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Staff with the Adult Care Licensure Section and
Haywood County DS$S conducted an annual
survey oresite January 21 -23, 2015,

10A NCAC 43F .0801Management OF Faclites

(a} An adult care heme administrator shall be
responsibla for the fotal operation of an adult care
home and shall also be responsible to the
Divislon of Facility Services and the county
deparment of social seivices for mesting and
maintaining the rules of this Subchapter. The
co-administeator, when there Is one, shall share
equal responsibility with the adminlstrator for the
operation of the homa and for meeting and
malntaining the rules of this Subchapter, The
term administrator also refars 10 co-administrator
where If Is used in this Subchapter.

This Rule s not met as evidenced by

Baged on observation, interview and record
review, the Administrator failed fo assure
responsibility for the fotal eperation of tha fatility
to meintain compliance in the rule areas related
to resident rights and medication administraiion.

compliance.

The finclings ars:

interview with the Administrator on 1/23/1§ at
12:68pm revealed;

-8he was respansible for the operation of the
faciiity.

-She referred medication questiona te the Speclal
Care Unit Coordinator.

~The Adminisirator was not aware how the facllly

Responses to the cited deficiencies do not
constitute an admisslon or agreement by the
facllity of the truth of the facts alleged or
conclusions set forth in the Statement of

D 178 10A NCAC 13F .0801 Management Of Faclliiles | be Deficlencies or Corrective Action Report; the
Plan of Correctlon Is prepared solalyas a . ...
matter of compliance with State law.

Management will be respansible for 3515
overseeing the overall operations of the
facllity and will monitor to ensure
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staff wera reording redications.

-The Administrator was not aware siaff cauid not
raorder madications on the computer through the
electronic Medleation Administration Record
system.

~The Adminfstrator stated she would lock at their
systern 1o find out where the delays were in
obtaining and administering medications.

Araas of non-compliance kentified during the
suivay were as follows:

A. Based on obseyvation, Interview, and record
review, the facilily failed fo assure medications
which included Oxycod/Apap, Fentanyi Patches,
gabapentin, capsaicin cream, CMPD cream,
Brimonidine Solution, beta-carofene, Dificolax,
Seroquel, Haldcl, and Senna were administered
as ordered for 4 of 6 sampled residents (#2, #3,
4, and #8). Refer fo Tag 358 10A NCAC 13F
1004(z) Medication Administration {Type A2
Violation).]

8. Based ori observation, Interview, and record
review, the fadility failed to assura 1 of § sampled
residents (#6) received a reasonable response fo
the request for a presciibed medication
{Onzybutyning o be discontinued by the
presoribing physician. [Refer to Tag 338 10A
NCAG '13F .0909 Resident Rights (Type B
Violaton).]

[ 338 10A NCAC 13F 0908 Resident Rights

10A NCAC 13F 0909 Resident Righls

An adult eare home shall asswre that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Resldents' Rights, are maintained
and may bs exercisad without hindrance.

D176

o338

it is the policy of the facility to ensurs that
the rights of alf residents are maintained
and may be exercised without hidrance.
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This Rule is not met as evidenced by:
TYPE B VIOLATION
t Based ont observation, interview, and record An in-service on Resident's Rights has been | 3/6/15
review, ihe facility falled fo assure 1 of 6 sampled scheduled by the administrator and will ba .. -
residents (#6} received a reasonable response to provided by the Regional Ombudsman for
the request for a prescribed medication all staff, in an effort fo ensure that all residents
(Oxybutynin} to be discontinued by the recaive the cars and services according 1o thel
prescribing physician. NG guldelinas on Resident's Rights,
The findings are: : o
- The memory care manager will review all 3/9/15
Review of Resident #6°s current FL.2, dafed medication administration records once a
354, revesled diagnoses which included: week for one month, then twice a month,
-Digbetes mellifus then monthly to identify discentinugd
~Anxiety disorder medications and will contact the pharmacy to
~Urinary retention ensure residents are not stll being chargad
. for discontinued medications and ensure all
Review of the 3/0/14 FI.2 also revealed Resident medications are on hand as ordered by the
#6 was continent of bladder and independant in hvsician.
tolleting. phy
Review of the 3/6/14 FL2 revealed an ordes for The supervisor med aides will report to the
Gxybutynin & mg 1 fablet wo times per day. memory care manager any Concarns
(Dxybutynin is a medication to treat frequent expressed by the residents immediately.
wination and inabliity to control urination}, The supervisor med aides will notify the
memory care manager of discontinued
interview with Resident #8 on 1/21/15 at 10:05am medications that are stll being delivered by
revealed: the pharmacy.
-The physician discontinued her Oxybutynin - The mermory care manager will notify the
se::_ra[ r;nnms ago but the pharmacy was sl business office manager and the business
-sseheizgk ed the Spedal & are.lJnit Coordinator office. manager will follow up with th«_a
(SCUC) to have the phamnacy-to quit sending it pharmacy to ensure they are not being
because the phamnacy was stll biling her for it charged.
~Bhe lold other fachily staff also to get the
Coybutynin distontinued but nothing had "been
done.”
Diviglon of Health Service Regulation i ]
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Contintied From paga &

-Resilent #6 exprassed frustration thaf the
pharmacy continued to bill her for 2 medication
she had not taker for 8 months.

