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Initial Comments

The Adult Care Licansure Section conducted a
follow-up and annual survay from Oclober 29,
2024 to October 31, 2024.

10A NCAGC 13F .0804(e)(4) Nuirition and Food
Senvice

10A NCAC 13F .0004 Nutrition and Food Senvice
{&) Therapeutic Digts in Adult Care Homes:

(4) Alltherapeutic diets, including nutritional
supplemants and thickened fiquids, shall be
seved as ondered by the resident's physician.

This Rule is not met as evidenced by:

Based on observations, inferviews, and record
reviews, the facllity falled to serve therapeutic
diets as ordered by the physician for2 of 3
sampled residents (#1 and #2} with therapeutic
diet orders for a carbohydrate controlled (GC) diet
{#1) and low fat/ low cholestero! (#2) diet.

The findings are:

1. Roview of Resident #1's current FL-2 dated
01724124 ravealed diagnoses included mild
cognitive impainment, diabates meltitus,
hypartension, and hypothyroidism.

Review of Resident #1's dlet order form dated
01/24124 revealed an order for a GG diet.

Review of the therapsutic diet list posted in the
kiichen dated 10/08/24 revesled Resident #1 was
{o be served a CC diet.

Review of the CC menuy for the funch mea!
service on 10/28/24 ravealed Residant #1 was to
be served vosemary chicken with garlic and
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lemon, Cajun red beans and white rica, gresn
beans, a roll, margarine, sugar-free ice cream,
water, and a diet beverage of choice.

OChservation of Resident #1's lunch meal service
on 10/29/24 between 12:00pm and 1:00pm
ravealed:

-Resident #1 was served rosemary chicken with
garlic and lemon, Cajun red bean with brown rice,
green beans, sugar-free lce cream, water, and
coffas.

-Resident £1 ate 100% of her meal without
difficulty.

-Resident #1 was not supposed fo have been
setvad brown rice with the Cajun red beans.

Interview with Resident #1 on 10/30/24 at
10:20am revealed:

~8he was ordered a CC diet due to her diabetes.
-Sometimes the kitchen served her regular mesls
like the other residents, but not always.

-Sha had not experienced any symptoms recently
and had not visited the hospital due to her
diabates,

Interview with the Resident #1's primary care
providar {PCP) on 16/30/24 at 12:20pm revealad:
-She had orderad a CC diet for Rasldent #1 due
to her diabetes mellitus.

-She expected the facllity to serve diefs as
ordered for all residents.

-She expected possible hyperglycemia with
headaches for Resident #1 if the facility failed fo
follow her diet for CC restrictions.

Intervigw with a personal care alde (PCA) on
10/30/24 at 9:00am revaaled:

-The Dietary Manager (DM) plated the meals for
residents and the facility staff ware responsible
for serving meals to the residents.
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-She was aware Resident #1 was on a CC digt
from the therapeutic diet list posted in the kitchen.
-She was not aware Resident #1 had been
served brown rice instead of white rice on
10/28/24 for the lunch meal because she had
served the beverages,

-She was not aware Resident #1 should have
been served white rice instead of brown rice on
10/29/24 for the lunch meal according to CC
therapettic menu.

interview with a second PCA on 10/30/24 at
9:05am revealed:

~The DM plated the meals for residents and the
facility staff ware responsible for serving meals to
{ha rasidents.

-She was aware Resldent #1 was on a CC dist
from the therapeutic diet list posted in tha kitchen.
-She was not aware of the CC tharapeutic menu
specific fo Resident #1,

-She was not aware Resident #1 should have
been served white rice Instead of bsown rice an
10/29/24 jor the lunch meal according to CC
therapsutic menu.

Interview with the DM an 10/30/24 at 9:15am
revealed:

-He was responsible for preparing residents meal
plates accarding 1o the therapaufic menus lecated
in the kitchen.

~The facility staff wera responsible far serving the
residents mea! plates according fo the disi order
report [ocated in the kifchen.

-He expected the diet order report fo be used by
the facility staff for all resldents’ dietary needs.
-Resldent #1's mea! on 10/29/24 shauld have
been served according to the instructions on the
therapeutic manu and according to the
physician's arders.

