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The Adult Care Licensure Seclion and the Craven
County Department of Sodial Services conducted
an annual survey and complaint investigation on
March 29 - 31, 2017. The complaint investigation
was Initiated by the Craven County Department of
Social Services on March 8, 2017.

D074 T0ANCAC 13F .0306(a)(1) Housskeaping And D074
Furnishings

10A NCAC 13F .0305 Housekeeping And
Furnishings

{8} Adult care homes shall;

{1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

This Rule is not met as evidenced by;

Basad on observations, Interviews, and record
reviews, the facility failed to assure walls, cailings,
and floors ware kept clean and In good repair for
§ of 5 common resident bathrcoms, residents
bedrooms, the haliway, and the chapel.

Responses to the cited
deficiencies do not constitute an
admission or agreement by the
facility of the facts alleged or

Obsarvation of the bathroom In Resident Room conclusions set forth in the

#6 on the blue hall on 03/29/17 at 10:36 a.m. statement of deficiencies or
revealed: correstive action report;
-There was missing paint behind the handrail the plan of correction

near the tollet and on the wall hehind the sink. is solely prepared as a matter
-Thers were 2 pieces of metal on the wall below of compliance with State Law
the handrail with missing paint around the 2 metal
pleces.

-The metal pisces appeared fo be bracke!s fora
toilet paper holder.

~Thera was no toilst paper holder in the
bathroom.

-There was a roft of toilet paper on top of the
handrail propped against the wall.
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Interview with a resident who lived In Room #8 on
03/29/17 at 10:36 a.m. revealed:

-She had lived in the facility for about 6 ysars,
~There was a toilat paper holder in the bathroom
but it fell off the wall over a year ago.

-She propped the toilet paper rall on the handrail
against the wall,

Interview with the Maintenance Technician on
03/29/17 at 3:40Q p.m. revealed:

-He was not aware of missing paint or the toilet
paper holder in Resident Room #86.

-He had not seen a work order for it

-The lssue was things ware not reported and if
not reported, there would not be a work order,
-Staff were supposed to repori any issues or
concams to the Administrator.

Obgervation of the bedroom and bathroom In
Resident Room #7 on the blue hall on 03/29/17 at
10:46 a.m, revealed:

-There were slrips and piecss of popcom ceiling
hanging down around the edges of the bedroom
that had peeled away from the ceiling.

-There was &n area of white paint with 2 hofes an
the wall baside the mirror that was about 2 feet
leng and 1 foot wide,

-There were multiple small holes and missing
paint on the wall below the handrail near the
toilet.

~There was no toilet paper holder In the
bathreom.

-There was a roll of tollet paper on top of the
handrail propped against the wall.

Interview with the two residents residing in Room
#7 on 03/29/17 at 10:57 a.m, revealed:

-Thay havs lived at the facility from 1 to 2 years.
-The holes on the wall had always been that way.
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-They never had a tolle! paper holder on the wall
in the bathroom since they movad In.

-They prop the tollet paper roll on the handrall
against tha walll.

Qbservation of Resident Room #8 on the blue
hall on 03/29/17 at 4:08 p.m. revealed there was
an area of popcorn ceiling above the resident's
bed that was missing paint and peeling.

Interview with the resident in Room #8 on
03/20117 at 4.08 p.m. revealed:

-The celling had flaked off and landed on her bed
for approximately 3 months.

-She had Informed the prior Administrator
approximately 3 months ago but the celling had
not been repaired.

Observation of Resident Room #28 on the blue
hall on 03/29/17 at 4:06 p.m. revealed the wall
had a broken outiet cover with a connector cord
hanging out of the cover,

Observation of the ceillng of Resident Room #42
on the green hall on 03/28/17 at 4:45 p.m,
revealed peeling paint around the air vent.

Observatien of the air conditlon unit in Residant
Room #67 on the green hall on 03/20/17 at 10:50
a.m. revealed;

-There was visible sunlight shining through the
right side of the unit, where the unit was not flush
with the wal.

-The largest part of the hole was sbout 1/4 of a
inch.

-There was no caulking or molding around the
unit

Inferview with the resident that lived In Room #67
on 03/29/17 at 10:50 a.m. revealed:
-The resident was moved to Room #67 about 3

Facility has contacted the Building
Maintenance System vendor to initiate
assesment and repairs needed to
include but not limited to:

Repair and paint walls.

Repair rusted metal dividers.
Replace paper towel holders and
toilet paper holders.

Repair popcorn ceilings.

Repair holes in walls.

Repair linoleum floaring

Repair rusted vents.

Replace molding,

Repair flooring that is not level,

June 30, 2017
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~The air condllioning unit had a hole In the walt
around it since he moved in.

-The resldent was worried that a snake coulg fit
between the hole and come in.

Observation of the Roor of Resident Room #70 on
the green hall on 03/29/17 at 3:40 p.m. revealed
the linoleum was peeling up at the entranceway
to the bathroom.

Intarvisw with the resident on 0329717 at 3:40
p.m, revealad;

-3hs was previously In ancther room that was
damaged during a storm at the end of last year
(2016).

-She was moved to room #70 so they could repair
her oid room.

-The floor in the bathroom had been peeling up
since she moved to the room.

-The fioor was new and needed somaething to
connect the linoleum bathroom floor to the
flooring In the bedroom.

-She had never tripped bacause of the floor
pesling.

QObsarvation in the hallway outside of Resident
Room #61 on 03/28/17 at 4,28 p.m. ravealed a
nen-functioning wall heater that was dusty with
rusted siats.

Observation of the common shower room on the
green hall beside Resiient Room #51 on
03/20/17 at 4.3C p.m. revealed the metal divider
walls for the toilet stall were rusted and had
missing paint.

Observation of the common tub room on the
green hal! beside Resident Room #50 on
03/28/17 at 4:33 p.m. ravealed:
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months ago.

Capital Asset Manager is coordinating
the development of a plan for renovatiorps
to the existing building to be approved by
the Department of Health Service
Regulation.

Juna 30,2017

Divislon of Health Service Reguiaion

STATE FORM

HBER11

If contiruetion sheal 4 of 83



Division of Health Service Regulation

PRINTED: 04/20/2017
FORM APPROVED

-The bottom of the wall heside the tollet had a 3
foot long scuff of missing paint horizontal ta the
fioor.

-The metal divider walis for the tollet stall wers
rusted and had missing paint.

Observation of the shower room beside Resident
Room #43 on the green hali on 03/29/17 at 4:30
p.m. revealed:

-There was missing paint behind the paper towe)
halder on the wall behind the sink.

-There wers 2 pieces of metal on the wall beside
the paper towel holder, what appeared to be an
old towal rod.

Obsarvation of the common bath and spa room
beside Room #5 on tha biue hall on 03/28/17 at
11:04 a.m. revealed:

-The metal divider walls for the toilet stall were
rusted and had missing paint,

-There was a puddle of water about 2 fest in
dlameter in the middle of the bathroom floor near
the matal floor drain.

-The fleor was not level whers the puddle had
formed, preventing the water from going down the
metal floor drain.

=The ceiling vent was rusted.

~The one Inch molding at the top of the wall near
the celling was missing on the wall near the
shower and the wall near the tollet, axposing the
woeoden board underneath,

Interview with Maintenance Technician on
03/29/17 at 4:40 p.m. revealed:

-lt appeared the fioor had sunk near the middle of
the floor and was preventing the water from
flowing to the metal drain.

-He was nof aware the water was not draining
properly.

“Wheelchairs running into the metal walls of the
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toilet stall caused the paint to chip and the walls
to rust

-They nesded painting and he had not seen that
task on any work orders.

-He did not know why the molding on the wall
near the ceiling had baen removed.

-He showed it to his boss a couple of weeks ago
and they plan to put the malding back up.

Observation of the commeon bath and spa room
baside Room #4 on the blue hall on 03728717 at
11:19 a.m. revealed:

~There was an area on the wall that was about 6
Inchea wide and 12 inches long with missing paint
and holes.

-It was located besids a paper towel! holder and
appeared to be an area whare another paper
towsl holder hed been installed praviousty.

interview with Maintenance Technician on
03/29/17 at 4.45 p.m. revaalad;

-Hs was not aware of the missing paint and holes
in the wall

-The wall needed patching and painting.

QObservation of the facility's chapel on the blue
hall on 03/28/17 at 10:21 a.m. revealad:

-There were 3 ceiling vents that were rusted and
had black stains.

-One of the rusted cailing vents had brown stains
on the ceiling around the vent in multiple areas.
-The second rusted ceiting vent had areas of
missing textured paint (popcorn celling) around it
where white plaster had been applied.

-The third rusted calling vent had areas of
missing textured palnt and the underlying gray
material could be seen around the vent.

-There were strips and piacas of popcom ceiling
hanging down around the edges of the room that
had peeled away from thea csiling.

Civision of Health Service Regulation

STATE FORM

HBER M

T cantlnustion sheat Bof 83




PRINTED: 04120{2017

FORM APPROVED
Diviston of Health Servica Requlation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLLA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO26036 9. WING 0313142047
MNAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2515 BRUNSWIC
NEW BERN HOUSE HAVENE
NEW BERN, NC 28582
431D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D074} Continued From page 6 D 074

-There was an elactrical outlet on the back wall
near the entrance door that had a faceplate
undermeath it that was broken off at the bottom
leaving about ¥ inch hole in the wall.

Interview with & personal care aide on 03/29/17 at
10:27 a.m. revealed:

~3he had worked at the facility for about 20 years.
-She did not come in the chapel often so she had
not noticed the peeling ceillng or the rusted
cailing vents with stained or missing paint.

~She did not know how long it had been that way
or if there were any plans to repair it.

Intervlew with the Maintenance Technician on
03/20M7 at 3:25 p.m. revealad:

-The ceiling In the chapel had been that way
since he started working at the facility about @
months ago.

-He had not been asked to do any repairs to the
chapel and he had not done any yet.

-He would take down the celling vents, sand
them, paint them, and put them back up.

-He was not aware of the broken faceplate cover
on the wall In the chapel.

-The faceplate covered an empty electrical box
with no wires and he would repair it.

~The popcorn ceiling was peeling off in some area
prebably becauss of moisture.

Interview with the Mainlenance Techniclan on
03/29/17 at 3:25 p.m. revealed:

-He had been working af the facility for sbout ©
months,

~The facility's corporation used an electronic
system {o generale work orders.

-The Administrator submitted any needed repairs
into the electronic system to the Maintenance
Technician's boss.

-He would get electronic work ordars from his
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boss.

-He would then decide which work orders to do
first and do the needed rapairs.

-He was not allowed to make any repairs that
were not on work orders.

-Everything had to go through the Administrator
and than into the slactronic work order sysiem in
order to account for their working time.

-He would sometimes do a walk-thru of the facility
to look for needed ropairs,

-He had recently been busy working on leaks,
broken items and catching up on maintenance
rapairs that were outstanding when he started
this job.

Interview with the Administrater on 03/29/17 at
6:30 p.m. revealed:

-She did a walk-thru of the facility every day and it
was her responsibliity to identify any maintenance
issues.

-The Maintenance Technician also did a walk-thru
when he was at the facility once a week.

-The housekeeping staff should report any
environmental issue to her,

-Thelr corperation used an electronic reporting
system fo submit any needed repairs.

-Once submitted, the needed repairs would be
put on & work order and could be done by the
Maintenance Technician.

-The facifity recently had a state construction
survey so they had been working on making
corrections from that survey.

D 150 10A NCAC 13F .0501 Personal Care Training C 150
And Competency

10A NCAC 13F 0501 Personal Care Tralning
And Competency
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(8) An adult care home shall assure that staff
who provide or directly supervise staff who
provide personal care to residents successfully
complete an 8C-hour personal care training and
competency avaluation program established by
the Department. Directly supervise means being
on duty in the facility to overses or direct the
performance of staff duties. Coples of the
80-hour training and competency avaluation
program are avallable at the cost of printing and
maillng by contacting the Division of Facility
Services, Adult Care Licensure Section, 2708
Mail Service Center, Raleigh, NG 27690-2708,
{b) The facllity shall assure that training specified
in Paragraph (&) of this Rule is successfully
completed within six months after hirlng for staff
hired after September 1, 2003. Documentation of
the successful compglation of the 80-hour training
and competency evaluation program shall be
malntained In the facility and available for review,

This Rule Is not met as avidencsd by:

Based on observations, Interviews and record
reviews, the facility failed to ensure 2 of 5 staff
sampled (A and D) who provided personal care to
residents had successfully complated an 80-hour
personal care tralning and competancy evaluation
program. The findings are:

A.Raview of the parsonnel record for Staff A
revealed;

-Staff Awas hired on 12/28/15 as a Medication
Alde (WA),

-There was no documentation of personal care
tralning,

Observation of Staff A on 03/30/17 at 9:37 a.m.
revealed;
-Staff A physically assisted a rasident to sit upin
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bed and physically helped the resident stay In an
Upright position while the resident took his
medications.
-After the resident took his medications, StaffA
physically assisted the resident to lay back down |
on the bed, :
-Staff A held onto tha resident's upper body as he
laid back down and Staff A moved the residert's
legs_ pn!o the bed from a sitting position to a lying Facility has audited personnel
position. records and has identified staff
Interview with Staff A on 03/30/17 at 10:20 am that are lacking the 80 hour
revealed: personal care fraining and
-She had worked at the facllity since 12/2015. competency evaluation program.
-She workad as 8 MA. Training has been scheduled with May 31,201
-She had naver worked at the facility as a an approved RN instructor and staff
Personal Care Alde (PCA). will be required to attend such training,
-She had not completed any personal care Failure to attend training will result in
training. termination of employment.
~She would cceasionally help feed residents or
push them In a whealchalr, Facility wilt hire staff that can
-She twa‘s.not‘fav;'.lare she n;eggd ttlo h:\f: personal demonstrate evidence of having
care training it she was a Medication Aide, completed an approved 80 hour

Refsr to interview with the Business Office
Manager on 03/30/17 at 9:15 am.

Refer to Interview with the Administrator on
03/30/17 at 10:15 am.

B.Review of the personnel record for Staff D
revealed:

-Staff D was hired on 12/22/16 as a Personal
Care Aide (PCA).

-There was no documentation of personal care
training.

Observation on 03/28/17 at 5:05 pm during the
dinner meal service revealed Staff D was sitting
at a table, fesding a resident.

personal care training upoen hire
or within 6 months of employment.

|
Business Office Manager will !

If there are any staff wihout the
required 8Q hour

training and they have surpassed

the 6 month period employment will b
terminated.

conduct quarterly personnel file audits.

o
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Interview with Staif D on 03/20/17 at 4:00 pm
revealed he worked at the facility as a PCA.

Interview with the Business Office Manager on
03/30/47 at 10:00 am revealed;

-Staff D was enrolled now In & personal care
tralning course.

-Staff D was hired as a Parsonal Care Aide and
was in the process of tralning to become a
Medicatlon Aide.

Refer to Interview with the Business Offica
Manager on 03/30/17 at 9:15 am.

Rafer to Interview with the Administrator on
03/30/17 at 10;16 am.

