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‘The Adult Care Licensure Ssotion and the Gaston
County Department of Social Services conducted T
an annual survey on February 6-8, 2018:
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Cthestpain).

104 MCAC 13F 0202 Health Care

(B} The facility shall assurs referral and follow-up
to mest the routing and acute health care needs
of residents.

This Rule is not met as evidenced by,

Basad on obearvations, imeniews, and record
reviews, the facility failed 1o assure referral and
follw-up regarding the administration of daily
moming madications (Fantac, Colace, Synthroid,
insuln, Pataday eve drops, Zoloft, Rervala, and
vitarnin D3] as ordared for 1 of 1 resident with

- orders for dighysis (Resident #2)

The findings ans:

Faview of Resident #2's current FLZ dated

COBAT revealed:

-Diagnoses included uncontrolled diabetes,
hypartension, coronary arbery disease,
hyperiipidemia, and chronic kidney dissase stags
5

-An order for Zantac 75mg one tablet twice daily
[a medicafion vsed o freat hedrbum).

-An arder for Norvase Sma one tablet daily (a

medication usad ft:u treat hugh bloud pressure aru:l .

-An order for Coreg 12.5ma one tablst twice daily
{a medication used o treat high biood pressure
and heart failure)
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A order for Colace 100mg one capsuls twice SjﬂTk }Lt
__daily (a medication usaed o reat constipation). \H« ] v! LJ_EA. i
medication used to tfrast fluid retantion), \/U {_,&Lbd M‘ﬂ, (i&.«{':t

-An order for Lasix 40mg 1 tablet twice daily (a 0
- ————=fnarder for Humalog 18-units inject three fimes

blood sugar). [~

-An order for Humalog per shding scale at 7am CL/L\L?&_ #}LM LE—’C,. ; U

and Spm using the following scake: 151-200=2 . "’fZﬁ_L)/{
units; 201-250=4 units; and 251-300=5 units; . chE g ) .

301-350=8 units; 351-400=10 urits, =400 add 12 w_,{, k’"f 4

units and call phyzician.

.}
-An order for Synthroid S0meg tablst 1 tablet &L}{b L‘g C\?

once daily Monday, Wednesday, and Friday cnly

on an emply stomach {a medication used to treat _ MLL @;t}

hypothyroidism),
-An order for Pataday 0.2% eye drops to be ( E i\ﬂ*’{“j\' t\_(é k.-i:-:‘Q/L"’

instilied info @ach eve once datly {a medication

1
used to treat eye itching) M "}L;\ ELLM.«L
-An order for Zoloft 50mg tablet daily (a : U, h-
medication used to treat deprassion), {t}_g U‘.

-An order for Renvela 800mg four tablets daily
three times daily (& madication used to lower “\ J VL LA
phosphorous in the blood). : t-/bg-’i (W

~An order for vitamin 03 2,000 units one tablet : Ai"{*-"’

daily {a vitamin used to absorb calcium and 5 W : b ]
promote bone growth). |

Interview with Resident #2 on 2/6M18 at 10:01am
revealed ha went to the dialysis cantar 2 days per ! w- M]j/.}(,/g’
wesk in fhe momings on Monday, Weadnesday,

and Friday.

wll

Lﬁbw,

Review of Resident #2's December 2017

electronic Medication Adminisiration R:—:-u:urd

1eMAR) revealed. o
AR entry for levothyrowine (equivalent o

Synthroid) S0meg 1 tablet once daily at &:30am

Monday, Wednesday, and Friday,

———daily before-meals-(a-medisationusad ta-oentrol e L,lv "'._0\_, 7y \'Fj-«u’f 'g:‘i-'kuiu.hw-'_ .

<A entry for sevelamer carbonate (squivalent to
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Renvala) 800mg four tablets daily three fimes
daily at 7:30am and 12:00pm.

daily bafore meals at 7-00am and 11;30arm.

to Norvasc) Smg one tablet daily, canvedilsl
(equivalent to Coreg) 12.5mg one tablet twice
daily, docusate sodium (eguivalent o Colace)
100mg one capsula twice daify, furosemide 40mg
1 tablet twice daily, Pataday 0.2% eve drops o be
instilled into each eve once daily, sertraling hal
(equivalent to Zolofty E0mg tablet daity, and
vitarmin 03 2,000 units one tablet daily, to be
administerad at 2am.

-Medicaticns scheduled at §,30am-12:00pm wens
nof administered on dialysis days of Monday
Wednesday, or Friday with "Leave of Absence
(EDAY and "resident out of facility™ being
documentad as reasons why tha medication was
not adrministered for the menth of Dacember
2017.

' Review of Resident #2's alectronically signed
hospital discharge summary dated 1723128
revesled:

-There was a physiclan's order to discantinue
Humalog and Zanfac,

-Thare was a physician's for hydralazine 50mo
ona tablet every 8 hours for 30 days.

Review of Rasident #2's physician's order dated
1/26/18 revealad:

<An order for Novalog 8 units inject three times
daily before meals (a medication used to conirol
blood sugar}.

““ZAn order for Novolog per siiding scale three
times per day bafors meals using the following
scale: 151-200=1 units; 201-250=2 unis; and
2571-300=3 units; 201-250=4 units. =350 add &

-An antry far Humalog 10 units inject three times

=B emtry for acidreducer {eguivaient o Zantagy
- Tamg one tablet, amiodipine-besylate {equivalent - ————

Lumlu Cha f,;D
oo et 219
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units and call physician.

Review of Resident #1's physician order dated

2EME revealed Zantac TEma cne tablet twice
Review of Resident #2's January 2018 eMAR
revealed:

-An entry for levothyroxine S0meg 1 tablet once
daily at &:30am fonday, Wadnesday, and Friday.
-An enfry for sevelamer carbonate 800mg four
tablets daily three times daily at 7;30am and
12:00pm.

-An antry for Humalog 10 units inject three timas
daily before meals &t F00am and 11:20sm.

=An entry for Novalog 8 units inject three times
daily before meals gt T-00am and 11:30am.

A entry for acid reducer TEmg ons tablst,
amilodipine besylate Smy one tablet dally,
canvedilol 12.5mg one tablet twice daily, docusate
sodium 100mg one capsula twice daily,
furosemide 40mg 1 tablet twice daily, Pataday

0. 2% aye drops to be insfilled into sach eve cnos
daily, sertraling hel S0mag tablet daily, and vitamin
33 2,000 units one tablst dally, to be
administered at Bam

Sfedications scheduled for 6 30am-12:00pm
wers not administered on dialysis days of Monday
Yiednesday, or Friday with "LOA", "hospital" and
"resident out of facility” being documentad as
reasons why the medication was not
adminisferad for the month of January 2018,

Faview of Resident #2's record revealsd
Resident #2 was admitted to the hospital for high

o the facilty on 1/23i18,

Review of Resident #2's February 2015 eMAR
revesaled:

_ potassium levels on 1/18/18 and discharged back - |
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“Fecause dalysis wil ciean my biood and removed

-An entry for l2vathyroxing 50meg 1 tablet ance
daify at 6:30am Monday, Wednesday, and Friday,
-An entry for gevelamer carbonate BOOmg four
taklets daily thres times daily at 7:30&am and
12:00pm. -

daily before maals at 7:00am and 11:30am.