-He was aware staff served Resident #1 brown
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rice instead of white rice for the lunch meal

because he had not substituled the white rice for
the brawn rice on the meal plate for Resident #1,

Interview with the Health and Wellness
Coordinator (HWC) on $0/30/24 at 2:45pm
ravealed:

-She expecied facility staff and dletary staff to
serve Resident#1 according to her diet orders for
a CC therapautic diet,

-She expected staff to read the therapeutic dist
list In the kitchen to serve restdents’ meals.
-She and the Health and Welinass Director
(HWD} reviewed rosidents' distary orders and
shared details with the DI to ensure residents
diets were served as ordered.

Interview with the HWD on 10/30/24 at 9:35am
revealed:

-She was not aware Resident #1 had been
sarvad brown rice Instead of white rice on
10/22/24 for the lunch meal.

-Resident #1 should have been served her meat
on 10/29/24 as directed on the therapeutic diet
list posted in the kitchen.

-Sha and the HWC provided the diet list o the
DM and expectad residents to be served diets as
ordered by their PCP.

Interview with the Administrator on 10/30/24 at
9:45am revealed:

-She expected staff to cerve diels as ardered by
the residents’ PCP.

-3he expected staff to use the therapeutic diet list
and the therapeufic menus to serve residents
according to thelr respective physicians’ orders.

2. Revlew of Resident #2's current FL-2 dated
07/23124 revealed diagnoses includad primary
open angle glaucoma, cerebrovascular diseasa,
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essentlal hyparension, and mixed hyperlipidemia.

Review of Resldent #2's diet order form dated
08/28/24 revealed there was an order for a fow
fat/ low cholesterol diet.

Revigw of tha therapautic diat list posted inthe
kitchen dated 40/068/24 revealed Residant #2 was
to be seved a low faV low cholesterol diet.

Review of the low fat/ low chalesteral menu for
tha lunch meal sarvice on 10/28/24 revealed
Resident #2 was 1o be served rosemary chicken
with garlic and lemon, Cajun red beans and white
rice, gresn beans, margarine, a roll, sugar-frae
ice cream, water, and a beverage of choice,

Observaticn of Resident #2's lunch meal senlce
on 10/29/24 hetween 12:00pm and 1:00pm
revealed:

-Resident #2 was served a grifled cheese
sandwich with heart healthy wheat bread, regular
flavorad potato chips, Boston créme pia, water,
and unswestaned tea.

-Staff provided no direction to Resldent #2 on her
low fat/ low cholesterol diet.

-Resident #2 ate about 100% of the meal without
difficulfy.

-Resident #2 ate all the regular potato chips and
10% of the Boston créme ple.

~Resident #2 was not supposed to have been
served regular potato chips and Boston créme
pie.

Interview with Resident #2 on 10/30/24 at
12:22pm revealed:

-She was not awara she was an any type of dist.
-She could get whatever meals she wanted just
as the other residents, but staff had not advised
her of her diet.
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-She had not experienced any symptoms or
issues related to her blood pressure recantly,

Telephone interview with the Resident #2's
primary care provider {PCP) on 10/31/24 at
8:45am revealed:

-She had orderad a low fat/ [ow cholesterol diet
for Resident #2 due to her diabetes mellitus and
assantial hypertension.

-She expected the facility to serve diets as
orderad for all residents.

-She expected possible hyperglycemia with
headaches for Resident #2 as well as increased
hypertension with dizziness if the facility failed o
follow her dist for low fa¥f low cholesteral
restrictions.

Interview with a personat care aide (PCA) on
10/30/24 at 9:00am revealed:

-The Distary Manager (DM) plated the meals for
residents and the facility staff were responsible
{or serving meals to the residents.

-She was aware Resident #2 was on a low fat/
low chelesterol diet from the therapautic diet list
posted In the kitchen.

-She was not aware Resident #2 had baen
searved reaular potato chips inslead of green
beans and Boston créme pie instead of a
sugar-free ice cream on 10/29/24 for the lunth
meal because she had served the baverages.
-She was nol aware Residant #2 should have
been served green beans instead of regular
potate chips ant sugarfree ice cream instead of
Boston créme pie on 10/22/24 for the iunch meal
gccording 1o low fatf low cholesterol therapeutic
manu.

Interview with a second PCA on 10/30/24 at
8:05am revealed:

-The DM plated the meals for residents and the
Bivision of Haalth Servioa Regulation
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facllity staff were responsible for serving meals to
the residents.

-Sha was aware Resident #2 was on 4 low fat/
low cholesterol diet from the therapeutic diet list
posted in the kitchen.

~-She was not aware of the low fat/ low cholesterol
therapeutic menu specific to Resldent #2.