Interview with the Businass Office Manager on
03/30/17 at 8:15 am revealed:

-She was responsible for parsonnel racords.
~She schaduled the necessary trainings for staff.
-She was not aware that Medication Aldes were
required to have personal care training.

~-She thought that because the Madication Aides
dld not perform parsonal care to the residents,
then they did not nead the training,

=She would schedule the persona! care training
for those that needed it.

Interview with the Administrator on 03/30/17 at
10:15 am revealed:

-She had worked at the facility for lass than a
month,

-When she started, she was informed that the
Business Office Manager was responsible for the
staff's personnel records and scheduling
trainings.

-She was not aware that Medication Aides were

D 150
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required to have personal care training.

-She thought that since the Medication Aides did
not parform persanal care, they did not need the
training.

-She did not realize that feading and assistance
with ambulation was considered a persanal care
task.

D 270; 10A NCAC 13F .0901(b) Personal Care and D27p
Supervislon

10A NCAC 137 0801 Personal Care and
Supervision

{b) Staff shall provide suparvision of residents in
accordance with each reaident's assassed needs,
cara plan and current symptoms.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the facility falled to provide supervision
for 1 of & sampled residents (Residant #1) who
was known to be dlsoriented, had been erdered
to waar a Wanderguard, was known to remove
the Wanderguard and had wandered away from
the facility.

The findings are:

Review of Rasident #1's current FL2 dated 2/2/17
revealad:

-Diagnoses included hypertension, tipedema,
Alzheimer's demantia, and lower extramity
edema.

~"Intermittently” was marked under "Disorlentad”.
“Wanderer" was marked under "lnappropriate

Division of Health Servica Regulation
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Behavlor".

-"Ambuiatory” was marked under "Ambulatory
Status”.

~There was a note of “Treatment: Wanderguard
for safaty”.

Review of Resident #1's Resident Register
revealed an admission date of 2/7/14.

Review of an Acclident Report dated 3/8/17 for
Resident #1 revealed:

-The Activity Diractor "reported that the resident
was at the grocery stora”.

-The report had bean completed by the Executive
Director.

-The tima of the incident was 4:00 pm.

-The legal guardian of the resident was notified at
6:29 pm,

Attemptad interviews on 3/29/17, 3/30/17 and
3/31/17 with the Activity Director revealed she
was not available.

Interview with a Medication Aide on 3/30/17 at
10:07 am revealed:

-Medication Aldes usually checkad
Wanderguards during the imes indicated on the
electronic MAR.

-Resident #1 rarely had her Wanderguard on but
as long as she was in tha building, Medication
Aldes made an antry that the Wanderguard was
checked.

-3he had not observed Resident #1 trying to exit
the facility.

-The Medication Aides had been informed by the
previous Executive Director to do this since the
resident had continuously taken her
Wanderguard off.

-She was not aware of whether the Primary
Physician for the residant had besn notified that

A list of identifed wanderers

wha require a transmitter was
developed as an easy reference
guide for the staff,

The listing will be available at the
nurses station and the front desk.
The housekeeping staff and
Department Heads will also

have a copy of the

list. April 30,20

Staff will be inserviced on who
requires additional supervision
and documentation of safety checks.

Safety checks will include verification
that the transmitters are in place
and the device has not expired.

ED and or Care Manager will
conduct a visual check monthly

to verity that the transmitter is

not expired.

If devices are nearing expiration date
they will be replaced.
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the resident had been taking her Wanderguard
off.
-Due to a staff shortage, she had been warking
different shifts so she must have accidantally
entered that she checked the resldents
Wanderguard earliar than she should have.
Interview with the Executive Director on 3/30/17 Door codes will be Cr_‘aHQEd
at 9:52 am revealsd: once a month by maintenance
-She had completed an investigation on 3/10/17 personnel and verified by ED
regarding how Resident #1 had been able to get to prevent cognitive Agril 30, 2011
out of the facility and how long she had been out residents from allowing cognitively
of the facility. impaired residents exit without
-The resident was out of the facility for supervision.
approximately 35 minutes.
l':b'gs’:?:::)girnggg?‘:’;Zﬁnm'de"t In the Staff will be inserviced on importance
~The Activity Director was waved down by a of responding to door alarms quickly.
resident at approximately 3:50 pm. :
-Ancther resident had seen Resident #1 in the Staff will be educated on
parking lot of a shopping center down the street importance of visual checks
from the community and stopped her because at the time they check the door
she knew Resident #1 was not supposed to eave and to ensure identified wanderers
the buiiding. are present and accounted for,
~The Activity Director walked Resldent #1 back to
the facllity and notified the Resident Care
Manager.
-Supervision of Residant #1 had been Increased
to 15 minute checks when she retumed to the Residents that are identified as
facility. wanderers who demonstrate the
~Prior to the resident eloping from the facility, tha ability to push on the door long
resident was checked every 2 hours, the same as enough for it to open or who
the other residents, routinely remove the wanderguard will
_Thiz mfidints V:and?urgu:cﬁ “;:5 ‘;:‘,;?” b be assessed by the ED or
fesicent when she returnad to the facility. Care Manager to determine if a higher
-The staff had assumed that the resident had level of care would be recommended
taken her Wanderguard off. - e
for their safety.
A second interview with the Exacutive Director on
3/30/17 at 10:44 am revealed:
Divisfon of Heallh Service Regulation
STATE FORM e HBER 11 If continuation shest 14 of B3
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-There was only 1 camera in the faciiity that
worked and it displayed the Medication Room.
-She had no way of knowing when Resident #1
laft the facility on 3/8/17.

Observation of the distance from the facility to the
grocary store ravealed it was approximately one
tanth of a mile.

Telephonae interview with Resident #1's legal
raprasentative on 3/30/17 at 9:18 am revealed:
-She had bean notified by facllity staff on 3/8/17
that the resident had been found outskde the
faciity.

-She had not been informad exactly where the
resident was located but had been under the
impression that she was right outside the
property.

-She had not been Informed how iong the
resident had been missing but had gotien the
impression that the resident was located
immediately after she exited the doors.

-She had net been informed that the resident did
not have her Wanderguard on when she left the
building.

-She hed never been Informed that the resident
refused to wear the Wanderguard or had taken it
off.,

-Within a month of the resident being admitted to
the facility, the staff had requested permission to
put a Wanderguard on the resident.

~According to the staff the resident had been axit
seeking and repeatedly threatened to leave the
facility since admission.

Telephone interview with Resident #1's Primary
Care Physiclan on 3/30/17 at 10:12 am revealed:
-He had been made aware that the resident
eloped from the facility on 3/8/17.

-He had not been made aware that the resident

D 270
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had been taking her Wanderguard off or refusing
to wear it

-If he had been made aware of this, he would
have considered changing the level of care for
the resident to a Special Care Unit,

-The Wanderguard was requestad by the facllity
after admission because the residant had bear:
verbally threatening to leave and exit seeking.

Review of Resident #1's Nurse's Notes revealed
there were no entrios betwean 2/2/17 and 3/9/17.

Based on obsarvations, Interview and record
review, Resident #1 was not interviswable.

Observation of Resident #1's room on 3129117 at
11:02 am revealed:

-The room was the farthest room from the
medication room,

~The room was located baslde an exit door that
exited into an unsecured part of the facility
property.

-The exit door was focked, atarmed when pushed
and had a 15 second delayed release.

Observation during the initial tour of survey on
03/29/17 at 10:30 am ravealed:

-The exit door beside Resident #1's raom was
pushed open,

-After 15 seconds of holding the door handle, the
door opaned and an alarm sounded.

~The door opened into &n enclosed area,
-There was another unlocked door that went to
the back of the facility.

~The back of the facllity was not enclosed and
would allow access to the road in front of the
facility,

-The road in front of the facility was a two lang
raagd.

-At 1044 am, a laundry staff responded to the

In determining the best room focation
for a resident, the facility will take into
consideration the resident's

wandering status Ap
and will attempt to offer a room lacation
that is closer to the nurses station.

130, 2017
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alarm, punched In a code and the alamm stopped
sounding.

-The staff want through both the doors to the
outside and then turned around and came back
Inslde.

Interview with the laundry staff on 03/20/17 at
11:45 am revealed:

-He worked in the laundry department.

-He happened {o hear the alarm and came down
to deactivate it.

-He did not see anyone outside.

-He was not sure how long the alarm had been
sounding.

Gbservation on 03/29/17 at 3:51 pm reveated:
-There was a shift change and the staff were
different.

-The exit deor beside Resident #1's room was
pushed open.at 3:61 pm.

-After 15 seconds of hoiding the door handls, the
door opened and an alarm sounded.

-Al 3.54 pm, another resident came out of his
room, typed in a code on the key pad hy the
alarming doer and the alarm stopped sounding.
-The Administrator was walking down the hall
when the resident deactivated the alarm.

-The staff did not go in Resldent #1's room.

Interview on 03/29/17 at 4:00 pm with the resident
that deactivated the alarm revealad:

-He had lved at the facility for “a lcng time".

-He had a job and worked during the day outside
of the facility.

-He usually worked Monday - Friday and was
gona from the facility until about 3:00 pm.

~He was given the door code by a staff person "a
long time ago”.

-He usad the code to go out of that door.

-t was quicker to go out of that door 1o get to the

D2ro
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other side of the building.

-He was in his room and heard tha alarm
sounding so he punchad in the cods to tum It off,
-He had deactivated the alarm before.

-He did not tell anyone when he deactivated the
atarm.

Confidential interview with staft revealed:

-There was a resident that had the doer code.
-That resident had the door code when they
started working at the facility.

-The staff were nct aware of a policy that required
them te do a residant check when the door alarm
was aclivated,

~The doer alarms went off a lot bacauss they did
not work properly.

~The alarms would sound [f the wing was blowing
hard,

Interview with the Exacutive Director on 3/30/17
at .25 am revealed;

-She had chacked the electronic MAR {o verlfy
the times that the Medication Aides chacked
Resident #1's Wanderguard on 3/8/17.

-There was an eniry at 5:30 am for the 12:00 am
to 6:52 am shift,

~There was an entry at 5:30 am for the 6:00 am lo
2:69 pm shift

~There was an early entry at 12:40 pm for the
3:00 pm fo 10:59 pm shift.

-She had not been aware that the Medication
Aldes were not checking Wanderguards as
orderad.

-She had not been aware that the elactranic MAR
system allowed Medication Aldes to make entries
prior fo 1 hour before the order was scheduled.

Observation of Resident #1 on 3/30/17 at 10:42
am revealed the resident was sitting in the front
lobby and was wearing a Wanderguard around

D270

The Missing Resident Policy and
the ldentification and
Supervision of Confused and Wandering
Resident Policy

has been reviewed with
staff, posted in

Break Room

and will be included

in New Hire Orientation. April 30, 201

y
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her ankle.

Interview with the Executive Directer on 3/31/17
at 9:30 am ravealed:

-She was not aware why Resldant #1 had an
order for a Wanderguard.

-She had besn at the facllity approximately a
month and had not gotten to know the residents
o their history yet.

-There was no system in place to ensure
Wanderguards and thelr batteries were operating
properiy.

-The facllity had no Wanderguard paolicy In place.

Interview with the Clinical Support Specialist on
313117 at 11:05 am revealed:

-The number code to the exit doors had been
changed on 3/31/17.

~She was not aware why a resident with a
Wanderguard would be moved into a room
beside an exit door in the very back of the
building.

The fallure of the facility to provide supervision in
accordance with Resident #1's assessed needs,
care plan and history of wandering behavior
resulted In neglect and substantial risk of serious
injury to Resident #1 dua to the fact that Resident
#1 wandered away from the facility and was
discovered one tenth of a mile from the facility by
another orianted resident. This non-compliance
constitutes a Type A2 Violation for neglect.

Review of the Plan of Protection provided by the
facility on 03/3117 revealed:

-Immediately, a fist of [dentified wanders who
required a transmitter would be developed and
avallable In the nurse's station.

-The Executive Birector (ED) with support of the

D270
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Clinical Support Staff would In-service staff on
which rasident's required additional supervision
and documentation on safety checks.

-Safety chacks would include verification that the
transmitters are in place and not expired; expiring
devices would be replaced before the expiration
date,

-Expiration dates would be tracked by the ED.
-Doar codes would be changed immediately to
prevent cognitive residents form allowing
cognitively Impaired residents to exit withou!
supervision.

-Staff would be in-serviced on importance of
responding to doar alarms quickly and on visual
check at the time they check the door ta ensure
identified wanderers are present and accounted
far.

-The ED and the Residant Care Manager would
assess residents to [dentify any safety and
supervision needs to ensure they are addressad,
-Each shift the Medication Aides would complsete
a count of all resldent with wanderguards,

~The ED would conducted training with support of
the Glinical Support Staff to all staff on the correct
procedure for ensuring residents are in the
communlty and steps to take if any are to be
identlfied as missing.

CORRECTION DATE FOR THE A2 VIOLATION
SHALL NOT EXCEED APRIL 30, 2017.

D273 10ANCAC 13F .0902(b) Health Care D273

T0A NCAC 13F ,0902 Health Care

(b) The facility shall assure referral and follow-up
te maet the routine and acute health care needs
of residents.
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Baged on abservetions, interviews, and racerd
reviews, the faciiity falled to obtain healthcare for
3 of 5 sampled residents (#2, #4, #5) regarding
one resident with sacond degree burns for 3 days
{Rasident #2), one resident who did not receive
Foley catheter care for 2 months and was
diagnosed with & urlnary tract infection (Resident
#5), and one resident who missed doses of heart
{ blood pressure medications after a
hospitalization and was readmitted to the hospital
8 days later with symptoms of chest pain and
heart failure (Resldent #4),

The findings are:

1. Review of Resident #4's current FL-2 dated
03/22/17 revealed a diaghoses of coronary arery
disease.

Review of a hospital discharge report for
Resident #4 dated D3/15/17 revealed;

-The resident was admitted on 03/08/17 with
complalnts of chest pain and leg pein, and
weakness.

-The resident's blood pressure on admission to
smargency room was 219/87.

-The resident was |ast hospitalized on 02/02/17
and had a stress test that was negative for
ischemia or Infarct.

-The resident had a history of coronary heart
disease with bypass grafting and stent
placement, chronic heart failure, hypertension,
and chronic kidney disease.

-The resident's discharge diagnoses included
caronary artery disease of autologous bypass
graft, chronic combined systolic and dlastolic

0273
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congestive heart failure; acute kidney injury
superimposed on chronic kidney disease, chest
pain, and uncontrolled hypertension.

-The resident was discharged on 03/15/17,
-There was a naw medication order for Plavix
75mg dally. (Plavix is used to prevent blood
clots.)

-There was a new medication order for
Hydralazine 50mg every 8 hours. {Hydralazine is
used to freat high blood pressure and heart
Failure.)

-There was a new medication order for Bystolic
10mg twice daily. (Bystelic is used to treat high
bleod pressure.)

~There was a new medication order far Nifedipine
ER 30mg 3 tablets dally. (Nifedipine ER is used
ta treat high bleod pressure and chest pain.)