-&n entry for Novolag 8 units injact three times
dally before maals at 7:00am and 11:30am.

-An entry for acid reducer T3mg ons tablet,
amlodiping besylate Smg one tablet daily,
carvedilol 12.5mg cne tablet twice daily, docusate
sodium 100mag one capsule twica daily,
furgsemide 40mg 1 tablef twice daily, Pataday
(1.2% eye drops to be insfilled into 2ach ave ohes

daily, sertralinge hal 50ma tablat daily, and vitamin

03 2 000 units one tablat dally, fo be
administered at 8am.

-Medlsations scheduled 8:30am-12:00pm were
not adminlstersd on dialysis days of Monday,
Wadnesday, or Friday with "resident out of
facility” being documented as reasons why the
medication was not administerad for the manth of
February 2018,

Interview with Resident #2 on 2/7/18 at 1:34pm
ravaaled:

-His madications were not administered on the
momings of dialysis because he was notin tha
building during the administration Gmes.

-The medication aldes did not give him his
madications to take with him fo diglysis

-When he asked about taking his morning
medications bafore dialysis he was told by
somaons at dialysis and his pimary care provider
[PCP) that "l don't have to take medicafion

them®.
=l noticed my eyes are drisr when | don't gat my
aye drops”

-~ antry-for Humaleg -1 0-uris inject thrae-times———-
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-'[ have issues with being constipated and when
_gwventhe Colace, | feelbetter” .
[rterview with a 1st shift Medication Ade U'."Iﬁ.'l on
""2‘."&."15 gt_“ﬁ-\jaa.n-l_reveaia.d..__.._........__. S S B . S — . -
-He hagd-been-employed-atthefacility-far-3-years - e S
a5 3 MA. |
-His shift nommally began at Gam,
-Resident #2 never receivad his moming
medicafions bacause he left the facility pricr to
medicaiions administration timas dus o kaving
o go to dialysis
-He administered madicstions according to the
elAR and documesntad that Resident #2 was out
of the facility whan at dialysis.
-His madications ware never sant with him to !
dizlysis. ' ; I
-He had not been instrocted 1o send medication i
. with Resident #2 pricr fo him leaving to go o .
dialysis. :
-If madications were sent with Resident #2, thay
wizlld be jizfed in the LOA log book,
-When his shift began, Resident #2 would be
leaving to go to dialysis.

Telaphone interview with Resident #2°s Family
Murse Practiionar on 278/18 at 9.28am revealed:
-She was not concernsd about Resident #2 not
receiving his moming madications priar fo .
dizlysis. i
-She knew Resident #2 was missing the maorning ‘
medication pass, "He has been doing this for
yaars”

-"His thyroid levels ars fing, I'm fing with him
missing hiz medication”

-The facility could have the medication times
c:hangad to be administered before he leaves.”
-"The dialysis process will just take the
medications nght back cut of him"
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Telephone interview with tha charge nurse of
_ Resident #2's Nephrologist on 2/818 at 3:21 am

revealed:

it wollkd be "ok for Resident #2 to recaive his
—- --nﬁen{ications—in—m&mrning-priorta-gmng - e I —

diglysis. e -

-it would be "ok to hold vitaming and blood

pressure medications prior to going to dislyvsis as

yitaming weare water soluble and bicod prezsurs

rredication could cawvss Resident #2's blocd

pressure to drop to low.

-Resident #2's phosphorous levels shoukd range

between 3.5-55 and they have been elevated for

the past year ranging between G-8; not taking

sevelamer carbonate could cause the levals to be

alavatad, 0

-Ha was aware Residant #2 was nof recsiving

medications prior o geing to dialysis as a copy of

tfhe elAR s reviewsd monthly,

-Hz has spoken with Resident #2 about the

importance of his compliancs with madication i

arders in the past.

-He was concerned that Resident #2, not

raceiving thyroid medication could cause his

levels fo be off, {

~Drders wers sent 20818 with specific instructions 5

for how madications should be administerad - !

before going to dialysis.

Interview with the Resident Care Coordinator

(RCCY on 2/8M18 at 11:30am revealsd:

-She did not know Resident #2 was not receiving

medications on Monday, Wednesday, or Friday

prior to going to dialysis,

-She thought Resident #2 received his

medications prior o going fo dialysis each day by :
s
-She was responsible for reviewing the eMAR X

periodically and completing chart audits, howeaver |

she only checked to be sure all medicafions were :

Division of Health Sendce Ragulation
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listad.

____~There was no order to hold medications prior
resident going to digkysis.
She expactad the 1st shift Ma's to send
- ————madications-with-residents-who-are on dialysis, iF -
oA WoU D Rotbe-present-during the . O [ —
adrminiztration imes.

Intendew with the Facility Manager on 2/8/18 at
12:44pm revaalad:

-She did not know Resident #2 had not received
his medications prior to going to dialysks.

-5he expected ROC to review sMAR for
acouracy, but understood that it may be too much
for one person to review.

-She expectad MAS to send medications with
residents when thay are going to be out of the
facility.

Interview with the Administrator on 2/8/158 af
1.28pm revaaled;

-He did not know Resident #2 was not receiving
his medizations prior to gaing to dialysis,

-He expecied staif to follow order of the physician
and if residents were going o be out of the
facility, medications should be sent with them.

Attempted interview with Resident #2's
Endocrinologist on 280718 at 8:12am was
unsuscessful.

e D285 10ANCAC 13F 0204{a)d} Nutrtion And Food [r285
Sarvice

T0ANCAC 13F 0804 Mutriion Arfd Food Sendce
.42, Food Procurement and Safety inAdult Cara . oo vve oo

Homes;

{4} There shall be at least a three-day supply of

perishable food and a five-day supply of

Division of Heafh Service Bagulation
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non-parishahle food in the facility bassd on the
_menus, for hoth reguiar and therapeutic dists.

This Rule is not met as evidenced by
--—Basad-orobsarations - Interviews and record -

at least a three day supply of perishabie food,
inchuding milk, to ssrve 75 residents according to
the manu.

The findings are:

Interview on 2/6/18 at % 00am with the Manager
ravealed current census at the facility was 75
residents,

Feview of the faciity’s weekly menu on 26718 at
300pm revealed 8 ounces of milk was on tha
menu for breakfast, lunch and dinner daify.

Observation of tha milk inventory on 2615 at
4:00pm revealsd.

-17 gatlons of 2% milk wers in the refiigerator,
=11 gallons of 2% milk had expirstion dates
2eMa.

-6 gallons of 2% milk had expired on 1/2818

Interview with the Dietary Manager (DM} an

2618 at 4:05pm revealed:

-The DM was responsible for ordering the milk.

-She ordered milk weekly, and recelved delivery

on Yednesdays

-5he ordered basad an "who she knows likes

milk,” not on the cansus

-She did net state bow many residents ke milk”
N "It changes."

that the facility should have a 3 day supply of milk

an hand for evaryoens.