-She was aware Resldent #2 should have baen
served green beans instead of regular potato
chips and sugar-fres ice cream instead of Boston
créme pie 10/29/24 for the lunch meal, but she
had not offered the low fat/ low cholesterol meny
options because Resident #2 previously refuged
aptions from her low fat/ fow cholestero) diet.

Interview with the DM on 10/30/24 at S:15am
revealed:

-Me and the facility staff were responsible for
serving the rasidents msal plates according o the
diet order report located in the Kitchen.

-He expacted the diet order report {o be used by
the facility siaff for all rasidents’ dielary needs.
-Resident #2's meal on 10/29/24 should have
beean served according to the instructions on the
therapeutic menu and according to the
physician’s orders.

-He was aware staff served Resident #2 regular
potato chips and Bosion créme ple because he
prepared the regular potalo chips and Boston
créme pie on Resident #2's meat plate.

-He was awars Resident #2 should not be seived
regular potato chips and Bogton ¢réme pie but
had not served Resident #2's meal according fo
the low fat/ ow cholestero! therapeutic diet
bacause she previously refiused the low fatf low
cholesterol maal.

Interview with the Heaith and Wellness
Coordinator {(HWC) on 10/30/24 at 2:46pm
revealed;

Civision of Health Service Regulation
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-She was aware of Resldent #2's low fal/ low
cholestere! diat.

-3She was not aware staff had served Residant #2
regular potato chips instead of green baans and
Boston créime pie instead of sugar-free ice cream
on 10729724 for the fjunch meal.

~She and the Health and Weliness Director
{HWD) reviewed residents’ distary orders and
shared detalls with the DM to ensure residents
dlets were to be served as ordered.

-She expected staff to serve Resident #2
according to her diet orders for a low fal/ low
cholestera) diet.

Inferview with the HWD on 10/30724 at 9:35am
revealed:

-She was not aware Resident #2 had been
sarved regular polato chips instead of green
beans and sugar-free ice cream instead of
Boston créme ple on 10/29/24 far the Tunch meal.
-Resident #2 should have been served her meal
on 10/29/24 as directed on the therapeutic diet
fist posted in the kitchen,

-She and the HWC provided the digt st to the
DA and expected residents to be served diels as
ordered by their PCP.

-She expected staff to serve residents according
to their PCP's diet orders even if a resident had
refused therapeutic dist meals previously.

Interview with the Administrator on 10/30/24 at
9:45am revealed:

-She expected staff to serve diets as ordered by
tha residents’ PCP.

-She oxpected staff to use the therapeutic dist Hist
and the therapeutic menus to serve residents
according to their respective physicians’ orders,
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10A NCAC 13F .1004(2) Medication
Administration

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

(1) orders by a licensed prescribing praciitioner
which are maintained in the resident's record; and
(2} rules in this Seetion and the facillly's policies
and procadures,

This Rule is not met as evidenced by:

Based on cbservations, interviews, and racord
reviews, the facility failed to ensure medications
were administered as ordered for 2 of & residanis
(#1 and #5) sampled residents including erors
with an anti-hypertensive medication with blood
pressure {BP) parameters to hold the medication
related to BP and & nasal spray for
supplementing calcium (#5) and administering 2
medications used to treat elevated blood sugars
after the medications were discontinued (#1}.

The findings are:

1. Review of Resident #5's current FL-2 dated
06/19124 revealed:

-Diagnoses included presence of right artifictal
hip, hypoxemia, acute kidney fatlure, aflercare
following joint replacemant, and pain in right hip.

Review of Resident #5's Resident Roster
revealed the resident was admitied from a
rehzbilltation facifity on 08/18/24.

a. Review of Resident #5's current FL2 dated
06/19/24 revealed:
~Thers was an order to check BP every weok,

D3&3
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~There was an order for bumetanide (used lo
treat high blood pressurs and/or fluld retention) 2
mg twice a day.

Review of Resident #5's signed order summary
rapart dated 07/24/24 revealed:

-There was an order to check 8P in the moming
every Thursday for BP monitoring.

~There was an order for bumetanide 2 mg twice a2
day.

Review of Resident #5's faxed physician's order
dated 07/25/24 revealed there was an arder for
bumetanide 2 mg in the moming and one tablet in
the afterncon,

Review of Resident #5's physician's ordsr dated
08/01/24 revealed there was an order for
bumetanida 2 mg in the moming and one tablet in
the aftemaon. Hold for systolic BP less than 80.

