaen each resident when administering
medications.

<t the MAs did not sanliize or wash thalr hands,
there wae patantinl for eross-eontamination.

Atternpled felephons Intarview with the Interim
Adminlsirator on 87/41/24 at 4:35pm vias
unsuceassiul.
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