The DM reporfed she kept encugh for the

———review-the-facility-falled-to-assure-that there-was-—————-——--

“LShedid notrespond wher asked Fsheknew

>Mf’7

iEW

j)‘l d:w,()
...... Q/\g&,w\‘,g

dtdgu

L
i

(}h gé r,m@,diwx

il MLEH’\ P

VIV BIZE 5”{:

Atdind o

\/\w\,)v ka _@ M

mwa Mj

Division of Health Service Regulation |
STATE FORM

Sl D D S h®

e %3¥D1

If corliraatice shest 9 of 43




PRINTED: 02232018

FOM APPROVED
Divizion of Health Service Regulation
STATEMENT OF DEFICIENCIES X1] PROVIERSUPPLIER/ACLLA, {X2 BUALTIPLE CORSTRUCTHON %3 DATE BLURVEY
AMND PLAKN OF CORRECTION IRENTIFICATION NUKMBER: & BUILOING: COMPLETED
c
HALD3BO0S B.WING 02/08/2018
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P SODE
301 CRAIG STREET
WOODLAWN HAVEN MOUNT HOLLY, NC 28120
(4310 SUMMARY STATEMENT OF DEFICIENCIES s} PROWVIDER'S PLAN OF CORRECTION [E5)
FREFIX (EACH DEFICIERCY MUST BE PRECEDED BY FLALL FPREFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TaG REGULATORY OR LSC IDEMTIFYING IMFORMAT DN TAG CROSS-REFERENCED TO THE APPRCPRIATE CwTE
CEFICIEMEY)
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g LT - :
dent | QU Ity o DOHC
resident's who wantad milk. . . § ; L{;
P . - / i
_ ="t was my responsibility o check the refrigerator UJL__{J_L/ & TD (-/ ot e
. - aem . 4 i rog FT T
for expired milk. Rk N g & DA
-The PCA"s are supposed to pour the milk for the { h _ﬁ- 4 fﬂ}l&.d}- (b= ﬁ{}
———Tesident'sThey domotpoorthe cormect milk for { e
R — t |:|e_N|3.€_|3ﬂ ﬁeﬂﬁated-ﬂ%ets{ﬂ ESTEIIEI' B T T . [ — ——— :;_ S —
- "l ahways have milk that s wasted ™ " | et the ' _— , L
Resident Care Coordinator know.” The PCAs are \x -L-*'“ug{'ﬁ’ ul“'
her (RCC) respensibility, g;un’ L/£
-l 'am not responsible for them (PCAS) K_/LFLE’:LUL:’}" t}.« {,-'“Uh 4%
Feview of faclity recsipts for milk purchasad for 7 UQ, 1j . L’Uliél/
Decamber 2017 and January 2018 revealad: f w}-"‘u AAL
-38 gallons of 2% milk were ardered on 12/6M17
and 12/20/17. I O JE/L%UMM
- 4 gallons of skim milk were ordered on _ {
1201317, 111018 and 111718 Q.LL%_ 1..) ?Mﬁy_}
-32 gallons of 2% milk were ordered on 12427, C .
143018, 1/24/18, and 1730018 / ..f) Ly d
-25 gallons of 2% milk were ordered on 1/10/18 LW- AL . [,f
- g
and 1/17/18 _ A Ak,
-Based on cument census, 28 gallons of milk p & =7 a
were to be on hand for a three day supply as ‘l = (MD
indicated on the regular and therapeutic dist Uﬂ‘t} P{_/ﬁ -
manu, | L
—
- £A ,fmd.»ﬁhja
Interview on 27718 at 4:30pm with resident L‘;"’@/
revealed: M
"Staff gave milk to residents they know want L‘;’w I'L»'U .
rriilk." . [ Q
' . . I a -
-'I have milk on my careal in the moming." wm L{L{LM/D“ /1
-Resident does not raguest milk at any other ime. i 7 té
, p JAe
Interview on 2718 at 4:37pm with second —‘—D‘M Mﬂ@j‘(
resident reveakad: E{Lﬁw
o1 don'tlike milk so they nevergive ttome. R \_/Q_(l_&.ji\.‘
Wy usualy Fave sared ff &t supper 1T & Cé;ub}{-’ oo
- b . 3
Interview on 2/8/18 at 10:13am with resident !\ﬁ\/h/ A
revaalad: {\ L/ B WM
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-She typically gets milk st breakfast but no other
meal.

T weould dnink milk at every meal if it was
offared.”

Intendsw on 2818 at 10:18am with. resident .

reveaied;

-Milk is typically offersd only at breakfast, not
cther maals.

-He would probably nof accept it if offered at
lunch and dinner,

-"People can requast it if thay lika."

Interview on 2818 at 11:00am with the Manager
revealed;
= did net know we did not have skim milk for the
MCS therapautio dists "
-"I-did not know we did not have a 3 day supply of
ek,
-The D crders the milk that we need basaed for
the faciliby.

Intarview on 2818 at 11:30am with the
Administrator revealsd.

- - did not know we had to have a 3 day supply of |
mills for all the residents.” [ thought it was only !
for the residents whao requestad milk regulardy.”

D310 10A NCAC 13F .0004({=)(4} Nutrition and Food
Service

104 NCAC 13F 0904 Nutrition and Food Sarvice
(g) Therapeutic Diets in Adult Care Homes:
(4} All therapeutic diets, including nutritional
supplements and thickenad liquids, shall be

.. geryed as ordered by the residents physician. .

L 285

D30

Lokor cedtd )

i to (e gliea
cur @ kwch -
» Juskad ere )
e el

VI
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This Rule is not met as evidenced by:
Baszad on obsarvations, record reviews and
interviews, the facility failed to assure herapautic
diefs wera served for 4 of 4 sampled residents;

- Resident #2 with No Concentrated Sweets (NCS)

Rasident #5 with an NC3 dist, and Resident #2
with an NCE pureed diat and honay thickaned
[iquids with physician crders for therapeutio dists,

The findings ars:

1, Review of Resident #4's FL2 dated 050817
revealed diagnoses included gastrossophageal
reflix dizease, glaucoma, blindnass, excema,

history of back pain and history of colon cancar

Review of Resident #2% (3/31/17) hospital
discharga paperwork, on B2OEME at 12:00pm,
revealed a disgnosis of aspiration pneumonia

Revi'ew of Rasident #4's Fhyzician's Dist Order
sheet dated 05/08/17 revealsd a physician's order
for a texture modified dist, regular ground

Feview of the therapautic dist list postad in the
kitchen on 02/06/18 revealed Resident #4 was to
he served a ground dist,

Review of the texture modified diet (soft) menu
far lunch on 020618 revesled residants on a soft
diet were to be served ground glazed pork roast,
whipped potatoss, capn veoetakle blend, apricots
and pears, and a whaat dinner roll with
margarine.

e i ey YR

Manzager (D) revealsd:
-She had worked af this facility for 15 years,
-She was trained by the previous distary

_ diet, Resident #4 with a textured modified diet,

“[rEE ST OZoErTE et ir 3l wit the Dietans =

J,J,J»U *f&b}m E_,-U ]

D[T} fuuh._.{;%@__-_-
r \é&‘_:;(’ be \JD \glrﬂ\lfx{-
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manager, including preparation of therapeutic
menus and therapeutic substitutions
-------- =She and the cook were responsible for plating
food ta be served.
- -5he had a plastic box in the kitchen in front of -
the serving line where she kept 4 inch by § inch

resident,

-Tha Personal Care Aides (FCAS) removed a
resident's card from the box, placed the card an
the tray, and informed her and the cook which
digt to plate

-She or the cook handed the plate to the FCAs
and they delivered the tray to the resident.
-5he plated the therapeutic dists first.

-Thers was & diet shaet postad on the wall near
the serving line with the current list of dists for
2ach residant.