Review of record revealed no physician order to
discontinue the Oxybutynin,
Review of the August 2014 through January 2015
glectronic medication administration records
{eMARs) revealed Oxyhutynin had not been
entered on the eMARSs.

Observation of medications-on hand on 1/22/15
at 10:55am revealed:

- Oxybutynin 5 mp was availeble for
adrministration,

~The Oxybutynin 5 mg {ablets wers dispensed in
a rmultidose package together with all the 8:00am
and 8:0Cpm medications with ideniifying drug
information far each medieation in the pack.

Confidential inferview with iwo medication aide
reveasled.

~The Qxybulynin 5 mg was always available to
adminisier, ]

-The QOxybutynin © mg was not entered on the
eMAR so they did not edminister it. -
~They always threw the Oxybufynin § mg in the
“gharps container,"

~They had been instructed by the SCUC fo
dispose of the Oxybufynin 5 mg and not to
administer it 1o Resldent #5.

Interview with the SGUC on 1722115 at 3:10pm
revealad:

~8he did not know why the pharmacy did not
discontinue the Oxybutynin 5 mg.

-It fooked like facility staff had entered
*discontinue™ on the eMAR In July 2014

D338

The supervisor med aldes will communicate to
the memory care manager immediately the
resident's request. The memory care
manager will respond to the resident's request
within 24 hours.
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Telephona interview with pharmacy staff on
1£21/15 at 340pm revealed:

~Tha pharmacy had an acdive order for
Oxybutynin 5 mg. -

- looked like the facifily documented
"discontinue” the Oxybutynin § mg on the July
2014 MAR,

~The pharmacy hever received a disconfinue
order signad by the physician.

-They had dispensed the Oxybutynin S mgon a
regular basis since July 2014 bacause the order
was wiiiten to be refilled forayear.

~They did not know why the Oxybutynin 5 mg did
not show up on the eMAR after July 2014,

-The pharmacy was respensible for entering
medications on the electronie MARs.

Telephone interview with the biling clerk at the
pharmacy provider on 1/23/15 at 9:20am

_revzaled:

~The facility should have contacted the pharmacy
and sent them a physician signed order to
dizcontinue tha Oxybutynin 5 mg.

-She would credit Resident #6's account the
co-pay for & months.

Review of record revealed no documentation that

facility staff had faxed requests o the pharmeacy
o discontinue the Oxybutynin § mg nor any
requests o the physician to discontinue the

Oxybutynin 5 mg.

Interview with the SCUG on 4/22/15 at 3:10pm
revealed Resident #2's current physician was not
tha same one who omdered the Oxybutynin § mg
i July 2014,

Irtendew with the Administrator on 172315 at
1:00pm revealed she was not aware the

D338

STATE FORM

Oxybutynin 5 mg had been dispensed since July
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Continued From page 5
2014, but not administered.

The facility provided a Plan of Protection which
revealed:
~The supervisor/medication aides wifl immediately

| repoit 1o the the Special Care Unit Coordinater

(SCUC) any concemns expressed by the
residents.

~The SCUC wil respond to the resident requests
within 24 hours.

~The S8CUC wil contact the pharmacy to assura
reskdents are not charged for disconiinued
medications. .

~The supervisor medication aides will notify the
SCUC of discontinued medications that are'shll
being delivered by the pharmacy.

-The businass oifica manapar will follow up with
the pharmacy to assure residents are not charged
for medicafions which have been discontinued.

CORRECTICN DATE FOR THE TYPE B
WVIOLATION SHALL NOT EXCEED 3/8M5.

40A NCAC 13F . 1004{=) Medication
Administration

104 NCAG 13F 1004 Medication Administrations
{a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and reafments
by slaff ate in accordance with: '

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

‘This Rule is not met as evidenced by:

D838

D358

ltis the policy of the facility to ensure that the
preparation and administrafion or medications,
prescription, and non-prescription, and
treatments by staff are in accordance with
orders by a licensed prescribing practitioner
which are maintained in the resident’s record
and ablde by NC Rules and Regulation

10A NCAC 13F .1004 Medication
Administration.

Dividlon of Health Service Regulation
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TYPE AZ VIOLATION
Based on observation, interview, and fecord . ] o o
raview, the facility falled to assure medieations An in-service on medication administration, | 2/23/15
which included Oxycod/Apap, Fentamyl Patches, dogumentation, ordering and re-ordering
gabapentin, capsaicin craam, GMPD cream, . will be provided by the facility LHPS nursa.
Brimonidine Solution, beta-carstene, Dulgolaz, The adminlstrator and memery cars 2(2315
Seroquel, Hakicl, and Senna were administered manager will perform reviews of -
as ordered for 4 of 8 samplod residents #2, #3, medication orders daily for two weeks and
¥4, and #6). then weekly for two moniths in erder to

ensure compliance and until the med aldes
are maintaining compliance in medication
administration.