Review of a nurges' note for Resident #4 dated
Q316117 revealed:

-Staff faxed discharge orders with new FL-2 to
the facility's primary pharmacy.

-Staff faxed allergy Infoermation to the primary
pharmacy in order to releasa new medications.

Review of a nurses* note for Resident #4 datad
0315/17 revealed staff faxed a copy of FL-2 to
the primary pharmacy that was in the resident's
hospital folder due to some medications wara still
not showing on the electronic MAR.

Review of a nurses’ note for Resident #4 dated
03/17/17 revealed:;

-Staff called the primary phamacy to reorder
medicalions for the resident but the pharmacy
indicated thelr records showed the resident used
another pharmacy,

-The resldant had been using the primary
pharmacy but the resident's face sheet had to be
changed to the primary pharmacy and it was
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faxed to them.

Review of a form faxed to the primary pharmacy
dated 03/17/17 revealed staff noted the fax would
serve as written proof for Resident #4's
madications to be filled by the primary pharmacy.

Review of Resident #4's March 2017 medication
administration record (MAR) revealed:

-There was an entry for Bystolic 10mg 1 tablet
twice daily with an original order date of 03/15/17.
-Bystollc was not documented as administered
from 03/16/17 - 03/20/17 due to "awaiting
pharmacy delivery”. )

-There was an entry for Plavix 75mg 1 tablet dally
with an original order date of 03/15/17.

<Plavix was not documented as administered
from 03/15/17 - 03/16/17 {no reason) and on
03/17/17 and 03/20/17 due to "awalting pharmacy
delivery".

~Thers was an entry for Hydralazine 50mg 1
tablet every 8 hours with an original order date of
031517

-Hydralazine was not documented as
administerad from 03/16/17 - 03/20/17 due to
"awaiting pharmacy delivery".

-There was an eniry for Nifedipine ER 30mg 3
tablets (90mg) daily with an original order date of
03/1517.

-Nifedipine ER was not documented as
adminigtered from 03/15/17 - 03/16/17 {no
reason) and on 03/17/47 and 03/20/17 due fo
"awalting pharmacy delivery",

Review of nurses' notes for Resident #4 dated
031817 - 03/21/17 revealed:

-Thera was no documentation the primary
pharmacy was contacted again abotll obtaining
madications for the resldent.

-Thare was no documentation that Resident #4's

A review of resident’s pharmacy
preference completed, Face sheets
updated to reflect correct pharmacy
and a list of residents that use another
pharmacy other than the main facility
pharmacy has been posted

for staff reference in med room.

ED and or Care Manager will run
daily reports and will follow up on

any medications not delivered by
pharmacy. Documentation of attempts
to obtain medications will be
documented.

April 30, 20017
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primary care provider (PCP) or cardiologist ware
notified the resident was not recaiving the new
heart / blood pressure medications prescribed
when the resident was dischargsd from the
haspital on 03/15/17.

Telephone Interview with a phammacist frem the
facility's primary pharmacy on 03/30/17 at 10:07
a.m, revealed;

-8ha thought when they first got Resident #4's
information in December 2016, they supplied
some medications for her but someonse at the
facility told the pharmacy that the resident got her
medications from a local pharmacy.

-Somecne from the facility contacted them last
wask (the week of 03/20/17) to get medications
for Resldent #4,

Review of primary pharmacy dispensing records
for Resident #4 dated 12130116 - 03/30/17
revealed Plavix, Hydralazine, Bystalic, and
Nifedipine were all dispensed on 03/20/17 with
eriginal erder dates of 03/16/17.

Interview with a medication aide on 03/31/17 at
1:1C p.m. revealed:

-Resident #4 had always used the facility's
primary pharmacy,

-The facility faxed a faca sheet to the pharmacy
for Resident #4 to use the primary phammacy.
-She was not sure whan the face sheet was
faxed.

-She was not sure why there was a delay In
getiing the medications after that.

-She did not know if Resident #4's physician was
aware of the missed doses of medications.

Interview with the Administrator on 03/34/17 at
12:35 p.m. revealed:
~The facility sent all orders for Resident #4 from

Med Aides and or Care Manager
a medication are missed. Documentatign

of notification will be kept in the
resident's chart.

Apri

will notify the resident's PCP if 3 consedutive dose

30,2017
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the hospitalization ending 03/15/17 to the primary
pharmacy.

-The primary phamacy indicated that Resident
#4 was not one of thelr patients.

-The facility faxed documentation of a face shest
indicating Resident #4 used the primary
pharmacy.

-She did not know whan they faxed the
information to the pharmacy and she couid not
find any documentation in her notes.

-She was not aware there was a delay in getting
the medications after the form was faxed to the
pharmacy.

-The medication aides were supposed fo let the
Administrator, Resldent Care Coordinator (RCC),
or the nurse know if medications did not coma in
from the pharmacy.

-5She did not know if Resident #4's PCP or
cardiclogist were aware of the missed doses of
medications.

Interview with the facility's Licensed Health
Professional Support (LHPS) nurse on 03/31/17
at 12:56 p.m. revealad:

-She faxed the orders from Resident #4's
hospitalization ending 03/15/17 to the primary
pharmacy on 03/15/17.

-Staff had not reported to the nurse that they had
not been unable to get medications for Resident
#4 after her hospitalization ending 03/18/17.
-She was not aware the resident had missed the
doses of medications.

interviews with Resident #4 on 03/30/17 at 4:50
p.m. and 03/3117 at 8:40 a.m. revealed:

-She had baen hospltalized at loast twice recently
for congestive heart failure.

-She had heart touble since 1993 and she had
congestive heart failure.

-She did not know If she was getting madications

Med Aides have been educated
regarding the use of the back up
pharmacy during weekends and when @
medication is not delivered
within 24 hours of the order.
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ke sha was supposed to,

-She had missed some medications for 2 or 3
days because they did not come in from the
pharmacy.

-Sha could not recall when this happened of
which medications,

-Her blood pressure sometimes ran high.
-The facility staff ardered her medicattons from
the facliity's primary pharmacy.

-She did not get medications from any other
pharmacy.

Review of a nurses' note for Resident #4 dated
03/2117 revealed the resident was sent out for
chest pain.

Review of a hospital dischargs repart for
Resident #4 dated 03/22/17 revealed:

_The resident was admitted and released less
than two weseks ago for similar symptoms,

-The resident was admitted on 03/21/17 with
severe midsternal chest pressure and shoriness
of breath.

~Ths chest prassura radiated to her back, left jaw,
left arm, and was accompanied by nausea.

-The resldent’s blocd pressure was 178/81,

-Tha resident's blocd pressure was “likely driving
the congestive heart failure exacerbation”.

-The resident's blood pressure seemed "poorly
contralled” desplte belng on several medications.
-The resident's discharge diagnoses Included
chest pain, non-cardiac; acute on chronic
combined systolic and diastolic heart fafiure, mild;
and chronic renal disease, stage 4.

-The resident was discharged on 03/22/17.
-There was a lisf of medications for the resident
to continue taking with no changes.

-The list included Plavix 75mg daily, Hydralazine
£0mg every 8 hours, Bystolic 10mg twice dally,
and Nifedipine ER 30mg 3 tablets daily.
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Interviaw with the facility's corporate Clinical
Support Specialist on 03/31A17 at 12:25 p.m.
revealed:

-She was not aware Resident #4's new
medications ordered when she was discharged
from the hospital on (¢3/15/17 were unavallable
and not started prior to the re-hospitalization on
03/21117.

-The Resident Care Coordinator (RCC) was also
supposed to help review orders and MARs fo
make sure medications orders were
implemented.

-The facility had been shor staffed and the RCC
was currently working as a medication aids on
night shift for about 2 months.

-The RCC had not been able to perfarm routine
monitoring tasks during this time since she was
working as a medication aide.

Telsphone interview with a nurse at the PCP’s
office for Resident #4 on 03/31/17 at 1:25 p.m.
revealed:

-They were aware Resident #4 had some recent
hospitalizations.

-The rasident missing the heart madications
coutd have contributed to the resident being
re-hospitalized on 03/21/17.

-They had not been notified of Residant #4
missing the dosss of medicatians prior to being
hospitalized on 03/21/17.

Telephone interview with a nursse at the
cardiclogist's office for Resident #4 on 03/3117
at 2:35 p.m. revealed:

-The cardiclogist was with a patient and
unavallable to come to the phene.

-They were not aware Resident #4 had missed
dosages of heart medications and Plavix betwaen
her most recent hospitalizations in March 2017.

are available and not expired
will be completed weekly by

follow up on findings.

Care Manager and or ED will verify that
medications have been delivered as
part of the Bucket System pracess as
new orders are being approved on the
electronic medical record system.

Cart Audits to ensure all medications

Med Aides and/or Care Manager.
ED will monitor compliance and direct

April 30,2017
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-She discussed the missed doses with the PCP
and tha PCP stated the missed doses of heart
medications could have centributed to Rasident
#4's symptoms and re-hospitalization.

-The PGP was especially concerned about the
resident misslng doses of Bystelic because it
helps control heart rate and medications in that
class of drugs should not be stopped abrupty.
-The residant was taking Bisoprolol prior to the
order for Bystolic. (Bisoprolol and Bystolic are
both beta blockers and abrupt cessation of beta
blockers may cause an acute sxacerbation of
cardiac disease.)

-The PCP was also concemed that missing
doses of Plavix could cause one of the resident's
cardiac stents to clot.

2. Review of the current FL2 for Resident #5
dated 1/21/17 revealed:

Diagnoses inchuded urinary tract infection with
carbapenem resistant organisms, diabeles,
dementia, autonomic dysfunction, neurogenic
bladder, interstitial lung disease, chronic kidney
diseasoe stage 2 to 3, chronic anemis,
gastroesophageal raflux dissase and malignant
hypertension,

FIntermittenily” was marked under "Disoriented”,
-There was no notation that Resident #5 had a
foley catheter.

Review of Resident #5's Resldent Register
revealed an admisslon date of 8/17/16.

Raview of Home Health Comprehansive Adult
Assessment dated 8/21/16 ravealed:

.The assessment was ¢ompleted by a Registered
Nurse.

.The assessment was nhot signed by a Primary
Care Provider.

-The plan of care included a folay catheter.
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-The foley cathetar was to be changed every
month.

MUnderstands only basic conversations or
simple, direct phrases" was marked under
*Understanding of Verbal Content”,

~"Has severs difficulty expressing basic |deas or
needs and requires maximal agsistance or
guessing by listener” was marked under "Speech
and Oral Exprassion of Language".

Review of Resident #5's Care Notes revealed:
-There was an entry dated 11/22/16 by home
health “catheter change”.

-There was an entry dated 12/6/16 by the
Resident Cars Manger "spoke with homa health
nurse and she will be here sometime tonight to
see resident for funny colored uring.”

-~Thera was an enkry dated 12/6/16 by home
health "assessment of catheter and urine drained
from bag."

-There was an entry dated 12/7/16by a
Medication Aide "called home health to report the
resident has bleod in his catheter tubing."
-There was an entry dated 12/7/16 by home
health "assess blood from Foley catheter but no
blood observed.”

-There was an entry dated 12/26/16 by home
health "vislt due to leaking catheter which was
changed with no issues.”

-The last documented catheter change was
12/26/186.

Review of Resident #5's Referral Form dated
1/23/17 revealed:

-A referral for hospice services was completed by
the Primary Physician due to decline in overall
health,

-Hospice opened a case to evaluate the resident
on 1/24/17 and denfed admission,
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Review of Resident #5's home heslth records
revealed:

-The resident was being discharged from heme
health on 1/24/17.

-Resident #5 was referred to hospice service and
coufd not receive home health and hospice at the
same time.

Raview of Resident #5's record revealed;

-There was no documentation of an order, or
clarification for an order for the folay catheter.
-There was no documentation of home health
after 1/24/17, when it was discontinued to
hospice services.

-There was no documentation of hospice services
other than an Initial evaluation which denied
admission,

-Thare was no documentation of the cathster
being changed from 12/26/16 until 3/6/17.

-The 12/26/1€ catheter change was performed by
Home Health hecause the catheter was leaking.
-The 3/6/17 catheter was replaced by the
emergency room because Residant #5 had a fall
that pulled out his catheter,

Review of Resident #5's Clinical Discharge
Instructions from the local hospital dated 3/24/17
revealed:

-The resldent went to the emergency room.
~The reason for the visit was documented as an
acute urinary tract infaction.

-The resident was discharged with a prescription
for an antibiotic.

Obsearvation on 3/29/17 at 5:60 pm reveaied:
~Resident #5 was in his room, In bed.

-There was a urine drainage bag, with a catheter,
coming from Resident #5,

-Tha bag was filled with pink urine.

with catheters.

request
nursing follow up.

| As referrals for additional

heaithcare needs are received
by the medication room the

RCM/ED will follow up on
referrals to ensure start of care.

Agencies will be notified of

in care note sectian.

The facility will no longer admit residents

If an established resident develops the
need for a catheter the facility will
immediately contact home health and

medication aides will fax the appropriate
healthcare or supporting agency.

need to document care provided

Apri| 30, 2017
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Interview with the 2nd shift Medication Aide on
3/29M17 at 5:.40 pm revealed:

-Resident #5 was on an antibiotic for the blood in
his urine.

-The bload in his urine started yesterday, 3/28/17.
-She Primary Care Provider was not nolified
because tha resident was already on an
anfibiotic.

Interview wilh the same 2nd shift Medlcation Aide
on 3/29/17 at 6:25 pm revealed:

-She had observed blood in Resident #5's urine
approximately 30 minutes ago and had notified
the Administrator.

~The Administrator had instructed her to
immediately ¢all 911,

-The residant had not had bloed in his urine until
today.

-She had observed the residents' physical heaith
deterlorating the past month leaving the resident
no lenger able to do anything for himself,

-She was unsure of why Residant #5's health had
deteriorated.

Chservation on 3/29/17 at 6:25 pm revealed
Emergency Managemant Services leaving the
facility with Residant #5,

Review of Resident #5's Clinical Discharge
Instructions from the local hospital dated 3/28/17
revealad:

-The reason for the visit was hematuria and
urinary tract infection.

Tolephone interview with Resident #5's primary
physician on 3/30/17 at 10:35 am revealed:
-The resident had baan admitted to the facility
with a Foley catheter,

-The Foley catheter required routine daily

-Resident #5 was prescribed a different antibiotic.
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cleaning and emplying and should be changed
monthly.

-A home health agency had been changing ths
catheter monthly until January 2017,

-He was told by facility staff on 3/28/17 that home
heatth had not been to the facility since January
2017 {unknown date) and hospice had denied
servicas to the resident.

Interview with the Executive Director on 3/30/17
at 4:30 pm revealed:

-She was not aware that Resident #5 was denied
hosplce services.

-The Residant Cara Manager should have
notified the physician and homs health that
hospice services were denied.