Observation on DA06M18 from 12:000m fo

12:45pm of the lunch meal servics in the dining

hall revealed:

-4 Personal Care Aid (PCA) brouaht Resident

#4's plate to his table.

-Resldent #4 was served ground pork roast,

ground vegetables, red skin potate wedges;

ground apricofs and pears; & wheat dinner roll

with margarine.

-The Dietary Manager (DM) was notified by the

surveyor Resident #4 received red skin potato

wedges instéad of whipped potatoes,

-The PCA removed the plate from the resident

before he ate the potatoes,

-The digtary cook whipped a portion of potatoes.

-In ¥ minutes the PCA returned the plate fo

Rasident #4 with the pc:-tato wedges removad and
emmmnms-Whipped potatoes-added--

Interview on 02068 at 1:15pm with tha DR
ravealed:

cards which contained the name and dist of each

f%%m

;;;{-%b\!/% L QUL
W +e e
%m.,,uﬁmm U4 9

Jhat U OO
OA ot BronHd

Mpidlawdt - P
D b, wvong

e Wf’if,g
éjf&g;wmm
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--The DM reported the PCA " miscommunicated to

her" the plate she was requesting was for a
ground dist. e
-The plate had the correct ground menu items,

-with the excaption of the serving of rad skin

potatos wedges.

" Ehe stated the cards in her box had the correct

digts for the residents.

-She plated the red skin potatoes on the ground
digt plate with the ground pork and the ground
capn venstablas.

-3he reviewead substitutions-hafore each meal on
the menus in har oifice whens she kept the
manus in a8 binder,

-She and the cook were supposed to lock at the:
meanu in tha binder befare sarving meals for
propar substitutions

Telephone interview an 02/08/18 at 12:30prm with
Resident #4's Physician Assistant (PA) revealed:
="l am not concarned at this time that the
substitution for red skinned potatoes was not
followed on 208018 for Resident #4, since | have
had no reports of choking or swallewing incidents
from the facility for this resident.”

="l do expect facility to serve proper dist
orders,...and o my knowlsdge they have.”

2. Review of Resident #%'s current FLZ dated
01/08/18 revealsd:

-Dragnoses included hypertension, congestive
hieart fallure, demantia, deprassion, unsteady
agait, type 2 disbetes mellitus,

-An order for a Mo Concentrated Sweets (NCS),
Fureed, No Added Salt (NAS) dist

-Review.of. Resident #8 Fhysician's Dief. Grder-

sheet dated 1201117 revealad a physician's order
for a NCS, Puresd, NAS dist and honay
thickened liguids. )
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AMD PLAK OF CORRELTION IGEMTIFICATICH NUMBER -, COMFLETED
A, BUILDING;
(e
HALD3S00S B. WG 02/08/2018
WEME OF PROVIDER OR SUFPLIER STREET aDORESS. CITY, STATE, ZIF CODE
' 201 CRAIG STREET
WOODLAWN HAVEN
MOUNT HOLLY. NG 2E120
410 SURMARY STATEMEMT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION Ky
PREFIX (EACH DEFICIENCY MLUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COHPLETE
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|
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Feview of DM's [ist of diet arders for the

sahving station, listed Resident #2's diet 25 NCS
- Pureed NAS diet .

Review of Resident #8's electronic Medication
Administration Record (eMAR) for February 2018
reveaiad a physician's order dated 04/1117 for
thickener, 26 ouncas, honsy thickenad
consistency with all baverages.

Observation on 020818 from 12:00pm to
12:45pm of the lunch meal service in the dining
hall revealed:

PCAs poured water, swest tea and unswestaned
tea in the kitchen area, and placed on carts.
-Residents werg servad drinks by PCAs from the
push cart. )

-Unesweetenad tea was designatad with & wooden
stirrer in the glass. .

-A PCA placed unswaetened tea with ice, and
water with ice, at Resident #9's place satting.

-No honey thickener was added to the liquids.
-The medication aide (MA]} was notiflied by the
surveyor that thickener was not added to
Resident #9'= unsweetenad t2a.

Interview on 020618 at 12:20pm with A
revaslad:

-Ha had never thickenead liquids for Resident #5.
-He did nat think she had an order for thickener
lzcause it is not on the MAR.

Dhservation on 02/06/18 at 12:25pm with BA
revealad:

dispensa date listed as 1112118
-He mixed 1 tablespoon of thickener into an 8
ounce glass of unsweetened taa

et e pened g new containerof Thick-hwith- ===

T T residents] pusted an kicher walasross from the T T T
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containaer for proper consistency.
-Instructions for haney consistency required 1.5
tablespoons to be added to unswestensd tea,

o revealed:

-The MA raturhed to the dining room and offered
Residant #5 honay thickenad unswaetenad isa,
-Resident #3 had completed her meal and was
lsaving the dining room.

-5he refused the heverage,

|ntervisw on Q20618 at 12:10pm with a PCA
revealed:

-She served Fasident #8 unsweaetenad tea with
ice, and water with ice at the lunch meal.

-5She did not know Resident #9 had an order for
thickened llouids.

-Resident #8 never receivad thickened liguids
-Resident #2 had sodas in her room provided by
a family meamber which sha drank without
thickener,

-If & resident had an arder for thickensd quids,
the MA would add the thickener fo the résident's
drink and the MA would serve it o the resident in
the dining room

Interview on 02/05/18 at 2:40pm with & second
PCA revealed:

-If & resident was on thickened liguids, the MA
gave the thickener fo the PCA

- The PCA thicksned the beverags and servad i
o the resident.

-There ware no residents on thickened liguids.

e e rviEw on OA/0BM B at T2 5pm wath OMTT
revealed:
~The thickensr was stored in the madication
oo,

-He did not refer to instructions on the label of the

- Dbservation.on Q2088 at 12:45pm in the dining

DHOPC Fo Chatk
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lAs were responsible for thickening beverages,
<The PCAs sarved the thickened baverage on the
push cart with the other beverages to the

residants.

“The thickensd I:qurl:l was not distinguished from

other arinks on the cart, The PCAs “just know"
which heverage had the thickener,
-Reasident #% was not listed on the digt shest,
located inthe kitchen, to have thickener addad to
her liguids.
-The DW did not list thickener or supplements on
the card system she used with distary information
for each resident
-The DM did not list thickener or supplaments on
the diet sheet posted in tha kitchan,
-t was the responsibility of the MAs and FCAS to
ko who was on thickened liguid
-t was the responsibility of the RCC to frain the
FCAs and MAs, " it was not my responsibility "

Telephone interview on 0200718 at 2:00pm with
the contracted pharmacist revaalad;

-The phamacy sent 100 packsts of thickener to
the facility on 0413017 for Resident #5,

-0 01712718 a 36 ounce container of powdsared
thickener was sent to the facility for Resident #3.
-The staff ordered medications and freatments
thraugh the eMAR systam.

-The phammacist entered the order on the eMAR,
-Mo ordars have baen recaived to discontinue tha
honey thickensr added to all liguids.