Review of Resident #5's physician's order dated
10123124 revealed thare was an order for
bumetanide 2 mg in the morming and one tablet in
the afternoon. Hold far systolic BP fess than S0.

Review of Resident #5 August 2024 electronic
medication administration record (eMAR})
ravealed:

-There was an enltry for Bumetanide 2 img give
one tablet one time a day for fluid ratention; Hold
for systolic BP of less than $0 and scheduled for
adminlstration at 9:00am with documented
administration daily for 31 of 31 opportunities
from 08/01/24 to 08/31/24,

~There was an entry for Bumetanide 1 mg glve
one tablet in the evening for fluid retention; Hold
for systolic BP of less than €0 and scheduted for
adniinistration at 8:00pm with documented
administration daily for 31 of 31 oppariunilies
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from 08/01/24 to 08/31/24.

-There was an entry to check BP waekly in the
morning on Thursday for BP monitoring
scheduled for 6:30am with BP values
documented on 08/01/24, 0B/08/24, 08/15/24,
08/22/24 and 08/29/24 with the systolic BP range
of 120 to 148.

-There was no additional BF valuss
documentation avaitable for revisw.

-Thera was no documentation for BP valugs for
31 dosas of bumetanide 1 mg administerad at
8:00pm from 08/01/24 to 08/31/24 and it could
not be determined if Resldent #5's bumetanide 4
tug should have baen held for sysiolic BP less
than 80.

-There was no documentation for BP values for
28 dosas of bumetanide 2 mg administered at
9:00am from 08/04/24 to 08/31/24 and it could
not be determined if Resident #5's bumetanide 1
ma should have been held for systolic BP less
than 80.

Review of Resident #5 September 2024 eMAR
revealed:

-There was an eniry for Bumetanide 2 mg give
cone tablet one time a day for fluld retention; Hold
for systolic BP of less than ©0 and scheduted for
adminisiration at 9:00am with documented
administration dgaily for 30 of 30 opportunities
from 09/01/24 to 09/30/24,

~There was an entry for Bumstanida 1 mg give
one tablet in the evening for fiuld retention; Held
for systolic BP of less than 80 and scheduled for
administration at 8:60pm with documented
administration daily for 29 of 29 opportunities
from 09101/24 to 09/30/24.

-There was an entry to check BP waelly In the
morming on Thursday for BP monitoring and
scheduled for 6:30am with BP values
documented on 09/05/24, 08112724, 09/19/24,
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and 09/29/24 with the systolic BP range of 120 to
126.

-There was no additional BP values
docurnentation available for review.

~There was no documentation for BP values for
26 doses of bumetanide 1 mg administered at
8:00pm from 09/01/24 to 09/30/24 and it could
not bz determined if Resident #5's bumetanide 1
mg should have been held for systolic BP less
than 90.

~There was no documentation for BP values for
25 doses of bumetanide 2 mg administered at
9:00am from 09/01/24 to 09/20/24 and it could
not be determined if Residant #5's bumetanids 1
myg should have been held for systelic BP less
than 80.

Raview of Resident #5 October 2024 eMAR from
10/01/24 to 10/29/24 revealed:

-There was an entry for bumetanide 2 mg give
one tablet ona time a day for fluid retention; Held
for systolic BP of less than 80 and scheduled for
administation at 9:00am with decumented
administration daily for 29 of 20 opportunifias
from 10/01/24 to 10/28/24.

~Thara was an enfry for bummetanide 1 mg give
one tablet in the evaning for fluid retention; Hold
for systolic BP of less than 90 and scheduled for
administration st 8:00pm with documented
administration daily for 29 of 29 opportunities
from 10/01/24 to 10/20/24.

-There was an entry to check BP weekly in the
moming on Thursday for BP monitoring and
stheduled for 6:30am with BP values
documented on 10/03/24, 1010/24, 10/17/24,
and 10/24/24 with the systolic BP range of 13010
130,

~Thare was no additional BP values
documeniation available for review.

“thare was no documentation for BP values for

D 358
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29 doses of bumetanids 1 mg administered at
8:00pm from 10/01/24 to 10/29/24 and it could
not ba determined if Resident #5's bumelanide 4
my should hava baen held for systolic blood
pressure lgss than §0.

~There was no dosumentation for BP values for
24 doses of bumetanide 2 mg administered at
9:00am from 10701724 to 10/29/24 and it could
not be determinad if Resident #5's bumetanide 1
mg should hava been held for systolic BP less
than €0.