The findings are;

Intendew with the second shift medication aide on

112315 at 10:25am revealed:

-Some medications were on automatic refill, but The memory caré manager and supervisor
slaff had to request refills for some medications. med aides will immediately, process all new
~They use electronic medication adminisiration orders by faxing the orders to the

records (eMARs), but are not able to recrder pharmacy. :
medications electronically. The memory care manager will initial and
-They fax orders and refill requests to the date verifying that the orders

pharmacy. have been processed and placed in the

~Sometimes they recelva a confirmation from
faxes, than call the pharmacy and the pharmacy
staff state they had not receivad the orders.

resident's chart, -
The memory care manager and lead
supervisors will verity that the pharmmacy

Interview with the Spedial Cara Unit Coordinator keyed the medications into the QuickMAR
{SCUC) on 1/22/45 at 3:10pm revealed their : system correctly and then approve the
current system for medication acquisition and orders. .

administration =g follows: '

~Facility staff send medication ordere by fax to the
phammacy or place written ordera in the
medication tote bag which Is returnad to the
pharmacy.

~The pharmacy enters the medication orders on
the aMARs.

Faoility medication aides are nof allowed fo
administer any madications to residents after the
pharmacy sends the medications (although the
ertiries are on the eMARs) until she (the SCUC)
Division of Health Service Reguiation
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D 258 | Continued From page 7 D358
| physically approved them on the eMARS, .| Fax transmittals will be kept In a binder as
~The SCGUC does not work on the weaekends. confirmation that the pharmacy received th
Mo other staff are allowed o "approve” the P cy e

faxed physician's orders.
The memory care managar and supervisor

medications may cause some medications o be med aides will call the pharmacy and inquire
delayed in being administered. S ..} about the medications and when to expect
~The SCUG only has access to the eMARs (o C delivery. '
approve medications) when she is in the facifity.
-If the pharmacy raquires a hard scrip, they fax i
fo the pharmacy and also send the arder fo the
pharmacy in the medication fole bag.

-If a medication comes into the facllty and s not
entarad on the efMAR, the medicaiion aides are
supposed to call the pharmacy to have them
enter the medication onto the eMAR.

-Marcotic refills are not dispensed by the
pharmacy Linless they are requested by the
facility.

medications.
~Tha system for only the SCUG {o approve

A. Review of racord revealed Resident #2 had
diagnoses on the current FL2, dated 10/30/14,
which included;

-Strokefvascular dementia

-Hypertension

-Acute and chrenic respiratory fallure
~Ghronic obstrutiive pulmonary disease
~Congestive heart failure

Re\}iew of Resldent Register ravedlad Resident
#2 was admiited to the facllity on 10/30/14.

Review of documentation of a physician visit,
dated 11/19/14, revealed Resident #2 had
diagnoses of cervical spinal stenosls, acute
cervical strain, spondylolisthesis, and joint pain
{shouider). {Spondylolisthesis Is a conditionin
which ene of the bones of the spine {vertebrae)
sfips out of placs onto the vertebra below it. If it
slips too much, the bone might press on a nerve,

Divisicn of Heall: Service Regulation
STATE FORM o LCH411 H continuation shest 80f 25
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Condinued From page 8

causing pain.)' .
-"She guards the right shoulder... Pain with
passive range of motion of the right shoulder.”

Review of documentation of another physician
visit for Resident #2, dated 12/3/14, revealed:
~Resident #2 was seen on this vislt "for concems
about her neck,”

-She Is having some pain between doses of
oxycodone §5-326 g and has been using
batween "1 ard 3 doses of oxycodons per day.”
~"Nack range of motion generally reduced with
palpable moderate to sovare muscle tenston in
base of neck.”

Qne physician diagnosiz on 11/25/14 noted
Resident #2 had "cervical disc dissase."

Random observations of Resident #2 during the
survey January 21-23, 2015 revealod she was
sitting In a wheelchair wearing a cervical neck
coller.

1. Interview with Resident#2 on /2145 at
59:33am revealed:

~She ran out of "Parcocef” [a brand name for
OxycodohafAcetaminophen (OxycodfApap)]
about a "month ago” and afso ran ouf of "Fentany!

1 Patches.”

-She needed pain medicafion because sha had "a
fraciured neck and back.”

-She stayed in the bed most of the time and tried
not to move when she did not have pain
medications,

Review of resident record revealed physician
ordars for OxycodiApap 5-325 myg, 1 tablet every
4 hours as needed for pain not 1o excesd 4
tablets In 24 hours, original order dated 10/30/14,

[ 358
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Contihued From page 9

Raview of November 2014 Controlied Dmg
Receipt and Records revealed.