The order has been on the eMAR since 04/ 11117,

Ohservation on D2/0713 at 3:00pm revealsd:
-There weara h-.-n:l medmaunn carts with no packets

~Theare ware no pan:kets nf thickener in the
madication room,

-There was one 36 ounce container of thickener
in the madicafion room that had been opened at

AT Err i rﬂ—ef.:f_h-rd@ne-r_, L S P e D T e T et L .._..._T.._..i.___.. S N —
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12:30pm on 020618

Feview of the January 2018 eMAR revealed;
-The MAs documented the ihickenser was

administered evary day, with the exception of the

S |

DHMi14018, 01/20018, 01/2018, 01/23M18, 01/24/18
and DH/30/18

-Documeantation on the eMAR for those dates
was "resident refused.”

Imtendew on 02/07/18 at 3:30pm with RCC
revesied:

-MAs have the responsthility to prepare the |
thickener in the liquid with the cormect consistency i
according to the directions on the container, .
-The MA sarved the thickened liguid ta the i
reskdent :
-The PCAs were frainad by a Suparvisor and an '
axpariensad PCA upon hire using a 'Skills |
Ferformance Checkiist for Personal Care Staff in I
Adult Care Homes', '
-Section F3 of this form demonstrates knowledge
on monitorng dietary treatment

-The Registerad Nurse (RN} evaluated the _ !
competency of the staff person using the
Licznsed Health Professional Support (LHPS)
checklist, .

Updated informafion on a resident was
transmitted to the staff in 2 log book maintaine by
the RCC

-The log book was left in the staff loungs, and the
perscnal care staff were expactad to read the log
brook before their shift.

fbsivigw. on D208 A 0 Sam WA e e s e e e e A T e i R e
Supervisor revealed:
-SIC was responsible for entering all the
infarmnation orfa the FL2 form
-She: printad the current medlegtion list from the
Civisicn of Haalth Servica Régulation
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eMAR and franscribed those medications to the

FLZ.

-Zhe sent the FLZ to the presu:rlblng physician for
_. their signature.

hen the presc:nt:-mg phvsuc;an had skaned the

FLZ she placed a copy i tha residenfs chart and

a copy in & binder that was kapt at the nurses'

station,

The FL2Z was not s2nt to the pharmacy.

The FI2 was not checked for acourany when

returmed with a physician's signstura.

Telephons interview on Q20718 &t 5:30pm with
the Physician Assistant {PA) revealed:

-“Tha facility completed the FL2 information and |
signed the FLZ whan | coma to the facility.”

-l did not know the thickened liguid order was not
on the FL2 dated 1/8/18

=1 would like the arder for thickener to be
continued, and [ will call the RCC in the morming
to give her that order.”

-Resident's family member had brnughl food and
drinks to her roorm and thers had baen no ssues
{choking or swallowing),

-The resident is under guardianship and we do
not speak with the family member regarding
health concarns.

Imterview on D20EME at 11:00am with Resident

#9's family member revealed:

-1 have known the resident's diet order stated

sha was to have honay thickener in her liguids."

"l took care of her for years and know what she

can and can not est”

- have told the ROC she nesded her throst

e B FETEREd a0 she will Be fine e R g P £ i e e S

-She doas nof need thickener in her |u:|un:ls "E

give her soda all the time and she has no

proplem.”
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3. Review of Residant #2's current FL2 dated

- BT revealed diagnoses included
uncontrolled diabates, amputated great tos [2ft
foot. amputated right leg, fypertension,
gastroesophageal reflux disease, coronary artery

D310 |

disease, chronic Kidney disease stage 1, and
nErveE pain.

Review of Resident #2's Physician Diet Order
sheet dated 08/28/11 revealsd a physician's ordear
for a Mo Concentrated Sweets (NCS) diet

Intendew an 020718 at 3d48pm with the RCC
revesled:

=The policy of the facllity was to kesp onginal dist
orders o the chart. If the orders were changed
the RCC woulkd update the order on the original
dizt sheet.

-Ehe signed and dated the original shest
indicating thie new orders.

-Resident #2's diat orders had not changed since
DB/29/11. .

Raview of the therapeutic dist list posted in the
kitchen on 020618 revealed Resident #2 was fo
bs served an NCE dist,

' Review of the facility's weekly therapustic menu
for an NCS diet revealad:
-8 auncas of milk was on the menu for breakfast,
lunch and dinner,
-Fesidents on an NCS dist were {0 be served
skim milk,

Ohssrvation on /0618 from 12:00pm to

hall revealad:

-Tha PCAs poured water, swesl tea snd
unsweetenad tea in the kilchen araa, and placed
on carts.

cssamscete F 204 Gpinol theJunch: mealsenvice. inthe-dininge e e e T e

I}
Iy
i
!
|
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031G Continued From page 20 310

-Residents wera served drinks by PCAs from the I
o 1151 I 1= T [ |
-Fesidants were nof offsred milk at this meal.

Chservation on 2068 &t £:00pm in the Kichen i
_________ refAgETatEr FevEals " ! e
-Thare was no skim milk available to be sarved, i

Chservation on 02/06/18 from 5:30pm to &:00pm
for the dinner maal servica in the dining hall
revesled residents on an NCS dist ware (o be
served: :

- Cheesa and vegetable quasadilla, ssasonsd
rice, black bean and corn salad, sherbart, skim
milk, and dist beverage of their choice.
-Resident #2 was senved thiz meal.

-The PCAs offered all the residant's milk as a
bevarage.

-Resident #2 was sarved 8 ouncas of 2% milk |
-Reasident should have hean served 3 ouncas of !
skim milk i

|mterview on 02/08/18 at 10:24am with Resident
#2 revealed: .

-The milk he was served is the "same a3 everone
glsa " "I think it was regular not skim {milk).

ik was offfered at breakfast and lunch meals.

Raview of the facility recsipts for milk purchased
in Decamber 2017 and January 2018 raveslad:
-4 gallens of skim milk was ordered in December
2017,
-8 gallons of skim milk was orderad in January
2018,
-There were 20 residents on a NC3S diet in the ; '

o BB e e i et e o bt et A i

Interview on 02108/18 at 11:00am with the i
Manager revealad:

- She did pot know thers was not amy skim milk

Diwision of Health Service Regulation

STLTE FORM =] WAy D . IF cenbiratian shasd 21 of 43




PRINTED: 02/23/2015

FORM APFROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES 1} PRCAVDERISLIPPLIERACLIA A2 MULTIPLE COMETRUCTION {£3) DATE SURVEY
AMD PLARN OF CORRECTION [DENTIFICATION MUMBER: . X COMPLETED
! A BLALDING:
) c
HALO36006 B. WING 020812018
MAWE OF PROVIDER OF SUFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
301 CRAIG STREET
WOODLAWN HAVEN
MOUNT HOLLY, NG 28120
[X4}1D SUMMARY STATEMENT OF DEFICIEMTIES Ia} PROVIDER'S PLAM OF CCORRECTICHN ©EE|
FREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREET (BACH GORRECTIVE ACTION SHOLULD BE COMPLETE
This RESULATORY O LS IDENTIFYING INFORMATION THE CRO5SS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY]
D310 Continuad From pags 21 D310

for the residents on an NCE dist on 2618,
T -Shizdid mot Kriow iiow much milk was ordered
weskly.
=She did not know how much skim milk was
_ ordered.

-The DM ordered all the milk based on census,
diet nesds and cooking.

4. Review of Resident £5's current FL2 daied
210818 revealad diagnosas incuded diabetas,
hypothyroidism and hyperlipidamia

Review of Resident #5's Physician's Ordar shast
dated DB30M7T revaaled a physician's order for &
MNCS dist.