QObservation of Resident #3's medications on
hand an 10/31/24 at 11:15am revealad:

-There was one bingo card of bumetanide 1 mg
label ane tablet every avening dispensed on
10/21/24 for 28 tablets with 18 tablets ramaining.
~There was one bingo card of bumetanide 2mg
label one tablet evary evening dispensed on
10/21/24 for 28 tablets with 17 tablets remaining.

Interview with a medication alde (MA) on
10/31/24 at 10:35am revealed:

-She administerad Resident #5's bumetanids
when it appeared on the eMAR screen.

-She only tock BP and recorded the value on
Thursday when it appeared an the computer
eMAR screen.

-The Health and Wellness Diractor (HWD)
routinely double-chackad arders entered info the
facility’s eMAR system if orders were entered by
MAs or the HWD entered orders direcily into the
eMAR systom herself.

«The hingo cards sent by the eonfracted
pharmacy for Resident's bumetanide 2 mg and 1
mg did not have informatfon regarding hold for
systolic BP less than 90,

-She overlooked the eMAR statement for hold
bumetanide per BP parameters.

-if the eMAR had prompted for a BP value, she
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would have known to obtein & BP before
administering bumetanide and fook for the hold
parameters,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 10/31/24 at
10:45zam revealed:

-The pharmacy did not generate the facility's
eMARSs.

-The facility was reagonsible for entering orders
that would be linked to parameters such as
holding a medication per BP paramaters.

-Since this facility generated their own eMARs,
the facility's eMARSs Information did not interface
electronically with the pharmacy's medication
profile used fo provide Resident #5's medications.
-Bumetanide 2 mg labelad to administer every
moming was dispensed for 28 {ablets on
07/20/24, 08119724, 0916728, and 10/14/24 per
cycle fill before the resident ran out of madication
and would have been for administration beginning
one week later.

-Bumetanide 1 mg labeled io administer every
avening was dispensed for 28 tablets on
07120124, 08719124, 0B/1G/26, and 10/14/24 per
cycle fill bafore tha resident ran out of madication
and would have been for administration beginning
one waek later.

Telephone interview with Resident #5's primary
care provider {PCP) on 10/31/24 at 11:05am
revealed:

-She reviewed Resident #5's culside provider
encounter notes and orders and signed for
documentation of review.

-Resident #5 should have BP checks bafore
administering bumetanide per the crders.

Telephona interview with the tiiage nurse at
Resident #5's cardiclogy clinic on 10/31/24 at
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11:15 revealed:

-Resident #5 was ordered BP checks prior
adrninistering bumetanide and hold if systolic BP
{ess than 80 as a standard precaution.

-The facility should be checking BP and
sdministering bumetanide as ordered,

Interview with Residant #5's famtly member on
10/31/24 st 11:40am revealed:

-The family member was activa in Resident #5's
care.

-Resldent #5 had a cardiologist that made mast
of his medicatior changes and the facility's
contracted PCP reviewed and rencwed
medication orders.

-Residant #5's BP had basn mostly stable with
the systolic BP running over 90 ali the times she
had been with him at appointments.

-The facllity should be chacking BP if the order
said to do s0.

interview with Resident #5 at 2:02pm revealed he
knew staff took his BP a lot but he did not know if
It was 2 iimes a day every day.

Interview with the HWD an 10/31/24 at 4:10pm
revaaled:

-The MAs could enter medication or treatment
orders into the facility's eMAR system.

~The HWD entered most orders into the facility's
eMAR system,

-The coniracled pharmacy was supposed to
recelve all medications orders to ensure the
pharmacy was sending correct medication.

-The facility was responsible for ensuring the
eMAR had the correct medication orders and
were atiministered cormrectly,

-Routinely, the HWD was responsible to conduct
audits of residents’ medication orders compared
to the eMAR and medication and had to ensure
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medications were administared as orderad.
<She had bean without a Health and Wellness
Coordinator (HWC) who assisted the HWD with
audits and staffing scheduling.

-She had not routinely done resident madicalion
audits in a few months since she was filling the
HWC and HWD slaffing requirements.

-She ¢id not know Resident #5 should have BP
checks prior to administration of bumetanide per
physician's orders dated G8/01/24.

-8he did not know Resident #5 was adminisiered
bumetanide with obtaining a bloed pressure in
order to determine if the medication should have
been held.