-OxycodfApap 5-325 was not avaitable for
administration after 2:40pm on M26/14 umti
11726114 {time not known.}

-Staff documented the first gdministration of
Oxyeod/Apap 5-326 mg at 3:25am an 112714
after 12 tablets were delivered by the pharmacy
on 114267/14.

Review of December 2014 Controlled Drug
Receipt and Records revealed:

-OxycodiApap 5-326 mg was not avallable for
administration after 4:00pm on 12/18/14 until
1283114,

-Staff documented the first administration of
Oxycod/Apap 5-325 my &t 11:10pm on 12/31/14
after 20 doses were delivered on 12/31714,

Review of the December 2014 eMAR revealed
facility staff decumented the administration of 38
iabiets of Qxycod/Apap 5325 mg with 35 lablets
documented as effective.

Heview of Desember 2014 and January 2015
eMARs revealed staff had documented the
adriinistration of Oxycod/Apap 6-3256 mg to
Resldent #2 one, two, or three times per day
when it was avaliable.

Interview with Residant #2 on 1/22/16 at 2:00pm
revealed:

-She remembered asking for the OxycodfApap in
November and Decamber (2014} and the

‘medication aides told herthere was nong

availabls.

-Resident #2 said she asked the medication

aidas every day (when it was not avgilable) for the
OxycodiApap fo relleve her pain,

-She usually requested two or threa
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Oxycodone/Apag tablets per day.

-l December when there was no
Oxycodone/Apap evallable and after the first two
days, she did not move unless she had to
bacauss it burt fo move,

-She said she did nof get up fo go o the dining

reom for some meals because of the paln, ¥l just -

couldn't do iL"

-Some days it hurt to move her evelids,

-The: firsf few days the medication aides kept
saying, "Maybe it will be in tonight.”

-Then after the first few days, a medication aide
said, "l ordered if foday so you should gst it.
~She saw the physician the end of December
2014 and betold ths facility séaff fo always
contact him if she needed a prescription.

-She asked for "Tylenol® when she was out of
Oxocod/Apap, but the medication aldes told her
they did not have an order for it.

Telephone interview with Resident #2s physician
on 1/22/15 at 4;90pm revealed:

-Ha remembared writing an order for
Oxycod/Apap 5-326 mg for Resident #2 the end
of December, 2014,

| -He said during the 12/31/14 visit, he found out

Resident #2 had heen without pain medications.
He said he was "ernphatic” in commuricating
with Tacility staff they need to contact him if
Regidant #2 needed a prescription.

-He sald the lines of communication were “always
open.”

Review of the 12/31/14 physiclan visit revealed:
-Resident #2 reported to the physiclan she had
ran out of beth the "Oxycodone and the Fenlanyl
patch.”

-Staff reported fo the physician that Resident #2
ran ¢lit of pain medications because there was an
*error with the order transcription.”
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Interview with the SCUC on on 1/22/15 ai 3:10pm
revaaled:

~She said the facllity could nof get a hard script-
from the physician until 12/31/14.

~Her staif did call the pharmaoy in afiempl to get

* | the OxycodiApap 5-325 mg before 12/31/14.

~The delay in administering the Oxycod/Apap
5-325 my after it was delivered io the faciity may
heve been bacause the medication aides cannot
administer medication untll she approves it on the
eMARs, '

Interview with the Administrator on 1/23/15 &t
12:55pm revealed:

-She did not know why the Oxycod/Apap was
delayed in being dispensed from the pharmacy.
-She knew they had problems In the past gelting
in touch with the physician.

-She knaw ihey had problams with the pharmacy. '

Review of racord revealed no documentation the
facility had contacted the physician for
OxyeodiApap 5-326 mg prescription nor
documentafion they faxed the phenmacy any
requasts for Oxycod/Apap 5-325 mg from
1241814 through 12/30/14.

Gonfidential inferview with & rmedication aide
during the survey revealed:

When Residenl #2 was cut of Oxycad/Apap
5-325mg, the medication aide said she faxed the
phamacy to recrder the Oxycod/Apap B-325 mig
and she told the next shift medication aide.

-She was niot aware there was any other prn (as

| needed) medjcations available for Resident #2.