Feview of the therapeutic diet ist posted in the
kitchan on 0206/18 revealed Rasident #5 was to
be sarved a MCS dist,

Review of the facility's weekly menu on 02/06/18
at 3:00pm revaalad:

-8 ouncas of milk was on the menu for breakfast,
|unsh and dinnsr.

-Razidents on a NCE diet wera fo be served skim
il

Cbservation on 020618 from 12:00pm to
12:45pm revesied:

-FCAs poured water, sweel tea and unswestensed
tea in the kitchen area, and placed on cans
-Residents were served drinks by PCAs from the
push cart,

-Residents ware not offered milk at this meal.

e bhsarvatiorron-02/08M Bfrerm-5:00pm-to 8:00pm -
for the dinner meal sarvice in the dining hall
revegled:

-Tha PCAs offered all the residents milk as a
heverags.

e e

f\_}(; s }-;_(_{_,{JL-:! AL ‘-{’iﬁ"‘:—é

e &LU&L Stem
Nl QA Wi et
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-Resident #5 was sernved B ounecas of 2 % milk,

NCS dist

Intariigi Ier'L"DZ?DEHE &t 10138 wath Fesidan
-3ha receivad tha sames milk "as sverbody slse
does”

-3he received milk af the breakfast meal, not at
the lunch or dinner meal. "l don't think it is skim
milic."

="wouid drink milk at every maal if it wera
offered."

Review of facility recsipts for milk purchased in
Decsmber 2017 and January 2018 revealsd:
-4 gallons of skim milk was orderad in December

2017,

-8 gallons of skim mitk was orderad in January
2018,

-Therns wera 20 residents on an NCS diat in the
facility. '

[nterview an D208 E at 11:00am with tha
Manager revealad:

- She did not know there was not any skim milk
for the residents on a NCS digf on 2/G/18

-5he did not know how much milk was orderad
weakly.

-She did not know howe much skim milk was
ordered.

-The DM orderad all the milk based on census,
dist needs and cooking.

Inferview on 020813 at 11:30am with the
_ Administrator revealad:
for the residents on a NCE diet,
-Ha was aware of the amount of milk ordered but
wasn't aware that additional skim milk was

~Resident #5 should_have recsived skim milkper.. .. . .

‘He was not aware that there was no skim milk

D310
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D358 10ANCAC 13F . IDM{a] I".ﬂedlcatlc-n O 358

Administration --

“HiEH-am bl Al

108 NCAC 13F 1 DEI4 Med:catmn Admm:strsnon
(al An adult care home shall assure that the
preparation and administration of madications,
prescription and non-prascripiion, and treatments
vy staff are in accordance with:

(11 arders by a licensed prascribing practitionar
which are maintained in the resident's record; and
(27 rules in this Section and the facility's policias
and procadures.

This Rule is not met as evidenced by:

Based on obsenvations, infendews, and record
reviews, the facility failed to administer lactuloss
and Atrovent as ordered for 2 out of 18 residents
(Resident #8 and #2) obsarved during medication
pass resuiting ina 7% meadication emror rate

The findings ars:

1. Review of Residant #8's current FL2 dated
21218 revealed;

-Diagnoses included altered mental status,
apilapsy, and unspacific dementia without
hehavioral disfurbance,

A1 order for lactulose (used to decrasss the
amaount of ammonia in the blood) 20gm/30m!
solution 30ml four timas a day.

-The resident was mteymlﬁently d|5unented and

Review of Resident #8's signed physician order
sheet dated 811817 revealed an ordar for

Thadl
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lactuloss 10gm/15ml salution 2
tablespoonfls30ml (20gm) four Emes & day
scheduled at 2:00am, 12:00pm, 4,00pm, and
& ﬂOpm

“Ubsanvafion of the noon medication pass on
2508 from 11 15am fo 12:07pm revealsd:

-At 11:58am, a Medication Aids {MA)
administered lactulose 20ml of 10gmM15ml
solution fo Resident #3 in a clear plastic 1 oz
medicineg cup.

-The medicineg cup was graduated with
measurements for 1-2 iablespoons and 2.5-30
mil

-Resident #8 drank all of the lactuiose solution in
fhe meadicine cup

Interviaw on 208718 at 10:55am with the
Medication Alde who administered the 20ml of
lactulose solution to Resident 8 on 2/6/18 at
11:58am revealed:

-He routinely administered Resident #8's
medications on day shift, which included the
lactulose solution

-"She always takes i for me.”

"I have been giving 20ml."

-The eMAR entry had 20gm and he had misréad
that to mean 20m| for the doss of lactuloss.

Review of Residant #8's ammonia level
laboratory results reveated:

-0n 8/26/17, a resulf of 5%, a high cut of rangs
value (normal range 18-53).

-0n 12/28M7, a result of 61, a high out of rangs
valle (normal range 18-53).

Dbser-.-auun uf Remdent #a's iac.tuln:rse snlutmn
available for administration on the medication cart
on 2618 st 3.51pm revealed:

-There were 2 plasfic 1892ml containers of

Bhvouddl W (0

|
i M (s Wtk
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lactuless 10gmd1amil solution on the medication
cart for Resident #3

-Cne container had a dispense date of 12/8M7.
-Thesecond container had & dispenss date of
viie o
~The confainer with a dispense date of 12/8M17
had been openad

-Thers was approximately 1/8 of the lactulose
solution remaining in the container dispensad
121817,

-The container with a dispense date of 1/11/18
had been openad

-There was approximately 34 of the laciulose
sofution remaining in the container dispenssd
1111118

Talephons intendew with the facility pharmacy on
2718 at §.45arm raeveslad:

~The most current order for Resident # B's
lzctuless was for 10gmi15ml solufion 2
tablespoons (20gm) four times a day and was
datad 12/8M17.

-They had dispensed two 1882mi containers of
[actutose 10gm/1Emi salution for Besident 88 ons
container on 12/8M7 and a second containaer on
11118 (for a total of 3784mi)

-Orva 1892mil container provided a 18 day supply
of the medication.

Interview with Resident #8 on 2718 at 11:20am

rewvesled:

-Thea resident raceived "green liguid” meadication

from staff,

-She remembersd getting the medication at

"breakfast, lunch, and before bed.”
s==Ulgin'tgefting it no four fimes g day ™

Review of Resident #8's November 2017
electronic Medication Administration Record
eMAR) revealad:

- Complitien dadis-
O AL Nenidhds
v ﬁ;m,@; ___________ _
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D 338

-An enfry for lactulese 10gmd Sml sclution take 2

Ttablgspaans [20g) four Bmes 2 Tay scheduled for

at B:00am, 12:00pm, 4:00pm, and 8 00pm

-The lactuiosse was dooumented administerad 112
occurrences out of 120 opporunities from 11117
o 11/30M17.

-The lactulose was documented as not being
administerad on 1172347 B:00pm to 1172617
4:00pm, because the resident was "out of facility.”
-According to the eMAR documentation, 3360

mis of lactulose would have been reguired to
cover tha 112 documented administrations in
November 2017,

Review of Rasidant #8's December 2077 eMAR
revealad

~An entry for lachuloss 10gmd 5mil solution take 2
tablespoons (200) four times a day scheduked for
at 8:00am, 12:00pm, 4:00pm, and 8 00prm.