Rofer to the interview with the Administsator on
10/31/24 at 11;00 am.

b. Review of Resident #5's currant FL2 dated
06/19/24 revealad there was an order for
calcitonin (used to stop bone break and loss) 200
unitsfspray nasally every day both nostrils.

Review of the contracted pharmacy's medication
alert sheet dated 08/20/24 revealed:

~The pharmacy documentation noted according
to manufacturer dosing Instructions calcitonin
nasal spray is fo be

administered as one spray in one nostril daily,
altemnating nostsil daily.

-The pharmacy noled the pharmacy would be
dispensing the medication tabeled according to
the manufacturer's dosing instructions.

Tetephone interview with the managing
pharmacist at the conlracted pharmacy on
10731424 at 10:45am revealed:

-The pharmagy corrected the administration
instructions on calcitonin nasal spray prior fo
sending the madication from the FL2 order.
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-There was no documentation that the pharmacy
contacted the resident’s primary care provider for
correcting the dosage because the administration
directions were such a common error from
providers.

~The facility was sent the information shest
alerling the facility that a chenge had been made
to the calcitonin administration instructions.

~The facility was responsible for correcling the
eleciranic medication adminisiration record
{eMAR) since the pharmacy did not generate ihe
facllity's eMAR (per the facility's contract).
-~Calcitarin nasal spray 200unils with instructions
to use on spray in aftemating nostrils ence dally
was dispensed on 006/20/24, 07/24/24, 0BI28/24,
and 09/20/24 for a 28 days supply with the
correction administration.

Review of Resident #5's medications regeived
from his pravious facllily revealed 2 boliles were
sent from the previous facilily (no date on the
form).

Observation of medication on hand for
administration to Resident #5 on 10/31/24
revealad:

-There was a parfial botile of calcitanin nasal
spray 200 units/spray on the medication cart.
-The bottle was labei dispensed on 09/18/24 with
ingtruction to spray one spray in altemaling
nostils once daily.

~The bottle was label opened 10/21/24.

Revisw of Resident #5's medication rengwal
orders dated 07/24/24 and 10/23/24 revealsd an
arder for calcitonin 200 units/spray nasally every
day both nostrils.

Review of Resldent #5's August 2014, September
2014, and October 2024 {from 10/01/24 to
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10/30/24) eMARs revealed:

-There was an entry for Calcllonin nasal solution
1 spray in both nostiil one time a day for
osteoporosis scheduled for administration at
8:00am dally.

-Caleitonin nasal spray was documented as
administered daily from 08/01/24 to 10/30/24.

Interview with a first chift medication aide {IA) on
10/31/24 at 10:35am roevealed:

-She administered Resldent #5's calcitonin nasal
spray when she worled the medication cart
containing his medications.

--8he rautinely administered medications
according o the directions displayed on the
eMAR display.

~The HWD was responsible for ensuring
madication orders werg correct even if she did
riot enter the orders.

-The MA had not noticed the directions for
administration were different than the eMAR
instructions and had not informzad the HWD of the
ditference.

Telephone interview with Resident #5's primary
care provider (PCP) on 10/31/24 at 11:05am
revealed:

-She provided PCF care for Resldant #5.

-She routinely reviewed all medicstion orders
upon admission and any outside provider visits.
-She signed medication renewals for Rasldent
#5's calcitonin on 07/24/24 and 10123724,

-She was not familiar with the standard
medication dosing of one spray daily in each
alternating nostrit but signed ths medication
renewals on 97/24/24 ang 10/23/24 for one spray
In each nostrit daily.

-if the contracted pharmacy had provided the
comect dosing instructions the facility should be
administering calgitonin nasal spray according to
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the correct dosing.

Interview with Resident #5's on 10/31/24 at

1%:40am revealed the facility staff had been
administering his calcitonin nasal spray as 2
sprays, one in each nosiri, daily.

Intarview with the HWD on 10/31/24 at4:10pm
revealed:

-The facility entered madication and treatment
ordars into the eMAR sysiem not the coniracted
pharmacy.

~She entered most of the admission orders into
the eMAR system unless a resident was admitiad
when she was not on duty at the facility.

-She enlered Resident #5's order for calcitonin
from the 06119124 FL-2.

-She had never seen the contracted pharmacy
information sheet regarding the change to
calcitonin adminisiration directions to adhere to
{he manufacturer's dosing.

.Sha was niot aware Residen #8's calcitonin was
administered incorrectly according to the
directions on the pharmacy packaging and
manufaciurer's directions.