Review of the December 2014 MAR revealed:
-Acetaminophen 500 mg was on the MAR as
standing orders with directions to "take 1 tablet

D358

STATE FGRM

Division of Health Service Regulaiion

68

LCM411

If continuation shee! 12 of 28

mm e e it e, e i et A,

ekt s o .. Y, R, 4 L1 e




STATEMENT OF DEFICIENCIES
AND PLAN OF GORREGTION

Division of Health Sevice Regulation

FER 23 7015 PRINTED: 02082015
FORM APEROVED

(X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

HALO44042

£ MULTIPLE GONSTRUOTION ] {X3) DATE SURVEY

A, BUILDING:

8. WiNe

COMPLETED

Q2312018

NAME QF PROVIDER OR SUPPLIER

HAYWOOD HOUSE

27 NORTH MAIN STREET

GANTON, NG 28718

STREET ADDRESS, CITY, STATE, ZIP COLE

xa) 1D
PREFIX
A

SUMMARY STATEMENT OF DEFICENGIES

{EACH BEFIGIENCY MUST BE PRECEDED BY FULL ~~ -

REGULATORY OR LSC IDENTIFYING INFORMATION)

I3
" PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(*5)
{EACH CORRECTIVE ACTION SHOUW D BE T |7 COMPLETE |

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

D 358

Cortinued From page 12

orally every 4 hours as heeded for fever up to
101, headache and or minor discomfor?” not to
exceed 2000 myg In 24 hours.

-Staff had not documented any adminltstrations of
acetaminophern 500 g fo Resident #2.

2. Review of record revealed a physician order,

dated 11/25/14, for Fentanyl Patch, apply 1

topically every 72 hours, remove old one (a
transdermal duragesic patch used in chronle pain
management).

Inferview whh Reslident #2 on 1/22/15 at 2:00pm
revealed:

-She ran ouf of Fenianyf Patches the end of
December 2014 when she was also oui of
OxycedfApap.

-l Decembar when thera was no Oxyeod/Apap
availabla, after the first two days, she did not
move unless she had to becausa it hurt to move.
-She said shie did not get up te go fo the dining
room for some meals baecause of the pain, 1 just
couldn't do it."

-~Some days it lurt o move her eyelids.
~Resident #2 said when she ran out of Fentanyl
Patches, she asked the medicafion aldss every
day it her Fentaryt Patches were available,

Review of December 2014 electronic Medication
Administration Record (eMAR) revealed:

-Staff documented the Fentany] Palch was not
avaliable {o administer on 12/28/14 and on
12131114, (the scheduled days for the Fentanyl
Patch to be administered.

~The last Fentanyl Patch documented as
administered this month was on 12/25M4.

Telephone interview pharmacy staff on 1/21/14 at
2:40pm revealed:
-The phammacy had a “valid order” on file for
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Fentanyl Patches in December 2014 and did not
require a new prescription to dispense the patch.
-Fentanyl Patches are not sent unless the facility
requests them because they are a narcotic.

On 11/28/14, nine Fentanyl Patches were
dispensed to the facilty.

-On 12/31/14, 1 Fentanyl Patch was dispensed to
the facility.

-On 1/2/15, 9 Fentanyl Paiches were dispensed
to the facility. ‘
-They had no documentation the facility
requested Fentanyl Patches in December 2014
before 12/31/14.

Review of January 2015 eMAR revealed the
Fentanyl Patch was first documented as
administered on 1/3/15, three days after it was
delivered to the facility (9 days after the last patch

‘was administered on 12/25/14).

Interview with the SCUC on 1/22/14 at 3:10pm
revealed the delay in administering the Fentanyl
Patch after it was dispensed from the pharmacy
could have been because she delayed in
approving it to be administered.

Review of record revealed no documentation the
facility had contacted the physician nor the
pharmacy for a refill on the Fentanyl Patches
hefore 12/31/14.

3. Review of physician orders, dated 11/5/14
revealed an order to alternate topical capsaicin
gel (for pain relief), three times per day as
tolerated with Voltaren gel (for arthritis pain).

Review of the November and December 2014
and January 2015 electronic Medication
Administration Records revealed no entry for
capsaicin gel.
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On 1723415 &t 10:15am obssrvations of Resident
#2's medicafions on hand revealed:

-Capsaicin ream was not available for
administration.

-Voltaren gel was available for administration.

Telephone interview on 1/23/14 at $:45am with
pharmacy staff revealed 1 tube of capsaicihn was
dispensed on 11/6¢14 and the Tacllity had not
requasted any refills.

Interview with the second shift medication aide on
1122114 at 3:.55pm revealed she did not know
anything about the capsaicin cream.

Review of record revesled no documentation the
capsaidin cream was discontinued, administered,
refused, nor discarded,

Review of record revealed no documentafion the
facifity had contacted the physician nor the
pharmacy for any clarffication, order, or refift for
the capsaicin cream.

Interview with Resident #2 on 1/28M5 at 10:15am
remambered the physician told her he had
ordered a topical cream that "might burn® but the
fopical was never administerad.

4. Review of Resident #2's record revealed a
physician order, dated 1172514, for CMPD
Fiurbiprofen 10%, Keloprofen 5%,
Cyclobenzaprine HCLZ%, Baclofen 2%,
Lidocaine 5% with instructions to apply fo painful
area up 1o § times per day as neaded. (a topical
external pain cormpound which is preseribed for
pain management.)

Review of the December 2014 and January 2105
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elacironic Medication Administration Record
e(MAR) revealed no enfry for the CMPD topical
crean.