-The Resident Care Manager was working as a
Medication Aide due to a shortage of staff,

3. Raview of the current FL2 for Resident #2
dated 11/8/16 revealed:

-Diagnoses included hypartension, carpet tunngl,
chronic pain, consfipation, dementia,
degenerativa joint digease, gastroesophageal
rafiux disease and hallucinations.
Mntarmittently” was circled under "Disoriented".
~Total Carg" was clrcled under "Personal Care
Assistance.”

Review of Resident #2's Resident Register
revealad an admission date of 11/10/16.

Review of Resident #2's current Care Plan dated
14719416 revealed:

~"Nan-ambulatory" was checked under
ambulation.

~Limited strength” was chacked under upper
axtramities.

~"Daily incontinence" was checked under bladder.
~'Sometimes disoriented” was checked under
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orlentation.

"Forgetful - needs reminders” was checked
under memory.

-An entry of "Extensive" was under bathing,
dressing, mobility, tolleting and eating,

Intarview with the LHPS nurse on 3/30/17 at 2:14
pm reveated:

-The LHPS nurse had asssssed Resldent #2 on
3/3M7 as part of her quarterly LHPS assessment
and saw no slgn of skin issuss.

-She had been asxed by a Medication Alde on
3/6/17 to assass the resldent regarding blisters
on her neck and right shoutder as her primary
physiclan was not scheduled to visit her until
37117,

-After she had assessed the resident, she
informed the Executive Directer that the resident
needed to be evaluated at the hospital.

Interview with the Clinical Support Specialist on
3130717 at 2:22 pm revealed:

-The LHPS nurse had assessed Resident #2 on
3/3/17 and saw no sign of skin lssues.

-On 314117, she had received a telephene call
from & Medication Alde who informed her that the
resldent had skin braakdown.

-3he instructed the Medicatlon Alde to fax the
primary physician and to begin two hour checks
for the resident.

-The LHPS nurse assessed the resident on
3617 and recommended that the resident be
avaluated at the local hospltal.

-The resident was transported to the local
hospltal by Emergency Medical Services.

Review of Care Notes dated 3/6/17 revealad
Resident #2 "was sent out to the hospital to be
chacked for possible shingles."

thorough, detailed reporting of
any resident change or illness,
to include skin issues,

Staff received education on complete,

Training provided by the LHPS RN.

Adril 30, 2017
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Review of local hospital discharge Information
dated 3/6/17 revealsd:

-Residant #2 arrived at the hospital on 3/6/17 at
approximately 11:00 am.

-The resident "presented to the hospital with
complaints of pain and right shoulder blister-ke
wounds with unknown contact or exposure.”

-An initia! assessmsnt ravealed the "skin was dry
and very thin with blisters noted on the neck and
shoulder.”

-Upon a "focused exam the skin on the right
shoulder upper arm has a blister wound with
blister roof sloughing."

<The resident had “a second degree superficial
burn to the right shoulder with skin sioughing and
multiple blisters intact."

Observation of Resident #2 on 3/6/17 at 5:50 pm
revealed there was an area of approximately 1
inch of blisters of various sizes on the neck and
right shoulder of the resident and an area of
approximately 1 inch where the blisters had burst.

Interview with a Personal Care Aide (PCA) on
3/617 at 5:55 pm ravealed:

-She was not surprised that the resident had
gotten burned from the heater.

-5ha had notified the Medication Aide on 3/4/17
that Resident #2 had something wrong with her
skin.

-The family of Resident #2 complained during
every facility vislt that the resident was cold.
-She had assisted with pushing the baed against
the heater shortly after the resident was admitted
to the facility due to complaints received that the
resident had been cold.

~The resident had routinely maoved herseif in the
bed untll she was lying on the heater,

~Tha PCA's moved the resident off the heater so
she would not get burned every night by sliding

o273

Staff received education regarding
placement of furniture to avoid safety
hazards,

April 30,(2017
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the sheets.

-The family of the resident had asked for the heat
to be left on high at all times,

-Tha bed was moved away from the heater on
3/6/17 when the resident returned from the
hospital with a diagnosis of second degree burns.

Interview with a Medication Alde on 3/30/17 at
2:35 pm revealed:

-A PCA had informed her on 3/4/17 that there was
somathing wrong with the skin on Resident #2°s
necx and right shoulder,

-She had assessed the skin and ohserved the
area to be red and blistered.

-She had thought that the residant lying on her
pillows with her plliows on the heatsr might have
caused the skin to blister,

~She had called the Clinical Support Specialist
and informed her that the rasident had either skin
breakdown or burns.

-She was instructed by the Clinlcal Support
Specialist to fax the primary physician to notify
him of the skin issue, make a care note of her
observations. and to make sure the resident was
checked and turned hourly.

-She had observed the skin again on 3/6/17 whan
a differeni Perscnal Care Alde asked her to
assess the resldent.

-She had observed the skin to be the same as
the previous day other than some of the blisters
had burst,

-She had not notified anyone of the burst blistars
on 3f5/17 bacause she had previously nofified the
Clinical Support Specialist on 3/4/17.

-She had seen the family in the facility on 3/4/17
but had not talked to thern about the resident
because she had not wanted to upset them.

A second interview with the same Medication Aide
on 3/30/17 at 3:49 pm revsaled:
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-3he had thought ahout it and nesded to make
corrections to her previous interview.

-When she called the Clinical Support Specialist
on 3/4/17 she had not menticned anything about
a burn but had said that Resident #2 had skin
breakdown,

-She had never seen skin braakdown and was
not famikar with how it looked.

-She had not described the skin to the Clinical
Support Spacialist.

Based on observations, interdews, and record
review, Resident #2 was not interviewable,

Telephene interview with Resident #2's legal
representative on 3/6/17 at 4:00 pm revealed:
-He had visited the rasident on 3/4/17 and
ohserved an area of appreximately 2 inches of
blisters on her neck and rght shoulder,

-The resldent had not verbally complained of pain
but winced when the area was touched.

-He asked a PCA what had happsned and she
replled that she did not know whether the blisters
were skin iears or a bum but she would report
this to the Medication Aids,

-The PCA informed him that for the past week the
rasident had baen found numerous times lying on
the heater.

-The resident was avaluated at the focal hospital
on 3/6/17 and was diagnesed with second degree
burns.

~0On 3/6/17, the Licensed Health Professional
Support (LHPS8) nurse informed him that she had
assossed the resident on 3/3/17 and the blisters
wers not present and must have occurred
overnight,

Interview with the Executive Director on 3/14/17
at 2:45 pm revealed:
-She had initiated an Investigation as to how
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Resident #2 recelved burns on 3/6/17 and
completed the investigation on 3/14/17.

-She learned that the resldent had been lying on
her piflows with the pillows lying on the heat unit.
~The staff had repositionad the resident
numerous times and the resident had resumead
her pravious position,

-She determined that the burns were a result of
the rasident lying on her pillows over the heat
unit.

~The bad was moved away from the heat unit
when the resident returnad from the local hospiltal
with a dlagnosls of secend degroe burns on
36M7.

Record review on 3/30M7 revealed:

~There was confirmation of a fax sent to Residant
#2's primary physiclan on 3/4/17 wilh a request
for him to assess skin breakdown In sevaral
spots.

-There was a return fax from the ptimary
physician on 3/7/17 indicating that he had the
resident on the schedule to see later In the day,

Telephone Interview with Resident #2's primary
care physician on 3/14/17 at 9:05 am revealed:
-He had nat been informed skin issues were
discovered on 3/4/17 until 3/7/17.

-His expactation would have been for the resident
to be sent out immediately wher the blisters were
observed.

The facility's fallure to assure appropriate health
care referra) and follow up for 3 of 5 sampled
residents resulted In Resident #2's sacond
degree bums without physician notification for 3
days after being discovered; Resident #5 who
had no foley catheter care for 2 months which
resuited in an emergency room visit with a
dlagnosis of acute urinary tract Infection; and

D273

Staff will receive education regarding
skin issues, what constitutes breakdown
vs. other skin concerns.

Proper reporting steps and
actions to take when injuries occur,

Training conducted by the LHPS RN in
coordination with the ED

April B0, 2017
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Resident #4's PCP and cardiologist wera not
notified of the residant missing dases of 4 new
heart / bloed pressure medications from 03/15/17
- 03/20/17, resulting In the resident being
readmitted to the hospital on 03/21/17 with
savere chest pain and shortness of breath and
belng dlagnosed with acute on chronic congestive
heart failure. The facility's failure to provide
adequata health care referral and follow up for
three residents resulted in sericus neglect and
substantial risk of physical harm which constitutes
a Type A2 Violstion.

Review of the Plan of Protection provided by the

facility on 03/31/17 revealed:

-The facility would immediately contact residents
Primary Cara Provider (PCP) to request an order
for home health for cathaeter care and the contact
and request would be dosumented and filad in
the residente’ chart,

-Staff would be educated by the Registered Nurse
in coordination with the Executive Diractor (EDY,
Resldent Care Manager (RCM) and Clinical
Support Staff on complete, thorough, datailed
reporting of any resident change or liness to
include skin tssues,

-A chart review would be conducted to ensure
health care referral and follow up needs are being
met internafly or by a supperting agency. Any
discrepancles would be referred to the PCP far
review and follow up orders.

-The ED and RCM would coordinate with the
Registered Nurse to ensurs any health care
needs that require a licensed health professional
would be referred oul to supporting agencies.
Cocumentation would be fled in the chart.

-Any rasident admitted or a new order for a
catheter would be Inmediately referred to Home
Haalth,

-All referrals for additional healthcare needs

STATE FORM
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wouid be recelved by the medication room and Care m_ana%er In coordination with ED
the Medlation Aides would fax to the appropriate will audit 10% of the charts each month
healthcara or supporting agency. for 3 months and 5% thereafter.
-The ED/RCM would follow up on referrals to ) '
ensure start of care. Audit focus will be:
-Agencies would be notified to document cars
provided in the care note section. Health care referral and follow up.
-The ED/RCM and Clinical Support Staff would Proper follow up after re-admission from
follow up on orders received, hospital.

Proper notification to PCP of any acute
or developing health care concerns.
Medication orders vs. current MAR.

CORRECTION DATE FOR THE A2 VIGLATION
SHALL NOT EXCEED APRIL 30, 2017.

D 338 10A NCAC 13F .0009 Resident Rights D 338 April 30,2017
10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration ¢f Residents' Rights, are maintained
and may be exercised without hindrange.

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

Based on observations, interviews, and recard
reviews, the facility fatled to protect 1 of 5
sampled residents (Residant #2) from neglect
which resulted in second degree burns on the
neck and shoulder because staff pushed the
resldents' bed agaisnt the heater and aflowed the
resident to lis on the haater,

The findings are;
Review of the cument FL2 for Resident #2 dated

11/8/18 ravealed;
-Diagnoses included hypertansion, carpal unnel,
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STATE FORM s HBER 1 If continuaten sheot 39 of 83




PRINTED: 04/20/2017

FORM APPROVED
Divisicn of Health Service Regulation
STATEMENT OF DEFICIENGIES {1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING: COMPLETED
HALD26036 B.IMNG 0313172017
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2015 BRUNSWICK AVEN
NEW BERN HOUSE VE
NEW BERN, NC 28562
o4 o SUMMARY STATEMENT OF DEFICIENCIES io PROVIDER'S PLAN OF CORRECTION ®s)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATC RATE

DEFICIENCY)

D 338| Confinued From page 39 0338

chronic pain, constipation, dementia,
degenerative joint disease, gastroesophageal
reflux disease and hallucinations.
“Intermittently” was dirclad under "Disorientad”.
-'Total Care" was circled under "Personal Care
Assisfance.”

-"Normal was circlad undar *Skin".

Review of Resident #2's Resident Register
revealed an adrnission date of 11/10/18.

Review of Resident #2's current Care Plan dated

11/19/16 revealed:

“'Non-ambulatory” was checked under

ambulation,

-"Limited strength" was checked under upper A Safety Check Monthly walk-thru
extramities. of the building by the

"Daily incontinence” was checked under bladder. ED and or Department Heads will be
“Sometimes disoriented” was checked under conducted as part of the Safety
orlentation. Committee Meeting. Staff wiil be
-"Forgetful - needs reminders" was checked looking for and

under memory. correcting any hazards that

-An entry of "Extensive” was under bathing, might affect the health and safety
dressing, mobility, tolleting and eating. of residents.

Work orders will be
entered into the
maintenance computer system to repair
any items that facility staff can't
correct immediately.

Observation of Resident #2 on 3/6/17 at 5:50 pm
revealed thare was an area of approximately 1
inch of blisters of various sizes on the neck and
right shoulder of the resident and an area of
approximately 1 inch where the blisters had burst.

Review of Care Notes dated 3/6/17 revealed
Resident #2 "was sent out to the hospital to be
checked for possible shingles.”

Aprf 30, 2017
Observation of Resident #2 on 3/29/17 at 1¢:00
am revealed:
-Sha was in the lobby. in a wheslchair, slouched
over,
-Her right arm was bent at the elbow and wrist
Division of Health Service Regulation
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and was against har chast.
-She propsled the whesichalr using her left foot
only.

Based on observations, interviews and record
review Resident #2 was not intarviewabls.

Interview with the Clinical Support Specialist on
3T at 2:22 pm revealed;

-The Licensed Heafth Professional Support
{LHPS) nurse had assessed Resident #2 on
313117 as part of her quarterly LHPS assessment
and saw no sign of skin issues.

-On 3/4/17, she had received a telephane call
from a Medication Aide who informed her that the
rasldent had skin breakdown.

-She instructad the Medication Aide to fax the
primary physician and to begin iwo hour checks
on the resident,

-The LHPS nurse assessed the resident on
3/6/17 and recommended that the resident be
evaluated at the loca! hospital,

-The resident was fransported to the local
hospital by Emergancy Medical Services.

Interview with the LHPS nurse on 3/30/17 at 2:14
pm revealed:

-Bhe had assessed Resident #2 on 3/3/17 and
saw no sign of skin issues,

-5he had besn ssked by a Madicalion Aide on
3/8/17 to assess the resident regarding blisters
on her neck and right shouldsr as her primary
physician was not scheduled to visit her until
7.

-After she had assessed the resident, she
informed the Executive Director that the resident
needed to be evaluated at the hospital.

Review of local hospital discharge information
dated 3/6/17 revealed:
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-Resldent #2 arrived at the hospital on 3/6/17 at
approximately 11:00 am.

-The resident "presented to the hospital with
complaints of pain and right shoulder blister-lks
wounds with unknown contact or exposure,”

-An initial assessment revealed the "skin was dry
and very thin with blisters noted en the nack and
shouider.”

-Upon a "focused exam the skin on the right
shoulder upper arm has a blister wound with
blister roof sloughing."

-The resident had “a second dagree superficial
burn to the right shoulder with skin sloughing and
multiple blisters intact."

Interview with a Personal Care Alde on 3/6/17 at
8:55 pm revealed:

-8he was not surprised thal Resident #2 had
gotten burned from the heater.

-Resldent #2 required total assistance with
activities of daily living.

-Rasident #2 raquired total assistance with
transfors.