-The lactuloss was documentad administerad
122 poourrences out of 124 opportunities from
12017 1o 1203117,

-The laciuioss was documentad as not being
administared on 12/25/17 at 4:00pm and
1202617 at 8:00pm, becauss the resident was
"out of facility.”

-According to the eMAR documentation, 3660
mls of lactuloss would have been requirsd to

" cover the 122 documented administrations in

Decembear 2017

Review of Residant #8's January 2018 eMAR
revealad: .

-An entry for lactulose 10gm/15ml solution take 2
tablesponns {20g) four times a day scheduled for

-The lactulase was documentad administered 76
ocoumences out of 124 opportunitiss from 141718
to 1/31/18.

-The lactulose was documented as not being

ot B:EANT=42: DO -0 P ane-BrBPRI: =i i st sttt e
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administerad on 1/20/18 at 8:00am o 1/31/18 at
8;00pm, because the resident was in the
"hospital,”
-According to the eMAR documentation, 2280
T s AT ECiulose wolld Rave Bedn réquiredto
oot T B donurvented-adeinistrationg o
Jdanuary 2017,

Review of Resident #3's February 2012 eMAR
revealad:

-An entry for lactuloss 10gmd! 5mil solution take 2
tablespoons (20g) four times a day scheduled for
at 8:00am, 12:00pm, £:00pm, and B:00pm.

-The lactulose was documentad administered 18
aoeurrences out of 24 opporfunities from 2/1/18
o 2/EM8.

-The lactulose was documented as nof being
administersd on 20118 at 5:00am to 2/218 at
12:00pm, because the resident was in the
“"hospital."

-Aoocording to the eMAR documentation, 540 mils
of lactulose would have been requirad to cover
the 18 documented administrations in Februany
2017

Intarviaw with the Resident Care Coordinator
(RCCY on 2718 at 1:50pm revesled:

-Residant #5 had "just come back from rehab.”
-"She's been on 2 tablespoons four timeas & day
since April 2017 "

-The WA gave 20ml "becausa it says 20g on the
eMAR. That's probably why he gave 20ml"

=" think 1l have the pharmmacy to put 30ml on the
alAR entry.”

at 10:01am revealed:

-She usualty worked day shift.

-She gave Resident #8 lactulose %in the moming
and at lunchtime "

e dDtE i with s second medication alds on 28018,
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= glve 30ml"
e OutbesidetheeMAR entry it has how many mil
you are supposed fo give”

_ Telsphone interview with Resident #8's Hospics
Murse on 2818 at 11:17am reveaked:

-Fesidant #8 had been on "actuloze forever,”

="l thought she had a hisiory of aleohel abuse.”

-"She's baen on that as long as | can ramember”

-The primary care provider still managed

Resident #2's medications and they woukd nesad

o be contacted with any questions regarding the

rasident's medications

Telephong interview with Resident #3's Nurse
Practitioner on 21817 at 12:17pm revealad:
-Resident #8 was receiving the lactuloss dua to
"slavatad ammonia levals

-Elavated ammonia levels "caused increased
confusion amaong othar things.”

~'I've never seen [staff] give the medication to
know what they have been giving."

-"They should be following the correct order.”

Intendew with the Facility Manager on 2/8/18 at
12:56pm revealad:

-She and the RCC would be implemanting cart
audits "fo see if the laciulose is being given.”
-z will do soma fraining with staff.”

2. Review of Resident #8's current FL2 dataed
18718 revasled:

-Diagnoses included congesfive heart failure,
dementia, and Type 2 Diabetes Mellitus.

-An order for Atrovent (used fo relax the musclas

T ~in-the-sirways) HEAZ puffs three imes-a day

-Tha resident was constantly disoriented and
semi-ambulatary,

Review of Resident #9's signad physician order
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FORM APPROVED

~ Observation on 2/5/18 from 2:30pm to 2:51pm

sheet dated 1211117 revealed an order for
Atrovent HEA Inhale 2 puffs three timas & day wait
1 full minute between puiis scheduled at &;00am,

e E00pm. and E000m.

ravested

-At2:81pm, a Medmauun Alde (MA) administared
1 inhalaton of the Atrovent HEA 17 mea/actuation
tn Resident #9.

“The M did not offer Resident #9 & second
inhalation

-Tha Ma offered Fesident #9 a sip u:uf watar after
the inhalation,

-The KA then left the cup of water on the fable
and refurned ta the medication cart to retum
Resident #9's Atrovent inhaler to the drawer
wheare the resident's other medications wera
stored.

|misrview with Rasident #8 on 2/6M18 at 3:10pm
revealed Resident #2 stated [ think so" whan sha
was asked if she had gotten a deep breath of the
Atravent when it was offered to her by tha WA

&0 imterview on 2B E st 5:25pm with the MA
who adrministerad the Afrovent o Resident 22
revaaled:

-Resident #%'s sMAR "says to give 2 puffs” of the
Afrovent HFA inhaler

" did fwa."

-"i forgot to wait & minute, before | did the other
one,”

Telephone interview with the Eamht:,- pharmacy oh
-= 2 18-ak-0d5am-revaalad=

-The most current order for F{emdent #Ho's
Afrovant HFA inhaler was 2 puffs a three times a
day dated 10/3017.

“Thay had dispensed ane inhaler on 10/30/17 and

STATEMENT OF DEFICIENCIES (%11 PROVIDER/SUFFL ERICLLA (#2 MULTIPLE CONSTRUGCTION %3 DATE SURVEY
AHND PLAN OF CORRECTION IDEWTIFICETION HUMBER: A BLALDING: COMPLETED
C
HALDIB00E B. VNG 02/08/2018
WAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIF'COOE
WODODLAWN HAVEN 301 CRAIG STREET
KMOUNT HOLLY, NG 28120
[Hdy 10 SLREMARY STATEMENT OF DEFICIENCIES ] FROVIDER'S PLAN OF CORRECTION fet]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIY JEACH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG REGULATCRY OR LSC IDENTIFYING IMFCRMATION) TAS CROSS-EEFEREMCED TO THE APFROPRIATE DaTE
DEFICIENGY)
D358 Continued From page 29 0358
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D358 Continued From paga 30 D 356

the resident.

inhaker,

revesled:

"resident rafused.”

revealed:

Ohservaﬂan uf Resudent #9 5 Atr-:went HFA
inhaler available for administrafion on the
medication cart on 2718 at 2:00pm revealed:
-Thers was ong inhaler available on tha.cart for

-The label had & dispenss date of /518
-The inhaler had an indicator above the mouth
plece that Indicated there ware 180 more

Feview of Resident #9's December 2017 eMAR

-An antry for Atrovent HFA inhale 2 puffs threa
times a day wait 1 full minute between puifs
schedulad at 8:00am, 2:00pm, and 8:00pm.
-The Atrovent was documented as administerad
22 pocurrences out of 83 opporunities from
12117 to 1203117,

-The Atrovent was documentsd as not baing
administered on 12/14017 at 8:00pm because the

Review of Residant #8's January 2018 eMAR

st AFFERTY fOT ATOVE AT HF AN Rals 2 puffe thiree
fimes a day wait 1 full minuts betwesn puits
scheduled at 8:00am, 3:00pm, and §:00pm.
-The Atrovent was documanted as administered
85 ocourrences out of 93 opportunities from

a sacond inhaler on 175018

-Oing inhaler provided 200 metered puffs or a 33

day supply of medication for Resident #3 with the
~o—. . _curment-dosing and freguancy.