On 1/23M185 at 10:15am cobservation of
medications on hand for Resident #2 revealed the
CMPD cream was avallable and labeled for
Resident #2 and dispensed on 12/15/14.

Intervlew with the first shift medication aide on
1235 at 10:15 am revedled:

-The CNPD had been spedially ordered for
Resident #2 because she was allergle to some of
the ingredients in the original order.

—She did not know if any medication aiges had
administered the cream,

-She did nat know why the CMPD was not
entered oty the elARS.

When the CMPD crearn was shown to Resident
#2 on 1723/15 at 10:15am she stated she had
newvsy seen the medication.

Review of recard revealed no documentaticn the
facility had contacted the pharmacy to enter the
CMPD on the MAR.

5. Review of the curent FL2, dated 10/16/14,
revealed an order for gabependin 300 mg three
#mes per day {A macication fo treat pain and
neuropathy).

Interview with Reskdent #2 on 1/22/E at 2:00pm
revealed: )
-8he remembsred being out of gabapentin in
Nowember 2014,

“When she did not take gabapentin, herﬁngers
felt like "sandpaper.”

Review of the November 2014 electrotic
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Medication Administration Record (eMAR)
revealed gabapentin was dosumentad as "not
avallable notified pharmacy” for the following
fimes:

-4:00pm on 1141114

1 ~$2:00pm on 11/2/14 )
"-B:D0am, 12:00pm and 4:00pm on-11/3/14

-4:00amm and 12:00pm on HM/HAH4
-12:00pm on 11/644.

On 1421714 at 3:30pm observations of
medications on hand jor Resident #2 revealed
gabapentin 300 mg available for administration. -

Telephone interview with pharmacy staff on
112215 at 3:40pm revealed:

~The facility sent an FLZ with medicaticn orders
on it on 10730114, but instructed the pharmacy to
delay dispensing the gabapentin.

-The pharmagy dispensed the gabapentn on
11/3/14. (it wag decumented on the November
2014 eAR after it was delivered as not available
from 111414 through 12:00pm on 11/6/14.)

Interview with the SCUC on 1/22/14 at 3:10pm.
revealed the defay in administoring the
gehapentin after it was disperised from the
pharmacy could have been because she delayed
In approving it to be administared.

B. Raview of Resident #6's current FL2, dated
3/6M14, revealad diagnoses which Included:
~Diabetes melitus

-Amdely discider

1. Review of Resident #6's Opfometriat visit on
9F15/14 revealed & diagnosis of glancoma and an
order to "continue” Brimonidine 0.2%, 1 drop
twice per day in right eye. [Ophthalmic
Brimaonidine is used fo lower pressure in the eyes
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in patiends who have glaucema (high pressure in
the eyes that may damage nerves and cause
vision loss) and ocular hypertension {pressure in
the eyes that is higher than notmal but not high
enough to cause vision loss).

irterview with Resldent #6 on 1/21/15 at 10:05am
revealed,

-She ran out of eye drops the end of December
and the first of January this year.

-A medication aide told her thay could not find the
eye draps in the medication cart.

Telephone interview with pharmacy staff on
1/23M15 &t 1;20am revealed:

“Brimonidine Sohution (Sol) was refilled ondy upon
request from the facility.

-The pharmacy dispensed a 5 mi bottle of
Brimonidine Solon 11721114,

-The phannacy dispensed a 5 mi bottle of

| Brimonkline Sol on 1/3418.

-One botile should last "about 30 days."

-The pharmacy had no documentation the
Brimonidine Sofwas requested by the facllity in
December 2014,

Review of the December 2014 and January 2015
alestronic Medication Adminisiration Records
(eMARs]) revealed the Brimonidine Sol was nof
avallable from 12/24/14 through 1/5M5. (Alfwugh
{he medication was delivered oh 1/3#15, it was
dosumented as "not availabie® af the 8:00am
administration on 17415 through 1/6/16.
Interview with the SCUC on 1/22M5 at 3:55pm
revealed: )
-After the pharmacy dispenses medicafions and
enters in them on the eMAR, the medication
aldes are not allowed to administer the
medication uniil she approves them on the
eMAR. ' ‘
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-If the Brimonidine Sof came It on 4/3/15 and was
not adminlstered untit 1/6/18, it could have baen
because she had delayed ki approving the
medication,

2. Review of Resldent #2's curent FL2 revesled

- an ordar for Beta-carotene 25,000 unit capsule, 1

capsule daily, (Beta-Carotene is a nutritional
stpplement which ks converted fo vitamin A, an
essential nuirient.)

On 1/2214 at 4:00pm, observation of the
medications on hand revealed a botile of cver the
counter Biotin (& coenzme and a B complex
vitamin also known as vitarmin H.)

Interview with the second shift medication aide on
1/22/15 at 4:00pm revealed:

-~Biotin was the “same thing as Beta Carolene ®
-Btaff had picked it up at the local pharmacy.
~She administerad ohe of the Biotin taklats to
Resident #6 an the morning of 1/2215.