-She had notified the Medication Aide on 3/417
that Resident #2 had something wrong with her
skin,

-The residant was "stubborn and would not move
or listan to the staff".

-The family of Resident #2 complained during
every facility visit that the rasident was cold.
-The had assisted with pushing the bed agains!
the heater shortly after the resldent was admitted
to the fadlity dus fo complaints received that the
resident had been cold.

-The resident had routinety moved In the bed unti
she was lying on the heater.

-The PCA's moved the resident off the heater so
she would hot get burned every nighl by sliding
the sheats.

-The family of the resident had asked for the heat

D 338

Lacal Long Term Care Ombudsman provided
Resident Rights Training to staff ,

Staff will be educated on the
importance of immediately reporting any
suspicion to Care Management.

Staff will be in-serviced regarding proper
placement of furniture in rooms.

Aprit 28, 2017
and
May 22, 2017

Apfil 30, 2017
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to be left on high at all times.

-The bad was moved away from the heater on
3/8/17 when the resident retumned from the
hospital with a diagnosis of second degree burns.

Interview with & Medication Alde on 3/30/17 at
2:35 pm revealed:

-A Personal Care Aide had informed her on
34117 that there was something wrong with the
skin on Resident #2's neck and right shoulder,
-Sha had asseszed the skin and observed the
area to be red and blistered.

~She had thought that the resident lying on her
piliows with her plllows on the heater might have
caused the skin ta blister.

-She had called the Ciinical Support Specialist
and informed her that the resident had either skin
breakdown or bums.

-She was instructed by the Clinical Support

-Specialist to fax the primary physician ta notify

him of the skin issue, make a care note of her
observatians, and to make surs tha resident was
chacked and tumed hourly.

-5he had observed the skin agaln on 3/5/17 when
a different Personal Care Aide asked her to
assess the resident,

-She had pbserved the skin to be the same as
the previous day other than some of the blistars
had burst,

-8ha had not notified anyone of the burst blistars
on 3/5/17 because she had previously notified ths
Clinical Support Specialist on 3/4/17.

-She had seen the family in the facllity on 3/4/47
buf had not talked to them about the resident
because she had not wanted to upset them.

A second interview with the same Medication Aide
on 3/30/17 at 3:49 pm revealsd:

-She had thought about it and needed to make
comrections 1o her previous interview.

D338

abuse or neglect.
This training will be included in

record audits,

Resident Rights and Safety Training will be
provided to existing and new employees to
include any hazards that may result in harm,

New Hire Orientation and will be audited by the
Business Manager during guarterly personnel

Aptil 30, 2017
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-When she called the Clinical Support Specialist
on 3/4/17 she had not mentioned anything about
a burn but had said that Resident #2 had skin
breakdown.

-She had naver seen skin breakdown and was
not familiar with how it looked.

-She had not described the skin to the Clinical
Support Specialisi.

Telephene Interview with Resident #2's legal
representative on 3/6/17 at 4:00 pm revealed:
-He feeis tha residant "has been neglected"”.

-He had visited the resident on 3/4/17 and
observed an area of approximately 2 inches of
blisters on her neck and right shoulder.

-The resident had not verbally complalned of pain
but wincad when the area was touched.

-He asked a Personal Care Aide (PCA} what had
happened and she replied that she did not know
whether the blisters were skin tears ar a bum,
~The PCA thought the blisters might have been
burns caused by the residen! sleeping all night on
the heater,

<The PCA informad him that for the past week the
restdent had bsen found numerous times lying on
the heater.

-The Legal Representative asked the PCAwhy
the resident had not been chacked during the
night,

-He had discussed with the pravious
Administrator the need for the resident to be
checked every 30 minutes dus to her diagnosis of
dementia and she had agreed,

-According fo the PCA, the resident haa not been
checked on routinely at night while she was in
bed.

-The resident was evaluated at the local hospital
on 3/6/17 and was diagnosed with second degree
burns,

-On 3/6/17, the Licensed Heaith Professional
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Support (LHPS} nurse Informad him that she had
assessed the resident on 3/3/17 and the bllsters
were not present and must have occurred
ovarnight,

Interview with the Executive Director on 3/14/17
at 2:45 pm rovealed:

-She had completed an Investigation as to how
Resident #2 received burns.

-She learnad that the resident had been lying on
her pillows with the pillows lylng on the heat unit,
-The staff had repositioned the resident
numerous timaes and the resldent had resumed
her previous posltion.

-She detenmined that the burns were a result of
the resident lying on her pillows over the haat
unit.

-The bed was moved away from the heat unit
when the resident returned from the local hospital
with a diagnosie of second dagres bumns.

Interview with the Clinical Support Specialist on
3/16/17 at 9,44 am ravealed:

-Rasident #2 required more care that originally
thought at admission.

~The resident should have besn admitted to a
nursing facility rather than an adult care home.

Observation of Resident #2 on 3/30/17 at §:59
revealed:

-The resident was sitting in a wheelchair in the
lobby of the facllity.

-The resident was leaning forward with her head
almost touching her knees.

~The right arm and hand of the resident appearsd
to be contracted.

Interview with the Execulive Director on 3/30/17
at 3:00 pm revealed:
-5he was not aware of why the resldent was
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contracted on her right side.

-She had been aware that the two hour check
lists for the resident had not been completed as
ordered by the Clnical Support Specialtst.

-She had trained some staff regarding checks on
313/17.

-The fraining had included the importance of
cormnplating two hour checkts on all residents,
raporting issues to Medication Aides,
documentation of issues discovered and
Medication Aides reporting issues to the Resident
Care Manager or the Executive Diractor,

The facility falled o ensure residents wers frae
from neglect for 1 of § sampled residents (#2).
The failure of the facility to ensura Resident #2
was free from neglect resulted in an emergancy
room visit as a result of second degree bumns
obtained from staff pasitioning the resident to
ciose to a heating unit. The fallure of the facility
fo ensure the resident was free from neglect
resulted in the injury of a resident and constitutes
2 Type A1 Violation,

Review of the Plan of Pratection provided by the
facility on 03/31/17 revealed:

-Immediately the facility would rainforce and
educate staff of Residents Rights.

-Room checks would be completed to ensure
there were no environmental hazards that could
put resident in harm's way.

~The Executive Director (ED) would conduct
facllity rounds weekly to ensure there were no
snvircnmental hazards to residents and act
accordingly.

-The Ombudsman would be conlacted rpgarding
scheduling of Residents Rights training to Include
Elder Abuse and Neglact,

-Staff would be educated on the importance of
Division of Health Ssrvice Regulation
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immediateiy reporting to the ED anything that
couki pose a hazard, cause harm, abuse or
neglect to a resident.

-Statf would be In-serviced regarding proper
placement of furniture in rooms by the ED.

-The ED and Clinical Support Staff would ensure
the Resident Relations Hotline is posted {o
ensure concerns ¢an be voiced.

-The housekeaping departiment would be
educated on posslble environmental hazards,
proper furniture placement at time of hire by the
ED and coordinated with the Environmental
Services Supervisor,

-Slaff would recelve education regarding skin
issues, what constitutes breakdown verses other
skin concerns, proper reporting steps and actions
to take when injurias occur.

~Training would be conduclad the Registered
Nurse in coordination with the ED, Resident Care
Manager and Clinical Support Staff.

-Resident Rights and safety training would be
provided to existing and new employeas to
include any hazards that may resuit in harm,
abuse or naglect.

CORRECTION DATE THE TYPE A1 VIQLATION
SHALL NOT EXCEED APRIL 30, 2017.

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

10ANGAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and adminlstration of medications,
prascription and non-prescription, and treatments
by staff are in accordance with:

{1) orders by & licensed prascribing practitioner
which are maintained in the resident's record; and
{2) rules in this Section and the facility's policies

D338

D358
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and procedures.

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

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 2 of 9 residents (#7,
#8) observad during the meadicatlon pass,
including errors with insulin, an antipsychotic, a
pain relievar, and a laxative and for 3 of 5
residents (#3, #4, #5) sampled for review
including errors with insulins, an antibiotic for
infection, heart / blood pressure medications, a
medication fo prevent bload ciots, and an
antidepressant.

The findings are:

1. The medication error rate was 12% as
evidenced by the observation of 4 errors out of 31
oppoeriunities during the 4:00 p.m. - 5:00 p.m.
medication pass on 03/29/17 and the 8:00 a.m.
medication pass on 03/30/17.

A. Review of Resident #7's current FL-2 dated
C4/27/16 revealed.

-The resident's diagnoses included Typs 2
diabetes mellitus, cortical blindness, bilateral
hearing loss, left breast cancer / mastectorny,
mental retardation, asthma, and heart murmur.
-There was an order for Humalog inaulin § units 3
times a day before meals. {Humalog ts
rapid-acting insulin used to lower blood sugar,
The manufacturer recommends Humalog be
taken within 15 minutes before eating a meal.)

Review of the March 2017 medication
administration record (MAR) revealed:
Division of Heallh Service Reguiation
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-Thare was an entry for Humalog inject 5 units 3
times dally befors meals.

-Humalog was scheduled to be adminlstered at
7:30 a.m,, 11:30 a.m., and 4:30 p.m.

-The resident's blood sugar ranged from 59 - 350
from C3f01/17 - 03/29/17.

Observation dusing the medication pass on
03/29/17 revealed:

-Resident #7 was in her room and she was eating
two orange crackers with peanut butter (afternoon
snack).

-The medication aide {MA) checked Resident
#7's blood sugar al 3:54 p.m. and it was 97.

-The MA administersd 5 units of Humalog insulin
to the resident at 3:58 p.m,

Observation of Resident #7 on 03/29/17 revealed
the resident was served supper at 5:10 p.m., 1
hour and 12 minutes after receiving Huralog, a
rapid-acting insulin.

Interview with the MA on 03/29/17 at 8:00 p.m,
reveated:

-Supper was usually served around 5:00 p.m.
~Shea had about 8 diabetic residents to check
blocd sugars and / or administer insulin to before
SUpper.

-She usually started the medication pass around
3:45 p.m. - 4.00 p.m. so she could get it
complated in the one hour time frame altowed,
~Sha tried not to administer insulin after the
residents were eating because eating food would
alter the residants' blood sugars,

-She had dlabetes training by the facility's nurss
when she started working here about 3 weeks
age but she could not recall if they discussed the
onset times for different insulins.

-She was not sure of the facility's policy for insulin
administration.
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Interview with Resident #7 on 03/31/17 at 8:45
a.m. revealed

-She was diabetic and got insulin every day.
-Har blood sugar ran low and high sometimes.
-5he had to wait “a while” (could not give
timeframe) ta get her meal sometimes afer she
receivad insulin,

-Her stomach somatimes falt "funny” whie she
was waiting for her meat.

-She felt tired, anxious, and sleepy when har
blood sugar was low.

Interview with the Adminlstratar on 63/30/17 at
10:50 a.m. revealad:

-The MAs have besn trained on how to
administer insulin by the facility's Licensed Health
Professional Support (LHPS) nurse,

-The facility's policy was to administer insulin
within 30 minutes of the meal.

Interview with the Licensed Health Professional
Support (LHPS) nurse on 03/31/17 at 12:55 p.m.
revealed:

-She had tralned the MAs on diabetes and insulin
administration, including the onset of action of the
different types of Insulin.

~Tha MAs were tralned to administer the rapid
and short acting insulins within 30 minutes of the
meal,

Telephone interview with a medical assistant st
Resident #7's primary care physician's (PCP)
office on 03/31/17 at 10:26 a.m, revealed:

-The PCP was unavaiiable for Interview.
-Resident #7 was supposed to gat Humalog
insulin § units before meats.

-Humalog should usually not be administered
morg than 30 minutes prior to the meal.

D358

on diabetes, insufin administration
and proper medication
administration technigues to

the medication administration staff,

LHPS RN provided additional education

April 36, 2017
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B. Review of Resident #8's current FL-2 dated
01/24/17 revealed the resident's diagroses
included schizophrenia, chronic back pain,
hypertension, chronic obstructive puimenary
disease, and gastroesophagea! reflux disease,

a.) Review of Resident #8's current FL-2 dated
01724117 revealed:

-There was an order for Clozapina 100mg along
with 50mg (fo equal 150mg) bwice daily.
(Clozaping is an anfipsychotic.)

-Thare was an order for Clozaping 25mg 2 tablats
(50mgy) along with 100mg (to equal 150mg) every
moming.

Review of Resident #8's March 2017 medication
administration record {MAR) revealed:

~There was an entry for Clozapine 100mg take 1
tablet twice daily aleng with §0mg to equal 150mg
and it was scheduled to be administered at B:00
a&.m. and 8:00 p.m.

-There was an entry for Clozapineg 25mg take 2
tablets {(50mg) evary morning with 100mg to
equal 150mg and it was schaduled to be
administered af 8:00 a.m.

Review of Rasident #8's physician's order and
progress notes revealed no documentation the
physiclan had been contacted to clarify the
Clozapine order.

Observation of the 8:00 a.m. medication pass on
03/30/17 revealed:

-The medication aide (MA) administered one
Clozapine 100mg tablet and one Clozapine 25myg
tablet to Resident #8 at 8:22 a.m.

~The resident was administared 125mg of
Clozapine instead of 150mg as ordered,

Interview with the MA on 03/30/17 at 9:52 a.m.

D 358

Staff have received training on the
Bucket (ordering process) system.
Also, the importance of clarifying
orders in a timely fashion. ED / Care
Manager are reinforcing teaching and
foltow up.

Apri| 30, 2017
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revealed:

-She pulled out both Clozapine bubble cards from
the medication cart, one for the 100mg tablets
and the other for the 25mg tablets.

-At first, she stated the resident got 1 tablet of
each strength,

~Then she read the label and stated the resident
usually got 2 of the 25mg Clozapine tablets.

-Sha forgot to administar 2 of the Clozapine 26mg
tablets that moming on 03/30/17.

-Sha had not noticed the discrepancy In the
orders for Clozapine 100mg and 25mg.
-Resident #8 did not have auditory or visual
hallucinations to her knowladge.

-Resident #8 sometimes seemed depressed and
she "moped” around and talked down about
herself,

-Resident #8 would sometimes burst Into tears if
another resident would not talk te her,

Interview with the Administrator on 03/30/17 at
10:50 a.m. revealad:

-The MAs have been trained to read the MARs
and the medication labels.

-If @ MA was passing medication and something
was unclaar or did not match, the MA should get
clarification.

-Tha MA should notify the RCC or the
Administrator If they did not know how to proceed
with administering a medication,

-They wouid contact Resident #8's physician to
clarify the Clozapine order.

Telephone interview with a meadical assistant for
Resldent #8's primary care provider (PCP) on
03/39/17 at 10:26 a.m. revealad:

-The facllity contacted thelr office for clarification
of the Clozapine dosage today.

-The PCP wanted to continue the Clozapine as
the resident had bean receiving it at the facility

D 358

LHPS RN is completing
medication pass observations with
all Med Aides on a rotation every week

This will continue for the next quarter.

This will include:

instructional education,

guidance and correction

on proper medication administration
techniques, proper infection control,
six rights of medication administration,
proper insulin administration, proper
documentation.