-No MA staff had informed the administration
direciions on the eMAR did not match the
pharmacy directions on the calcitonin medication
bottle label.

Rafer to the intenview with the Administrator on
10/31/24 at 11:.00 am.

2. Review of Resident #1's cument FL-2 dated
01/24/24 revealed:

-Diagnoses included hypertension, and Diabetes
Mellitus Type 2.

«“There was an order for glimepiride 4mg (used to
treat high btood sugar levels caused by type 2
dizbates) one tablet twice a day.
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~There was an order for pioglitazone {(used to
{reat high blood sugar levels) 30mg once dally.

Review of Resident #1's signed physician's
orders dated 07/24/24 revealed:

-There was an order for fingerstick blood supar
(FSBS) checks 4 times a day, before meals and
at bedtime, and a rapid acfing insufin used with
sliding scale administration.

-There was an order for gliimeplride 4mg one
tablet fwice a day.

-There was an order for pioglitazone 30mg once
daily,

Review of Resident #1's local hospital discharga
summary dated 10/12/24 revealed.

~Resident #1 was admitted to the hospital for
shoriness of breath and fuid buildup.

-There was an order fo discontinue glimepiride 4
mg and pioglitazone 30 mg "due to her age and
risk for hypoglycemia".

Review of Resident #1's transition of care visit
noles with the resident's primary care provider
{PCP} dated 10/16/24 revealed:

-Resident #1's hospilal discharge surmmary was
reviewed in the visit notes.

-Rasidant $#1's hemoglobin A1C {a tastio
measure blaod sugar levels over an extendad
period of ime) lahoratery result was 7.5.
{Laboratory test results included information that
HabA1C values greater than 6.4 indicate diabetic
and a valua less than 7.0 represented control for
adults with diabetes.)

-Stop glimepiride and pioglitazona were includad
in the medication changes ordered by the PCP.

Observation of medications on hand for
administration for Resident #1 on 10/31/24 at
11:15arm revealed:
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-There were 37 of 56 tablets remaining of
glimeplrida 4 my that were dispensed an
10121724 cycle fill.

“There were 18 of 28 tablets remaining of
pioglitazone 30 my that were dispensed on
10/21/24 cycle fill.

Review of Resident #1's QOctober 2024 electronic
medication administration record (EMAR) from
10/01/24 to 10/28/24 revesled:

-FS8S values documented on the eMAR ranged
from 63 to 481.

-There was an entry for glimepiride 4 mg two
times a day scheduled for administration at
8:00am and 5.00pm.

-Glimepiride 4 mg was documented as
administered two fimes a day from 8:00am on
10/01/24 to 8:00am on 10/29/24 (discontinued on
the hospital discharge summary 10/12/24 and
PCP visit notes on 10/16/24).

-There wera 25 doses of glimepiride 4 mg from
10/16/24 to 10/29/24 documented as
administered after discontinued.

“There was an entsy for ploglitazone 30 mg one
time a day for diabetes mellitus i schaduled for
administration at 9:00am daily.

-Pioglitazone 30 mg was documented one fime
dally from 9;00am on 10/01/24 to 9:00am on
10/29/24 {discontinued on the hospital discharge
summary 10/42/22 and PCP visit notes on
10M6/24).

“There were 13 doses of pioglitazone 30 mg from
10/16/24 to 10126124 documented as
administered after discontinued.

Telephona interview with Resident #i's PCP on
10430424 at 12:30pm revealed;

-She reviewed Resident#1's hospilal discharge
summary when she came to the facility for
scheduled visit on 10/116/24,
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-She added the order to discontinue Resident
#1's glimepirids 4 mg and pioglitazone 30 my per
the hospital discharge summary in agreement to
the resident’s age and increased possibility for
hypoglycemia.

.She expected the facllity to discontinue
glimepiride 4 mg and pioglitezone 30 mg as
ordered.

-Since Resident #1 had no dacumanted blood
sugars below 63 for October 2024, she felt there
had been no detriment to the Resident #1's health
due to failure to discontinue the medications.

Intervicw with the Health and Weliness Direclor
(HWD) on 10/30/24 at 4:05pm revealed:

~The facllity entered madication and treatment
orders into the eMAR system not the contracted
pharmacy.

-She entered most of the admission orders into
the eMAR systemn unless a resident was admitted
when sha was not on duty at the facility.
-Resident #1 was discharged back to the facllity
on 10/12/24 which was a weakend day, and she
was not in the facility.