Review of Beta Caratena antry on the January
2015 Medication Adminisfredion Record revesled
"mexd not available notifled pharmacy® on the
following dates:

1416114

117714

1718114

172014

1721114

Review of Beta Carctene entry on the January
2015 electronic Medication Administration Record
revealed it was documsniad as administered on
122114,

C. Review of current FL2 for Resident#4 dated
1615, revealed:
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-Diagneses which included dementia-Alzheimer.

-An order for Dulcolax suppository 10 mg as
needed.

Reoview of Resldent Register revealed Rasident
#4 was admitted to the facilty on 1:‘12!15

Observation of medications on hand for Resuient
#4 on 1/2115 at 4:15pm revealed no Dulcolax
suppositories available for administration.

Fer cbservation and record review, Resident #id
was not inferviewable,

Telephene irterview with staff at the pharmacy on
1£21/15 at 2:45pm revealed they did not kniow
why the Dulcolax suppositories were not
dispensed when the other medication was
dispensed.

Review of personal eare records including bowel
movements for Resident #1 revealed oy 1
bowsl mevement was documented on 1/2245
since admission.

(nterview with the Administrator ort 1/23/15 &
1:00pm revealed she did nof know why the
Dulcolax was delayed in baing dispensed nor how
the madication aldes would admirister laxatives
as needed if the bowe! movement documentation
was npt accurate.

Telephone call to Resident #4's guarchan was not
successiul.

D. Raviow of Resident #3s current FL2 dated
10/30f14 revesled:

- Diagneses included Alzhebmer's disease.

- Physiclan's orders for Seroguel 50mg at
bediime {used to treat bipolar disorder and major

D 358
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depresslon}.

Per observation and racord review, Resident #3

- | was nat interviewable.

1. Record review on 1/22/15 revealed:
- A physician's order dated 12/3/14 to increase

‘Seroquel to 28mg every moming and 50mg at

badime.

Raview of Medication Administration Records
{MAR's) for December 2014 on 1/22/15 revealed:
~ Documentation of adininistration of Seroquel
A0mg at bedtime for 12/4/$4-12731F14.

- Mo transcribed entry for Seroquel 25mg every
moming.

Interview with a 1st shiit Medication Alde {MA} on
172215 at 1:30pm ravealed she had "no clue”
about the 12£3114 physician's order {o increase
Seroguel o 25 mg every moming.

Interview with the SCUC on 472215 at 1:51pm
revealsd:

- The physidian's order dated 12/3/14 o Increase
Seroquel to 256mg every moming had been
“found” by the pharmacy consuliant dusing -
medication reviews on 1/8/15 and faxed to the
pharmacy the same day.

- Medication were ordered by the physician
through the electronle medication adminisliration
record {efMAR) system. -

~ When the physician campleted their orders, the
orders were printed fiom the eMar sysiem by her
or the MA's and faxed to the pharmacy for
processing,

- The 12/3/14 order io ingrease Servquel "might
not have been processed,”

Review of MAR's for January 2015 on 1/22/15

D 358
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revealed: )

- Enfry and documentafion of administration of
Serogquei 50mg at bedtime for 11115-1/12715.

- Entry and documentation of administration of
Serogusl 50mg two fablets {100mg) at bedtime
for 1/13/15 and 1715615,

- Entry and documentation of administration of
Seroquel 50mg every moming for 1/13M18E,
1#15/156 and 1716115,

- Eniry for Serpquel 25mg every meming with no
documentation of adminisiration and stop date of
1745,

Interview with a pharmacy representative on

| 1/22H15 at 1:45pm revealed:

- The physician increased the Seroguel order on
1/7115 to Séroquel 50mg every morning and
80mg two tablets {100mp) at bedtime.

- All Seroquel orders were discontinued 1/16/15.

Review of January 2015 eMAR revealed staff

| falled to administer Seroquel 50mg in the
moming and 100mg & the evening from January
7, 2015 through January 12, 2016.

Interview with Resident #3's consuiting physician
ar: 122/15 at 3:59pm revealed:

- He was driving and did not havs Resident #3's
record avaifable for immadiate review.

- Seroquel was most commonly ordered for
agitetion.

- The: facility would have contacted him if
Resldant #3 had expertenced any increased
agitation, :

2. Record Review ont 1/22/15 revealed a
physlcian's order dated 1/14715 for Senna-5
8.8mg dailly {(used to treat constipation).

Review of MAR's for January 2015 on 1/22/18

D358
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ravealed dosumention Resident #3 had recelved
Senna 8.6myg from 1/20M15 through the current
daie of 1£21/15.

Irterview with a phannacy representative on
1/22/15 at 1:45pm revesled:

- An oder for Senna 8.6mg dated 1714115 had
been received from the facility on 118115 and
procassed by the pharmacy the same day.