April 3

D, 2017
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since she had been stable on that dosage.
-The resident shoutd continua to get Clozapine
50mg in the moming and 100mg twice a day.

Review of a clarification order dated 03/31/17
revealed the physician ordsred to continue
Clozapine 100mg twice a day and 25mg (2
tablets) every morming.

h.) Review of Resident #8's current FL-2 dated
01/24/17 revealed there was an order for
Lactulose 10gm/15ml take 30m| once daily.
{Lactulose is a |axative used o treat
constipation. )

Review of Resident #8's March 2017 madication
administration record {MAR) revaalad thers was
en entry for Lactulose 10gm/15m! take 30mi
evary day and it was scheduled to be
administered at 8:00 a.m.

Obsarvation of the 8:00 a.m. medication pass on
03/30/17 ravealed:

-The medication aide (MA} used a graduated
30mi medication cup io measure Resident #8's
Lactulese.

-The MA poured and administered 15ml of
Lactulose to Resident #8 at 8:23 a.m. instead of
30ml as crdered.

Intarview with the MA on (3/30/17 at 8:52 a.m.
revaaled:

-She usually gave the residsnt 15ml of Lactulose.
-She pointed to the 15m! listed in the strangth of
Lactulose (10gm/15mi) printed on the MAR,
-When asked about the diractions on the MAR to
take 30mi daily, tha MA realized she was looking
at the wrong information,

-She had not noticed the directions on the MAR
and the medication labe! was for 30ml.

D 358

LHPS RN has completed staff training,
regarding MAR documentation,
specifically:

proper dosage,

proper milligrams and

comparing MAR to medicaition label

April

30, 2017

Divislon of Heaith Service Regulation

STATE FORM

(1t

HBER 1

If continuation ekeel 53 of 83




__Division of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 04/20/2017
FORM APPROVED

X1} PROVIOER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

HALO26036

0. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

X3) DATE BURVEY
COMPLETED

031312097

NAME OF PROVIDER OR SUPPLIER

NEW BERN HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE

2915 BRUNSWICK AVENUE
NEW BERN, NC 28582

o4 10
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUSY Bz PRECEDHED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

e
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BR
CROSS-REFERENCED 70 THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

D 358

Continued From page 53

-She mistakenly looked at the 15ml listed in the
strength of the Lactuloss,

-The resident had not complained of having
constipation to the MA.

Interview with the Administrator on 03/30/17 at
10:50 a.m. revealed:

~-The MAs have been trainad to read the MARs
and the medication Iabels,

-The MAs were supposed to administer the
medication according to the order.

Interview with Resident #8 on 03/30/17 at 4.50
p.m. revealed:

-Sometimes when she received Lactulose in the
plastic medication cup, it was half full and
sometimes the medication cup was full,

-She was currently constipated and she only had
one small bowel movement yesterday.

¢.) Review of Resident #8's current FL-2 dated
01/24/17 revealed there was an order for Tylanol
325mg 2 tablets every 6 hours as needed.
{Tylenol is used to treat paln.)

Review of a physician's order dated 02/13/17
revesled a standing order for Tylenol 500mg 1
tablet every 4 hours as needed for headache or
minor discomfort.

Review of Residant #8's March 2017 medication
administration record (MAR) revealed:

-There was an entry for Tylenol 325mg take 2
tablets (650mg) every 6 hours as needed.
~Thers was an entry for the standing order for
Tylencl 500mg 1 tablet every 4 hours as needed
for headache or minor discomfort,

-No Tylenol had been documented as
administered in March 2017.

D 338
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Observation of the 8:00 a.m. medlication pass on
03/30/17 revealad:

-Resident #8 came out of the dining room and
walked up to the medication aide (MA) at the
madication cart.

-The MA began preparing Resident #8's morning
medications.

-Resident #8 asked the MA for some Tylenol for
pain.

«The MA asked the resident where she was
hurting.

-The resident stated she had pain in her back
radiating down her leg.

~The MA continued preparing the resident's
maorning medications.

~The MA administered Resident #8's moming
medications from 8:22 am. to B;25 am.

-The MA did not administer any Tylendl to the
resident when she administered the resident's
marning medications.

~The MA did not document eny Tylenol as being
administsrad to the resident

-The MA then continued to the next resident an
the medication pass.

Interview with the MA on 03/30/17 at 9:52 a.m.
revealed:

-Resident #8 had Tylenol available in the facllity.
-She did not administer Tylenol to the resident
because the resident had a scheduled pain patch
that she was wearing.

-She thought the pain patch would help the
resident's pain.

Observation of medications on hand for Resident
#8 on 03/30/17 revealed:

-There was no Tylenol 3256mg tablets for Resident
#8.

~There was a house stock botfle of Tylenol 500mg
In the medication cart.
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Interview with tha MA on 03/30/17 at 9.56 a.m.
revealed the MA was not aware there was no
Tylanol 326mg tablets on hand for Resident #8,

Intarview with Resident #8 on 03/30/17 at 4:50
p.m. revealad:

-She had not received any Tylencl today.
-Tylenol usually hetped her back pain mors than
the pain patch she wore every day.

-She was currently stiil having some back and leg
pain,

Interview with the Administrator on 03/30/17 at
10:50 a.m. revealed:

-The MAs should administer a "prn" (as needed)
medication when the resident asked for It.
-Resident #8's Tyleno! shoutd have bean
administered whan requested by the resident,
-The MA could have administered the standing
order of Tylanol 500mg since the residant did not
hava any Tylenol 325mg tablets on hand.

2. Review of Resident #4's current FL-2 dated
03/22/17 revealed a diagnoses of coronary artery
disease,

Review of a nurses’ note for Resident #4 dated
03/07/117 at 9:05 p.m. revealed:

-The rasident complained of chest paln and took
a Nitroglycerin plll about 8:15 p.m. {Nitroglycerin
Is used to treat chest pains.)

=The resident threw up afterwards and the chest
pain started again and her lower jaw was hurling.
~The resident was sent to the emergency room.

Review of a local hospital discharge report for
Resident #4 dated 03/15/17 revealed:

-The resldent was admitted on 03/08/17 with
complaints of chest pain and leg pain, and
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weakness.
-The resident's blood prassura on admission to » . . "
emergency foom was 216/87, Facility has identified a lead qualified SIC
-The resident was last hospitalized on 02/03/17 that will be able to approve orders in the
and had a stress test that was negative for absence of the ED/RCM.
ischemia or Infarct.
-The resident had a history of coronary heart ED/RCM will fallow up on any crdered
disease with bypass grafting and stent processed by the lead SIC to ensure
placemant, chronic heart failure, hypertension, accuracy.
and chronic kidney disease. ED/RCM will initial order as confirmation
-The chest pain was relieved by Nitroglycerin, the order was reviewed for proper
-The resident's discharge dlaghoses included processing to include approval on
coronary artery disease of autologous bypass the electronic medication
graft, chronic combined systolic and diastolic RS d
congestive heart failure; aclte kidnay injury ETRIRSISHON Techr
superimposed on chronic kidney disease, chest
pain, and uncontrolied hypertension. On the weekend/after hours
-The resident was discharged on 03/15/17. the facility will use CVS ‘
-There was a new medication order for Plavix pharmacy as the back up for Omnicare
75mg daily. {Plavix is used to prevent blood
clots.} Upon approval of new
-There was a new meadication order for orders on Quick Mar &
Hydralazine 50mg every 8 hours. (Hydralazine Is delivery is verified designated
used to treat high blood pressure and heart staff (RCM, ED, Lead SIC)
f?_'}:”’e-) e samemedicaion ol will initial next to each
o WCRNIDH OrCEl-TorDYSIDIG medication on the physician
10mg twice dally. (Bystolic is ussd to treat figh AR B AR EAT o AR
blood pressure.)
-There was a new madication order for Nifedipine order was processed.
ER 30mg 3 tablets daily. {Nifedigine ER is used
to treat high blocd pressure and chest pain.)
Review of a nurses’ note for Resident #4 dated April 30, 2017
03/16M17 revealed: '
-Staff faxed discharge orders with new FL-2 to
the {acility's primary pharmacy.
-Staff faxed allergy information to the primary
pharmacy in order to release new medications.
Review of a nurses’ note for Resident #4 dated
Divislon of Health Service Regufation
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03715117 revealed staff faxed a copy of FL-2 to
the primary pharmacy that was in the residents
hospital foldar due to some medications were still
not showing on the electronic MAR.

Review of a nurses’ note for Reslident #4 dated
03/17117 revealod:

-Staff called the primary pharmacy to recrder
medications for the resident but the pharmacy
indicated thelr records showed the resident used
another pharmacy.

-The resident had been using the primary
pharmacy but the resident’s face sheet had to be
changed to the primary pharmacy and It was
faxed to them.

Review of a form faxed to the primary pharmacy
dated 03/17/17 revealed:

-Staff noted the fax would serve as written proof
for Resident #4's medications to be filled by the
primary pharmacy.

Review of Resident #4's March 2017 medication
administration record (MAR) revealad:

-There was an entry for Bystolic 10mg 1 tablet
twice dally with an original order date of 03/15/17.
-Bystolic was scheduled to be administered at
8:00 a.m. and 8:00 p.m.

-Bystolic was not documented as administered
fram 03/16/17 - 03/19/17 due o "awelting
pharmacy delivery”.

-Bystolic was not documented as administered
from 03/20/17 - 03/22/17 due to the resident
being out of the facility and in the hospital.

Revlew of Resident #4's March 2017 MAR
revealed;

-There was an entry for Plavix 75mg 1 tablest dally
with an original order date of 03/15/17.

-Plavix was scheduled to be adminlstered at 8:00

D358

ED and or Care Manager will run
daily reports and will follow up on

any medications not delivered by
pharmacy. Documentation of attempts
to obtain medications will be
documented,

April 30, 201
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am.
-Plavix was not documented as administered on
0371517 and 03/16/17 with no reason for the
omission decumented.

-Plavix was not documented as administered on
03117117 and 0320717 due to “awaiting pharmacy
delivery".

-Plavix was documented as administered on
0318117 and 03/19/17.

-Plavix was not documented as administered on
03/23/17 and 03/2217 due to the resident being
out of the facility and in the hospital.

Review of Resident #4's March 2017 MAR
revealed:

-There was an entry for Hydralazine 50mg 1
tablet every 8 hours with an eriginal order dats of
03/15/17.

-Hydralazine was schaduled to be administered at
€:00 a.m., 2:00 p.m., and 10:00 p.m.
-Hydralazine was not documented as
adminlstersd from 03/16/17 - 03/20/17 dus to
"awaiting pharmacy delivery",

-Hydralazine was not documented as
administered from 03/21/17 - 03/22/17 due to the
resident being in the hospital.

Review of Resident #4's March 2017 MAR
ravealed;

-There was an entry for Nifedipine ER 30mg 3
tablets (80mg) daily with an original order date of
03/15/17.

Nlfedipine ER was scheduled to be administered
at 8:00 a.m.

-Nifedipine ER was not documented as
administered on 03/15/17 and 03/16/17 with no
reason for the omisslon documanted.

-Nlfedipine ER was not documented as
administered on 03/17/17 and 03/20/17 due to
“awaiting pharmacy delivery",
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-Nifedipine ER was documented as administered
on 03/18/17 and 03/19/17.

Nifedipine was not documented as administered
on 03/21/17 and 03/22/17 due fo the resident
being out of the facility and in the haspital.

Review of nurses’ notes for Resident #4 dated
03/18M7 - 03/21/17 reveaisd:

-There was no documentation the primary
phammacy was contacted again about obtaining
medications for the resident.

-There was no documentation that Resident #4's
primary care provider {PCF} or cardiologlst ware
notified the resident was not raceiving the new
heart / blood pressure medications prescribed
when tha resident was discharged from the
hospital on 03/15/17.

Telephons Interview with a phammacist from the
facility's primary pharmacy on 03/30/17 at 10:.07
a.m. revealed:

-Their pharmacy Just started servicing the facility
as the primary pharmacy either on 12/01/16 or
01401117,

-She thought when they first got Residant #4's
information In December 2016, they supplied
soma medications for her but someone at the
facility told the pharmacy that the resident got her
medications from a local pharmacy.

-She did not know which staff persen from the
facility raported that Information to the pharmacy.

i -Someone from the facility contacted them last

woelk (the week of 03/20/17) to get medications
for Resident #4.

-They were having problems with thelr computer
system today and she could not access all
information in the computer.

-She was unable to access some of the
dispensing Information but she would try to
generate a report and fax to the facllity.
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Review of primary pharmacy dispensing recotds
for Resident #4 dated 12/30/16 - 03/30117
rovesled:

-Thirty Plavix 75mg tablats were dispensed on
03/20/17 with an original order date of 03/15/17.
-Ninety Hydralazine 50mg tablets were dispensed
on 03/20/17 with an origlnal order date of
03M1517.

-Sinty Bystollc 10mg tablets were dispensed on
03/20/17 with an original order date of 03/15/17.
-Ninety Nifedipine ER 30mg fablets ware
dispensed on 03/20/17 with an original order date
of 03/15/17.

Tefephona interview with a pharmacist at a loca!
phamacy on 03/30/17 at 11:38 a.m. revealed
they had not dispensed any medications for
Residant #4.

Review of medications on hand on 03/31/17 for
Resident #4 ravealed:

-Thare was a supply of Plavix 75mg tablets
dispensed by the facility's primary pharmacy on
03/20/17 and 21 of 30 tablets were lsft in the
bubble card,

-There was a supply of Hydralazine 50mg tablets
dispensed by the facllity's primary pharmacy on
03/20/17 and 70 of 90 tablets were loft in the
bubble card.

-There was a supply of Bystolic 10mg tablats
dispensed by the facility's primary pharmacy on
03/20/17 and 42 of 60 tablets were left in the
bubble card.

-There was a supply of Nifedipine ER 30mg
tablets dispensed by the facility's primary
pharmacy on 03/20/17 and 59 of 80 tablets were
iaft in the bubble card,

Interview with a meadication aide on 03/31/17 at

Dhvislon of Health Service Regulation
STATE FORM

HSER1

I continuation ahael 81 of 83




PRINTED: 04/20{2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION (X3) DATE BURVEY
AND PLAN OFF CORRECTION IDENTIFICATION RUMOLCR: A SUILDING: COMPLETED
HALD25DIE . WING 03131/2017
NAME OF FROVIDER OR SUPPUER STRERT ADDRESS, CITY, STATE. ZIP GODE
29156 BRUNSWIGCK AVENUE
NEW BERN HOUSE
NEW BERN, NC 28562
X4 I0 SIMMARY STATEMENT OF DEFICIENGCIES n PROVIDER'S PLAN OF CORRECTION (X5
PREEIX, (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DERCIENCY}

D358 | Continued From page 61 D 358

1:10 p.m. revealsd:

-They have had some problems getting
medications from the pimary pharmacy.
-Resldent #4 had always used the facility's
primary pharmacy,

-The primary pharmacy told the facllity In March
2017 (could not recall date) that Resident f4's
face sheet indicated the resident used a local
pharmacy.,

~The facility faxed a face shee! o the phamacy
for Resident #4 to use the primary pharmacy.
-She could not recall what date It was faxed to the
pharmacy.