~The medication alde on duty on a waskend was
responsible {o review the hospital discharge for
medication changes and make any changes to
the eMAR, fax the hospita) discharge summary o
the contracted pharmacy, and place the
discharge summary in a folder for the HWD to
raview and check for accuracy of order changes.
-After reviewing the hospital discharge, the HWD
would place the discharge paperwork in the
resident's record.

-She had not saen the hospital discharge
paperwork Resident #1 dated 10/12424.

-The MA had faxed the discharge to the
contracted pharmacy but did not comet the
eMAR and mistakenty filed the discharge
paperwork in Resident #1's record.
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pharmacist at the confracted pharmacy on
10/31/24 at 10:45am revealed:

-The pharmacy did not generate the facility's
eMAR.

-The pharmacy used Information received for the
facility including medication orders, hospital
discharge summaries, and FCP encounter notes
to create a medication profile for the residents,
~The medication profile was used 1o dispense
madications for the residants on a monihly cycle
fill schedule.

-The pharmacy received the hospital discharge
summary dated 10/12/24 and discontinued
glimepiride 4 mg and pioglitazone 30 mg in
Resident #1's pharmacy medication profile on
1014124,

-The cycle fill medications dated 10/21/24 were
processed by the pharmacy one week prior to the
date {0 ensure medications arrived at the facHity
prior to previously dispensed cycle fill medlcations
running out.

-The facility was responsible for correciing the
sMAR since the pharmacy did not generate the
facility's eMAR (per the facility’s contract).

-The facllity would be respoansible for removing
any medications that were discontinued from date
of eycla §ill to current date.

Refer to the interview with the Administrator on
40131424 at 11:00 am.

Interview with the Administrator on 10/31/24 at
41:00 am revealed:

-The MWD or the Health and Wellness
Coordinator (HWG) were sesponsible to ensure
madications weie administerad as ordered.

“The HWD should be double chacking any eMAR
enities made by MAs prior to the medication
being put on the medicatfon cart for
administaring.
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-The HWD would be responsible for sudits of
medications, medications orders and eMAR
documentation to ensure the medicalions were
administerad corractly.
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The following is a summary of the Plan of Correction for Brookdale High Point North AL. This Plan of
Correction is in regards to the Corrective Action Report dates October 31, 2024. This Plan of Correction
is not to be constructed as an admission of or agreement with the findings and conclusions in the State
of Deficiencies, or any related sanction or fine. Rather, it is submitted as confirmation of our ongoing
efforts to comply with statutory and regulatory requirements. in this document, we have outlined
specific actions in response to identified issues. We have not provided a detailed response to each
allegation, nor have we identified mitigating factors.

10A NCAC 13F .0904(e){4) Nutrition and food service

(e)Therapeutic diets in Adult Care Homes (4) All therapeutic diets, including nutritional supplements
and thickened liquids, shall be served as ordered by the resident’s physician.

» The Health & Wellness Director/Nurse/Executive Director or designee will conduct an audit on
current residents prescribed diet orders to verify the Dining Services Manager and dining staff
have the current physician ordered diet. The Health & Wellness Director/Nurse/Executive
Director/designee and/or Dining Services Manager will provide retraining on diets for associates
who serve resident meals. Dining associates will be trained on the preparation of therapeutic
diets per our menu manager platform. The Heaith & Wellness Director will also provide a copy
of the nutrition tracker and diet orders to the dining department monthly. To assist with
ongoing compliance, the Health & Wellness Directar/Nurse/Executive Director or designee will
review resident diets weekly for 6 weeks. Plan of correction 1o be completed by December 31,
2024.

10A NCAC 13F. 1004 Medication Administration

An adult care home shall assure that the preparation and administration of medications, prascription
and non-prescription, and ireatments by staff are in accordance with: {1) orders by a licensed
prescribing practitioner which are maintained in the resident’s record; and (2) rules in this Section and
the facility’s policies and procedures.

» The Health & Wellness Director/Nurse/Executive Director o designee will rein-service
medication aids & LPN’s on the 7 rights of medication administration, to be completed by
December 31, 2024. The Health & Weliness Director/Nurse/Executive Director or designee will
review the New Order Tracking forms to verify accuracy and transcription of physician orders
twice weekly for 6 weeks. Plan of correction to be completed by December 31, 2024.

“Forstn K

Reonna Hargrave, Executive Director