- Benna 8.5mg would have been availabla in the
faciiity for administration at 8:00am on 117115,

Review of the phammacy delivery manifest for
1/1215-1£22/15 revealed Senna 8.6my had been
recaivad in the facliity on 1/715 at 12:27am.

3. Record raview on 1/2215 revealed a
physician's order dated /4615 for Haldol 1mg in
the moming and Haldol 6mg at bedfime {used to
treat agitation),

Review of MAR's for January 2015 revealed:
= Documentation that Haldol 1 g had iniiiaily
baan adrminkstered for 8:00am on 1/20/15 and
1121415,

- Documentation that Haldo! 5 mg had Initially
baen adminlstered for 8:00pm on 1M 815 and
1£20415.

Interview with a pharmacy representative on
1/22/15 at 1:45pm revealed:

« The pharmacy had received a physican's order
dated 111615 for Haldo! 1myg every moming and
Bmyg every night at bedtime on 1/16/5 and had
processed it the same day.

- Haidel 1mg tablets would have been gvailable in
the facility for administration at 8:00 on 1/17/15.

- § Haldol 1my tablets were to be used for the

-| evening dose.

basg
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Review of the pharmacy delivery manifest for
1/12/15-1/22M15 revealad Haldol 1mg tablets had
been received in the facllity on 1/17715 at
12:27am.

Interview with the Administrator on 1/23/15 at

12:65pm revealed she would review the fadlity's - - |

medication system to askure rmedications were
administered mely and as ordered.

‘The Planof Correction providsd by the facility
ravaaled:

<The Special Care Unit Caordinator (SCUC) will
review all medication administration recards and

" orders to assure ali medications are in the facility

and and being administered as orderad,

~The SCUC will follow upon medicaiions not
recaived with the medication delivery.

“When an order is faxed fo the pharmecy, the'
BCUC will malntain confirmation transmittals and
will call the pharmacy o inquire about the
medications. )

-The SCUG will monitor twice a weel to assura
that medicalions are ordered and administered as
prescribed,

GORRECGTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED 2/23/15.

3.8, 131D-21(2) Declaration of Residents’ Rights

G.5.131D-21 Declargtion of Residents’ Rights
Every resident shafl have the following rights:
2. To receive care arx sarvices which ara
adeguate, appropriate, and in compliance with
relevant federal and staie laws and nuiles and
regulations.

D 358
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This Rule is not met as evidenced by:
Based on observation, interveiw, and record
review, the facilty failed to asswia all resldents

recelved care and services which wars adequstes,

apprapriate, and in compliance with relevant

o1 federal and state laws and rules and regultions

related to medication administration.
The findings are:

Based on observation, interview, and record
review, the facility failed fo assure medications
which included Oxycod/Apap, Fentanyl Patches,
gabapentin, capsaicin cream, CMPD cream,
Brimonidine Sclution, befa-carotene, Dulcolax,
Seroquel, Haldol, and Senna were administered
as ordered for 4 of 6 sampled residents #2, #3,
#4, and #6). Refer to Tag 358 10A NCAC 13F
1004(ay Medication Administration {Type A2
Vielationg.]

G.8. 131D-21(7) Declaration of Resident's Rights

5.8, 131021 Declaration of Resident's Righls
Every resident shall have the following rights:
7. Toreceive a reasonable response to his or har
requests from the faciiity administrator and staff.

This Rule' Is not met as evidenced by:

Based on ohsarvation, intetview, and record
review, the facility failed fo assurs alf residents
received a reasenable response o a reguest
related o the facilly contacting the physiclan fora
medication discontinue order.

The findings are:

Based on observation, interview, and recerd

D91z
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review, the facility failed to assure 1 of 8 sampled
residents (#6) recelved a reasonable respanse to
the request for a presctibed medication
{Cxybutynin) fo be discontinued by the
prescribing physician. [Refer to Tag 338 10A
NCAGC 13F 0809 Resident Rights (Type B
Violation).] ST
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Shook, Linda

O I T
From: Shook, Linda
Sent: Friday, March 13, 2015 12:20 PM
To: Bradley, Lisa (Ibradley@haywoodnc.net)
Cc: Boggs, Brenda; Penland, Beverly D
Subject: HAYWOOD HOUSE - HAYWOOD COUNTY
Attachments: Haywood House 2015-03-05 POCA-LCN411.pdf

Please find attached copy cof the approved “Amended” Plan of Correction (POC) for the
above referenced facility.

Thank you,

Linda Y. Shook, Processing Assistant

Adult Care Licensure Section

NC Department of Health and Human Services
Bivision of Health Service Regulation

12 Barbetta Drive, Asheville, NC 28806
Phone: (828)670-3391 x 149

Fax: (828)670-5040

Linda.Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject fo the North Carolina Public Records Law and may be disclosed fo third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating fo an ongoing
State procurement effort, is prohibited by law. I you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mail.