-A copy of the fax was filed in the resldent's
record,

-She was not sure why there was a delay in
getiing the medications after that.

Interview with the Administrator on 03/31/17 at
12:35 p.m. revealed:

-The facility sent all orders for Resident #4 from
the hospitalization ending 03/15/17 to the primary
pharmacy.

-The primary pharmacy indicated that Resident
#4 was not one of thelr patients.

~They faxed documentation of a face sheet
indicating Resident #4 used the primary
pharmacy,

~She did nat krow when they faxed the
information to the pharmacy and she could not
find any documentation In her notes.

-8he was not awara there was a delay in getting
the medications after the form was faxed to the
pharmagy.

-The medication aices ware supposed to lst the
Administrator, Resident Care Coordinator (RCC),
or the nurss know If medications did not come In
from the pharmacy.

' Interview with the facility's Licensed Health
Division of Health Servica Regulation
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Professional Support (LHPS) nurse on 03/31/17
at 12:55 p.m. revealsd:

-She faxed the orders from Resident #4's
hospitalization ending 63/15/17 to the primary
pharmacy on 03/15/17.

-She put the orders in the facillty's *bucket”
Bystem.

-The Administrator or RCC were supposed to
chesk the "bucket” to assure medications orders
were implemeanted.

-Staff had not reported to the nurse that they had
not been unable to get medications for Resident
#4 after her hospitalization ending 03/16/17,
-She was not aware the resident had missad the
doses of medications,

Intenviews with Resident #4 on 03/30/17 at 4:50
p.m. and 03/31/17 at 8:40 a.m. revealed:

~She had been hospitalized at least twice recently
for congestive heart faliure,

-She had heart frauble since 1993 and she had
congestive heart fallure.

-She did not know if she was getting medications
like she was supposed to,

-She had missed some medications for 2 or 3
days bacause thay did not come in from the
pharmacy.

~She could not recall when this happened or
which medications.

-Her blood pressure sometimes ran high.

~The facility staff ordered her medications from
the facility's primary pharmacy.

~She did not get medications from any other
pharmacy.

Review of a nurses' note for Resident #4 dated
03/21/17 revealed the resldent was sent out for
chest pain.

Review of a hospital discharge report for
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Resident #4 dated 03/22/17 revealed:

-The resldent weas admitied on 03/21/17 with
severe midsternal ches! pressure and shortness
of braath.

~The chest pressure radiated to her back, left jaw,
left arm, and was accompanied by nausea,

-The resident's blood pressure was 178/81.

-The resident's blood pressure was "likely driving
the congestive heart fallure exacarbation”.

-The rasident's blood pressure seemed "poorly
controlled" despita being on several medications.
-The resident was admitted and reieased less
than two weeks ago for similar symptoms.

~The resident’s pain was rellaved by Nitroglycerin
paste and a diuratic.

~The resident's discharge diagnoses included
chest pain, non-cardiac, acute on chronic
cambined systolic and diastolic heart failure, mild,
and chronic renal diseass, stage 4.

-The rasident was discharged on 03/22/17.
-There was a llst of medications for the resident
to continue taking with no changes.

-The list included Plavix 75mg daily, Hydralazine
60mg every B hours, Bystollc 10mg twice daily,
and Nifedipinre ER 30mg 3 tablets daily.

Intervisw with the facllity's corporate Clinical
Suppont Specialist on G3/31/17 &t 12:25 pm.
revezled:

-They got medications on a cycle fill and on
demand from the primary pharmacy,
-Sometimes it was difffcuit for staff to know which
medications had to be ordered and which ones
wotld come In the cycle fill batch each month.
-Madicatlon orders sent to the primary pharmacy
by 12:00 noon would be delivered that same
night.

-Medicatioh orders sent to the primary pharmacy
after 12:00 noon would be delivered the next
night.
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4f & medication was ordered and not received by
the facility, the medication aldes were supposed
to let the nurse or the Administrator know about it.
-The Administrator printed exception reports from
the electronic MARs which would show
documentation of unavailable medications.

-She was not awere Resident #4's new
medications ordered when she was discharged
from the hospital on 03/15/17 were unavailable
and not started prior to the re-hosplitalization on
03/24/17.

-The Resldent Care Coordinator (RCC) was also
suppesed to help raview orders and MARs o
make sure medications orders ware
implemented.

-The facility had been short staffed and the RCC
was currently working as a medication aide on
right shift for about 2 months,

-The RCC had nol been able to perform routine
monitoring tasks during this time since she was
working as a medication aide.

-They were in the process of trying to hire new
staff.

Telephone interview with a nurse at the PCP's
office for Resident #4 on 03/31/17 at 1:25 p.m.
revealed:

~They ware aware Resident #4 had some recent
hospitalizations.

-The resident missing the heart medications
could have contributed to the resident being
re-hospitalized on 03/21/17.

-They had net been notified of Resident #4
missing the doses of medications prior to being
hospitalized on 03/21/17.

Telsphone interview with a nurse at the
cardiologist's office for Restdent #4 on 03/31/17
at 2:35 p.m. revezled:

~The cardicloglst was with a patient and
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unavailable to come to the phone.

-They were not aware Resident #4 had missed
dosages of heart madications and Plavix between
her most recent hospltalizations in March 2017,
~She discussed the missed doses with the PCP
and the PCP stated the missed doses of heart
medications couid have contributed to Resident
#4's symptoms and re-hospitalization.

-The PCP was especially concerned about the
resident missing doses of Bystollc becauss it
helps control heart rate and medications In that
class of drugs should not be stopped abruptly.
-The resident was taking Bisoprolol prior to the
order for Bystolic. (Blsoprolol and Bystolic are
both beta blockers and abrupt cessation of beta
blockers may cause an acute exacerbaton of
cardiac disease.)

-The PCP was alsc concerned that missing
doses of Plavix could cause one of the resident's
cardiac stents to clot.

3. Review of Resident #5's current FL-2 dated
121117 revealed:

-The rasident's diagnoses Included urinary tract
infection with carbapenem resistant organisms,
diabetes, dementia, autonomic dysfunction,
neuroganic bladder, interstiial lung disease,
chronic kidney disease stags 2-3, chronic
anemia, malignant hypertension and
gastroesophageal reflux disease.

-The rasident was intermittently oriented.

Review of Resident #5's Resident Register
revealad the rasident was admitted to the facifity
on 8/M7HB.

Review of Resident #5's Clinical Discharge
Instructions from the hospital dated 3/24/17
revealed:

~The reason for the visit was acute urinary tract
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infaction,

-There was an order for Levofloxacin 750
milligrams, take 1 tablet by mouth every 24 hours
for & days. (Levofioxacin is an antibiotic used to
treat infaction).

Revlew of Resident #5's electronic Medication
Administration Record for March 2017 revealed:
-There was an order for Levofloxacin 750
miltigrams, take 1 tablet by mouth every day for 5
days added on 3/29/17.

-There was an entry indicating the medication
had been administerad on 3/20/17.

-There was an entry of "awaiting pharmacy
delivery" on 3/30/17.

Observatlon of medications on hand for Resident
#5 on 3/29/17 revealed there was no Levofloxacin
avallable.

Observation on 3/29/17 at 6:25 pm revealsd
Emergency Management Services leaving with
Resident #5,

Interview with a 2nd shift Medication Aide on
3/29/17 at 5:25 pm revealed:

-She had observed blood in Resident #5's urine
approximately 30 minutes ago and had notified
the Administrator.

-The Administrator had instructed her to
immediataly call 911,

~The rasident had not had blood in his urine until
today.

-She had observed the residents physical health
deteriorating the past month leaving the resident
no longer able to do anything for himself,

Review of Residant #5's Clinical Discharge
Instructions from the hospital dated 3/29/17
revealed:

D 358
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-The reason for the visit was hematuria and
urinaty tract infection.

-There was an order to discontinue Levofloxacin,
~There was an order for Doxycycline 100
milligrams, take 1 capsule by mouth twice a day.

Telephone interview with the attending physician
al the hospital on 3/30/17 at 9:29 am revealed;
-He had not been aware that Resident #5 had not
heen administered Levofioxacin es ordered on
32417,

-With the residents health conditions, not treating
a urinary tract Infection could “easily iead to
sepsis”,

Telephone interview with the phamacy that
maintains the electronic Medication
Administration Records for the facility on 3/30/17
at 9:00 am revealed they had recelved the order
for Resident #5's Levofloxacin on 3f29A7 and
updated the Medication Administration Record
the same day.

Telephone Interview with the dispensing
pharmacy for Resident #5 on 3/30/17 at 10:02 am
revaaied they had not recelved an order for
Levofloxacin for the resident.

Telephone interview with a 1st shift Medication
Alde on 3/30/17 at 12:05 pm revealed:

-She had not administerad Levefloxacin to
Resident #5 on 3/28/17.

-3he had not been aware that the resident had
been ordered the medication.

-8he had not made the entry on 3/28/17
indicating that she had administered the
medication and she was not awara of who made
the entry.

Telephonse interview with a 2nd shift Medication
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Aide on 3/30/17 at 12:45 pm revealed:

-She had faxed Resident #5's order far
Levefloxacin to the pharmagy that malntains the
electronic Medication Administration Records on
3/24/17.

-Sha had forgotten that the resident used a
different pharmacy to dispense his medications
and she had not sent the order to the dispensing
pharmacy.

interview with the Administrator on 3/30/17 at
12:68 pm revealad:

-She had not been aware that Resident #5 had
not been administered Levofloxacin.

-The Resident Care Manager was responsible for
checking behind the Medication Aides to ensure
all physician orders were foliowed.

-The Reslident Gare Manager had been working
as a Medication Aide for several weeks duato a
shortage of staff,

4. Review of Resident #3's current FL-2 dated
2/22117 revealed:

~The resident diagnosis included hypoglycemia
with history of dlabstes, dyslipidemia, history of
carsbrovascular accident, history of peripheral
neurcpathy, history of coronary obstructive
pulmanary diseass, histery of moed disorder,
history of gastroesophageal disease and tobacco
abuse,

-A physician's order for Novolog insulin - 2 units
subcutansously three times a day before meals,
hold f resident is not eafing. {Novolog is a rapid
acting Insulin used to treat diabetes).

-A physician's order for Levemir insulin - 20 units
subcutaneously daily at bedime. (Levemiris a
long acting insulin used to treat diabetes).

Review of the Resident Register revealed
Residant #3 was admitted on 12/16/09.
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Review of a subsequent physician's order on a
Medication Dlscharge Report from the tocal
hospital emergency room for Resident #3 dated
3/124/17 reveaied:

-Discontinue Novolog - 2 units subcutanecusly
three times a day before meals.

-Discontinue Levemir - 20 units subcutaneously
as bedtime.

-There was a physician's signature and was
dated 3/24/17.

-The paper was dated 03/24/17 at 12:16 am.
-There was hand writing with the word
"phamacy"” at the top of the paper.

-The fax number corresponded with the facility
contracted pharmacy.

-The fax transmission verification report was
attached to the physician's order for tha
discontinuation of Novolog Insulin and Levemir
insufin for Resident #3.

Review of Resldent #3's electronic Medication
Administration Record (aMAR) for March 2017
revealed:

-Novolog insulin - 2 units subcutaneously three
times daily before meals, "hold if nct eating”.
-Levemir insulin - 20 units subcutaneaously at
bedtime.

-On 03/25/17 at 9:16 am - Novolog was
documented as "resident refused".

-0On 03/25/17 at 11:30 am - Novolog 2 units was
documentad as administered.

~-On 03/25M7 at 8:00 pim - Levemir 20 units was
documented as administered.

-0On 03/26M17, 03/27/17, 03/28/17 at 7.00 am,
11:30 am, 4:30 pm - Novalog 2 unlts was
documenied as administered.

Raview of the fax confirmation provided revealed:;
~The paper read "transmission verification report”,
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-On03/26/17 at 9:20 pm - Levemir was
documented as “resident refused”.

-On 032717 at 8:00 pm - Levemir 20 units was
documented as administered.

-On 03/29/17 at 7:00 am and 11.30 am - Novolog
2 units was documented as administerad.

-0On 03/29/17 at 4:24 pm - Novelog was
documented as not administered, "awaiting
provider clarlfication”,

-On 03/28/17 at 8:11 pm - Levemir was
documented as “withhel!d per doctor orders",

-On 03/30/17 at 7:.00 am - Novolog 2 units was
documented as administered.

-Novolog 2 unlts was administered 14 times after
the order was discontinued.

-Levemir 20 units was administerad 2 times after
the order was discontinued.

Review of Resident #3's March 20417 Fingar Stick
Blood Sugar {FSBS) restilts revealed:

-The residents FSBS was checked three times a
day at 7:30 am, 11:30 am and 4:30 pm.

-The results ranged from 50 mg/dl. - 579 mg/dL.

Interview with a 1st shift Medication Alde on
03/30/17 at 10:00 am revealed:

-5ha faxed any new physician's orders to the
phamacy when she received them.

-Whnichever Medication Aide that was on duty was
responsible for faxing their own orders,

-This would include any type of order.

-The Medication Aide would then make a note in
the char to indicate that the order had been
faxed.

-She then placed tha arder In the file attached to
the wall.

-She did not check the order again.

-it was the Resident Care Managers and the
Administrators responsibility to verify If the order
was placed on the eMAR and sign it off.
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-She had administered the Novelag insulin to
Resident #3 on 03/27/17 and 03/29/17 because
there was an order on the eMAR.

-She had no reason to think the order on ths
eMAR was not correct.

Interview with the Administrater on 03/30/17 at
11:50 am revegled:

-The Medication Alde (MA} on duty was
responsible for faxing all new orders to the
pharmacy.

-There was a fax confirmation that the pharmacy
received the order to discantinue the Novolog
insulin and the Levemir Insufin on 03/24/17 at
12:17 am for Resident #3.

-Whean a physiclan's order was input or changed
by the pharmacy on the eMAR, the Adminlstrator
or the Resident Care Manager would have to
approve it,

When It was afler hours or on the weekend, the
MA was supposed to call the Administratar or the
Resident Care Manager to comse and approve the
physician's orders on the eMAR.

~There was no record that she nor the Resident
Care Manager had been contacted.

-She was not sure why the physiclan's order for
Resident #3 was not discontinued on the eMAR.
-She was not aware that Resldent #3 was still
receiving the Levemir insulin and the Novolog
insulin,

Telephona interview with the Pharmacist at the
facility pharmacy on 03/30/17 at 3:40 pm
revealad:

-When phiysiclan's orders were faxed from the
facllity, It went into an electronic system.

-She knew the phamacy recelved an order for 2
new medications that were not insulin on
03725/17 when thay openad that morning.

-She did nof see in the computer system that the
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insulin discontinue ordar was received until
03/28/17,

~There was always a chance that something
could have been over looked.

-The facility should always verify medlcation
orders in the eMAR by the physician's order at the
facility.

Talephone interview with the Medical Assistant at
the Primary Care Providers (PCP) office on
C3/3117 at 10:38 am revealed:

-The facllity would notify the PCP's office when a
rosident went to the hospital.

-Tha facility would fax over any new ordars that
they received from the hospital when the resident
raturned.

-The PCP was aware that Resident #3 had teen
to the hospital on 03/24/17.

-The PCP was not aware that the physician at the
emergency room had discontinued Resldent #3's
insulin,

-The PCP was not in the office, but she would
make him aware and see Rasident #3 on
Tuesday, April 04, 2017.

-She was unable to say if Resident #3's diabetes
could be managed without insulin.

The facility failled to administer medications as
orderad to 2 of 9 residents (#7, #8) observed
duting the medication pass and 3 of 5 residents
{#3, #4, #5) sampled. Resident #4 did not
recalve 4 new heart / blood pressure medications
on hospital discharge orders dated 03/15/17 and
the resident was readmitted to the hospital on
03/21/17 with severe chest pain and shortness of
breath and was diagnosed with acute on chronic
congestive heart fallure. Resident #5 was
discharged from the hospital on 03/24/17 with an
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acute urinary tract infection (UTI} with an order for
an antibiotic that was never agminlsiered
resulting in the resident being sent to the
emergency room on 03/26/17 with blood tinged
urine in his catheter bag and being diagnosed
with a UTI with an order for ancther antibiotic.
Resldent #3 continued to receive 14 doses of a
rapld-acting Insulin and 2 deses of a long-acting
Insulin after the insulins were discontinuad on
03/241%7. Resident #7 received a rapid-aciing
Insutin 1 hour and 12 minutas prior, to ths supper
meal on 03/29/17. Resident #8 received wrong
dosages of an antipsychotic and a laxative and
dld not receive pain medication as requested for
back and leg pain on 03/30/17. Tha failure of the
facllity to administer medicaticns as ardered
resulted in substantial risk of serious physical
harm or death to residents and constitutes a Type
AZ Violation.

Review of the Plan of Correction provided by the
facility on 03/31/17 revaalad:

~The facliity would immediately audit physician
orders from tha last 30 days and compare to the
medication administration record fer accuracy.,
-The Pritnary Care Provider (PCP) would be
notified of any discrepancies and would request
they review and sign physician's order.

-The faciiity would follow through with any further
recommendatiens from the PCP.

-Medlcation Administration Records to cart audits
would be conducted Immediataly to ensure no
medecations have expired.

-The Registered Nurse would provide additional
aducation o diabetes, insulin administration and
proper medication administration technlques to
the madication administration staff.

-All staff would be re-trained on the "bucket
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system” (ordering process) by the clinical support
staff and enforced by the Executive Director (ED)
and the Resident Care Manager (RCM).

-The facllity would identify a lead qualified
Supervisor in Charge that would be able to
approve orders in the absence of the ED/RCM.
-The ED/RCM would follow up on any order
procasses by the lead SIC to ensure accuracy,
~The ED/RCM would initial the order as
confirmation the order was raceived for proper
processing to Include approval on the Electronic
Medication Administration Record (eMAR),

-Cn the weekend/after hours the facllity would
use CV'S pharmacy as the back up for the facility
pharmacy.

-One the medication was received and the order
was on the eMAR, the ED, RCM ar lead SIC
waould initial nest to each medication on the
physician orders as verification that each order
was processed,

-The Registered Nurse would compete staff
training, regarding eMAR documantation,
specifically, proper dosage, proper milligrams and
comparing the sMAR to the medication labels,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED APRIL 30,
2017.

10A NCAC 13F 1007 (b) Medication Disposition
10A NCAC 13F .1007 Medication Disposition

{0) Medications, excluding controfied
medications that are expired, discontinued,
prescribed for a deceased resident or
deteriorated shall be stored separately from
actively used medications until disposed of,

D 358

D 387
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This Rule is not met as evidenced by:

Based on record roviews, observations and

intervlews, the facility falled to assure expired

madications were storad separately from active

medications for 1 of 5 sampled residents (#3).

The findings are: Cart Audits to ensure all medications

are available and not expired

Review of Resident #3's FL-2 dated 2/22/17 will be completed weekiy by

revealed: Med Aides and/or Care Manager.

-Diagnosis included hypoglycemia with history of ED will monitor compliance and direct

diabetes, dyslipidemla, history of cerebrovascular foliow up on findings.

aceldent, history of peripheral neuropathy, history
of coronary obstructive puimonary disaase,
history of mood disorder, history of
gastroesophageal disease and tobacco abuse,
A physlcian's order for Novolog insulin - 2 units
subcutansocusly three times a day before meals, May 30, 2017
held if resident is not sating. (Novoiog is & rapid
acting insulin used to treat diabetes).

Review of the Resident Register revealed
Resident #3 was admitted on 12/16/09.

Review of a subsequent physician's order on a
Maedication Discharge Report from the local
hospital emergency reom for Resident #3 dated
3/24/17 revealad:

-Discontinua Novolog - 2 units subcutaneously
three times a day before meals.

-Discontinue Levemir - 20 units subcutaneously
as badtime.

-There was a physician's signature and was
dated 3724/17.

Observation on 03/30/17 at 10:10 am of the
medications avallable for administration for
Resldent #3 revealed the following expired
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medication stored with the active medication:
-Novolog Insulin - 2 units subcutaneously three
times e day before meals, hold If rasident is not
ealing.

-The opened date on the Novolog insulin was
02/28/17.

-The aexpiration date on the Novolog Insulin was
03/28/17.

-Thers was & pharmacy sticker that indicated the
Insulin expired 28 days after opening.

Review of the Manufactors instructions for
Novolog insulin indlcates the insulin could be kept
for 28 days aftar opening.

Review of the March 2017 Electronic Medication
Administration Racord {eMAR) for Regident #3
revealed:

-Navolog 2 units was administered on 03/20/17 at
7:00 am and 11:30 am.

-Novolog 2 units was administered on 03/3017 at
7:00 am.

Interview with a Medication Aide on 03/30/17 at
10:08 am revealed:

-Sha had worked at the facility as a Medication
Ajde slnce 12/2015,

-She had not administered the Novolog insufin to
Resident #3 today (03/30/17) becauss the order
had changed.

~She was not awars the Novolog insulin had
expired.

-She was aware that insulin was usually only
good for 28 days afier opening.

-She was taught as a Medication Aida to date the
boilie of insulin when you first open In,

-She would reorder insufin if she noliced it was
explrad,

-She thought the Reslident Care Manager did cart
audits to check for expired medications.
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~She did know the Resident Care Manager was
rasponsible for returning medication o the
pharmacy that had been discontinued. Facility has hired a new Care Manager
~She was not sure when the last time medications that will fulfill this role on a full time
had been retumed to the pharmacy because the basis.
Resident Care Manager had been working as a New Care M anager will assist

Medication Aide. and improve

Telephone interview with the Pharmacist at the oversight and compliance regarding

Facifity's Pharmacy on 03/30/17 at 11:08 am health care matters and
o medication processes.
-Novolog insulin could be kept for 28 days after
opening.

-She was unsurs If the insulin was effective after
28 days, there was not clinical data to validate. May
~The explred insulin should ke removed from the
medication carl immediately and reordered if
needed.

The Residant Care Manager was not available for
interview.

D812 G.S. 131D-21(2) Declaration of Residents' Rights D912

G.5. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To recsive care and services which are
adequate, appropriate, and In compliance with
relevant federal and state laws and rules ang
regulations,

This Rule 13 nat met as evidenced by:

Based on obhservations, record raviews, and
interviews, the facility failed to assure avery
residant had the right to recelve care and
services which are adequate, appropriate, and in
compliance with rulas and regulations as related

v
f

|

1
1

19, 2017
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to medication administration,
The findings are;

Based on observations, interviews, and record
raviews, the facllity failed to administer
medications as ordered for 2 of 8 residents (#7,
#8) absarved during the medication pass,
including errors with insutin, an aniipsychotic, &
pain refiever, and a [axative and for 3 of &
residents (#3, #4, #5) sampled for review
including errors with insulins, an antiblotic for
infection, heart / blood pressure medications, a
medication to prevent blood clots, and an
antidepressant. [Referto Tag D358 10A NCAC
13F .1004 (a} Medication Administraticn (Type A2
Violation,)

G.8. 131D-21(4) Declaration of Residents' Rights

G.S. 131D-21 Pedclaration of Residents’ Rights
Every resident shall havs the following rights:
4, To be free of mental and physical abuse,
neglect, and exploitation,

This Ruie is not met a3 evidenced by:

Based on observations, interviews, and record
reviews the facllity failad to assure residents were
free of neglact as related {o supervision, health
care and residents rights. The findings are:

1.Based on observations, interviews, and record
reviews, the facility failed to provide supervision
for 1 of 5 sampled residents (Resident #1) who
was known to be disoriented, had been ordered
{o wear g Wanderguard, was known to remove
the Wanderguard nd had wandered away from
the facHity. [Refer to Tag D270 10A NCAG 13F
.0801(b) Perscnal Care and Supervision {Type A2

Du12

Dg14 provided
Resident Rights Training to alfl

staff.

Local Long Term Care Ombudsman

April 28, 2017
and
lay 22, 201

=l
~I
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Violation}].

2. Based on observations, interviews, and record
raviews, the faciiity failed to obtain healthcare for
3 of & sampled residents (#2, #4, #5) regarding
one residsn! with second degree bums for 3 days
(Resident #2), one resident who did not receive
Foley catheter care for 2 months and was
diagnosed with a urinary tract Infection {Resident
#5), and one rasident who missed doses of heart
/ blood pressure medications after a
hosphalization and was readmitted to the hospital
6 days later with symptoms of chest pain and
heart fallure (Resident #4). [Refer to Tag D273,
10A NCAC 13F .0902 (b} Hoalth Care (Type A2
Violation)].

3. Based on abservations, interviews, and record
roviews, the facliity failed to protact 1 of &
sampled resldents (Resident #2) frotn neglact
which rasulted in sacond degree burns on the
neck and shoulder because staff pushed the
residents’ bed agaisnt the heater and allowed the
resident o lfe on the haater. [Refer to Tag D338,
10A NCAC 13F .0909 Residents Rights {Type A1
Viotation)].

D83 G.S, 1310-4.58B, (a) ACH Infection Prevention
Requirements

G.5. 131D-4.58 Adult Care Home Infaction
Prevention Requirements

(a) By January 1, 2012, the Divisian of Health
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aldas on Infection control, safe
practices for injections and any other procedures
during which blesding typically occurs, and

Dot4

D@34
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glucose monitoring. Each medication aide who
successfully completas the in-service training
program shall recaive partial credit, In an amount
determined by the Department, toward the
continuing education requirements for adult care
hantemadication:aldes:eatabitshed by the All Staff received Infection Control
Commission pursuant to G.8. 131D-4.5 Training. Training was provided by the
LHPS RN.
This Rule is nol met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to ensure 2 of 3 ;
samplad Medication Aldes (Staff C and E) had April 7, 2417
recelved the annual state mandated infection
contral training.
All Staff will receive Infection Control
The findings are: Training as part of New Hire Orientation.
A. Review of Staff C's personnel record revealed: Infection Control Training will be offerea
-Staff C was hired as a Resident Care Manager twice a year; January and June.
on Q8/27/08.
-Staff C had completed the medication clinical Business Manager will ensure
SREec | St antiln. o compliance with Infection Control
-Staff C had passed the state medication exam ot 4 R
on 11/12/00. training requirements as pan_ of the
-There was documentation Staff C had completed quarterly Personnel File audits.
the state mandated infection control training on
03/07/16.
May 30, 2017

Review of the staff schedule provided by the
facllity revealed Staff C worked as a Medication
Aide (MA) on 03/28/17 from 11:00 pm - 7:00 am.

Staff C was not available for interview,

interview with the Business Office Manager on
03/30/17 at 9:15 am revealed:

-Staff C was hired as a Resident Care Manager
{RCM) on 08/27/08.

~The RCM position could also function as a
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Medication Aide at the facility.
-Staff C had been working as a MA for the last
few weeks because the facility was short staffed.

Refer to intarview with the Business Office
Manager on 03/30/17 at 9:15 am.

Refar to interview with the Adminisirator on
03/30/117 at 10:15 am.

B. Review of Staff E's personnel record reveated:
-Staff E was hired as a MA on 04/07/14,

-There was documentation Staff E had completed
the state mandated infection control training on
03/07116.

Interview with Staff E on 03/29/17 at 5:05 pm
revealed she worked at the facility as a MA.

Refer to interview with the Business Offica
Manager on 03/30/17 at 8:15 am.

Refer to intervisw with the Administrator on
03/30/17 at 10:15 am.

Intervisw with the Business Office Manager cn
03/30/17 at ¢:15 am revealed:

-She was responsible for personnel records.
-Sha scheduled the nacessary trainings for staff.
-She had the annual infection control tralning
scheduled for Medication Aldes on 04/07/17.
-She knew the Medication Aides needed the
annua! infection controf tralning.

-8he had ofher trainings that needed to be
completed, so she scheduled those first.

Interview with the Administrator an 03/30/17 at
10:15 am revealed,

-She had worked at the facliity for less than a
month.
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-When she started, she was informed that the
Buslness Office Manager was responsible for the
staffs personnel records and scheduling
tralnings.
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_@Lgan, Suzy B

From: New Bern House, ADM - Bolen, Kris <nbeh.adm®affinitylivinggroup.com>
Sent: Monday, May 22, 2017 12:58 PM

To: Morgan, Suzy B

Subject: RE: New Bern House Plan of Correction

Ms. Morgan,

The date of June 30" is a correct date on the POC. if you have any further questions please don’t hesitate to contact me.
Thanks,
Kris Bolen ED)

New Bern House
252-638-4680

From: Morgan, Suzy B [mailto:Suzy.Morgan@dhhs.nc.gov]
Sent: Monday, May 22, 2017 12:05 PM

To: New Bern House, ADM - Bolen, Kris

Subject: New Bern House Plan of Correction

Ms. Bolen,

I have attempted to call you at the facility. | always seem to get disconnected or am unable to leave a voicemail because
your maitbox is full. | need to discuss with you the dates of correction that you provided. The standard deficiencies have
a date as far out as June 30, 2017. Is this the date you wish to use? | just wanted to ensure this was not a typographical
error. Based on the violations in the findings, we will be performing a follow up survey. You may respond via email or
by calling me at the number listed below if you have any questions. | will wait for your response before processing.

Thank you,

Suzy B. Margan, RN, BS

Team Supervisor, East 5

Division of Health Service Regulation, Adult Care Licensure
North Carolina Department of Health and Human Services

252-414-1597 Office
918-733-9379 Fax
Email: suzy.morgan@dhhs.nc.gov

BOS Biggs Drive
2708 Mail Service Center
Raleigh, North Carolina 27699-2708



-~ Nothing Compares ~_-

Email correspondence fo and from this address 1s subject to the
North Carofina Fublic Records Law and may be disclosed to third parties,

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