%ﬁ.wb./'h Or—_ Qﬁ/ﬁ

- Opundal i
inhalations remaining in the inhaler. : M@l} ‘{ -{_A Laf’ﬂ-,,l hﬁ.LL"E_,G

Telephone imtsrview with the facility pharmacy on
2/8/18 at 8:25am revaaled the indicaior on the
front of the Aflrovant inhaler above the mouth
pieca indicated the doses that remained in the

Py Praamaty

TOPC, o Momdor

M u\)gb ,‘t LUA&\}W
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(X3 DATE SURVEY
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C
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STREET ADDRESS, CITY, STATE, ZIP CODE
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[y SUMMARY STATEMEMT OF DEFICIEMCIES
PREFIX (EAZH DEFICIENCY MUST BE PRECEDED BY FLILL
TamE REGULETORY OF LSC IDENTIFYING INFORMATIOMN

1D
FREFIX
TaG

FROVIDER'S PLAN OF CORRECTIORN
(EAGH GORRECTIVE ACTION SHOULD BE
GROE5-REFERENCED TG THE APPRCFRIATE
DEFICIENGY)

K5
COMPLETE
DAETE

1118 to 103118,
~=The-Atroventwas documented as not being
administered on 8 ocoumsnces (1/1/18 at

D358 Continued From page 31

revealad

refisad.”

revagled:

 1/B/18 at 8:00am, 1/14/18 at 8:00am, 1/22/18 at
3.00pm. 1/23/18 at &-G0am, and 1/24/18 =t
8:00am) becauss the "resident refused.”

Feview of Rasident #2's February 2018 alMAR

=An antry for Atrovent HEA Inhals 2 puffs three
timas a day wait 1 full minuts batwean puffs
scheduled at 8:00am, 3:00pm, and &;00pm.
-The Afrovent was documented as adminizterad
17 socurrences out of 19 opporiunities from
2/118 1o 2/7/18 at 8:00am,

-The Atrcvent was documentad as not being
administered on 2 ocourrencas {20118 at 8:00am
and 25013 at 8:00am) because the "residant

Interview with the RCC on 2/7/18 at 2:05pm

-The MAs wers frained to read the eMAR and
"give what it says."

-Resident #9 needed "ong of those chambers™ to
help the resident get the maximum benefit from
the Atrovent inhalation

- see about gefting one of those "

"I have to make sure they are giving two puffs.”

Telephone interview with Resident #8's Hospice

Nurse on 2/8/M8 at 11:33am revealed:

=The primary care provider was still "handling” the

resident's medications.
cimmmen e osRasdent #8. may be gefting-to the point that shee e o

can't [inhale] properly.”

Telephone interview with Resident #2's Nursa
Practitioner on 2818 at 12:17pm revasled;

D 358
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0358 Confinued From page 32 0358
-Fesident #39 has a diagnoses of heart failure and
wias thereasan for tha order for the schadulad
Atrovent
- =-Ne one has repaned shoriness of breath or
wheezing or anything like that, then at this point L
she's fine"
-"If she's not getiing that, then | can addrass iton
my next visit”
Imterview with the Facility Manager on 28016 at
12:55pm reveaiad:
=TWe will do some training with staff.”
~The RCC was working to get & device for the
inhalaer "to make & aasier for tha resident” io
inhale tha medication,
D387 10A NCAC 13F 1004()) Medication [ 367
Administration
104 NCAC 13F 1004 Medication Administration
{1 The resident's medication administration
record (MAR) shall be accurate and includs the

medications or treafmenis and the reason for the

following:

(1) resident's nams,

(2) narme of the medication or reatmeant order;
(3) strength and dosage or guantity of medication
administered:

{4) instructiens for administering the medication
or treatmant;

(5] reason or justification for the administration of
medications or treatments as neaded (PRN) and
documeanting ths resulting effect on the resident;
(&) date and time of administration;

{7 documentation of any omission of

“omission, ireliiding refhsals; and,

{8 name or inifials of the person administering
the medicabion or treatment, [fintials are used, &
signature equivalent to thoss initials is o be

Divizion of Healih Sarvice Ragulation
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0387 Continued From pags 33 D 367

The findings are:

11T revealed:

5

amaount givan

documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by . R
Basad on obeervations, interviews, and record

reviews, the facility failed to assure the accuracy
of the alectranic Medication Administration
Fecords {eMARs) for 1 of § sampled residents -
[Fesident #2) related to documentation of tha
adrministration of insuiin.

Review of Resident #2's current FLZ dated

-Diagnoses included uncontrolled digbstes,
hwpartension, coronary artery disgase,
hyparlipidemia, and chronic kidnay dissase stage

-An arder for Humalog 10 units inj=ct three timas
dally before meals (a fast acting insulin used to
control blood sugar).

=& order for Humaloa per sliding scals at
7.0am and 500pm using the following scals:
151-200=2 units; 201-250=4 units; and
251-300=58 units; 301-350=8 units; 351-400=10
units, =400 add 12 unitz and call physician

Feview of Rasident #2's December 2017

alectronic Medication Administration Record

{eMAR) revaaled:

-An entry for the Humalag 10 units was

documentad as administered daily at 7:00am,

11:30am, and 5:00pm,

=There was a space providad for the inffizls of the
+MedicatiomrAide “1.,1 n":".i'lﬁ'l'e fingE‘FSﬁ{*"b‘[DDd'SUQQF' S Vi SO -

result (FSBS), the site of injection, and the

-Imsulin was not documented correctly for 19 out
of B0 opporunites with examplas as follows:

| :“mm\m;i Lok
Cin £Mie. o paciide
Spale To Aclinuict
Vot qutn e
Ondung State vl

Qv dl Spate [504

(MOt it Qe
ool wilon

{

g
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D367 Continued From page 34 O 357 i

-On 12017 at 5:00pm, 2 uniis wene documentad :
as administared, and 10 Units sholld have been I ,
administersd. |
e FON12043017: 2t 5:00pm, 12 unils were . ' SRS E . R |

should have been administerad.

Furthar review of Resident #2'= December 2047 i '
eMAR revealed: |
-fn entry for Humaleg, use per sliding scale
before meals and at bedtime (1571-200 add 2
units; 201-250 add 4 units; and 251-300 add &
units, 307-350 add 8 units; 351-400 add 10 units, |
=400 add 12 units and call physician.) i
-Tha entry for FSBS daily and scheduled at
7:00am and 5:00pm,

-Insulin was not documented for 25 out of 39
opportunifies with examples as follows:

-0n 1217 at 5:00pm, the FSBS was 243, 10
unite were documented as administered, and 2
units shauld have been documentad as |
administerad.

-0 121347 at 5:00pm, the FSBS was 106, 12
units were documented as administensd, and 2
units shauld have besn documentad as
administerad.

Reviaw of Resident #2's January 2018 eMAR
revealad:
-Insulin was not documented correctly for 15 out
of 33 apportunities with examples as follows:
-On 198 at Ti00am, 12 units were documseniaed
as administered, and 10 units should have been
documentad administered.
-0 115018 &t 7:00am, 0 units ware docurmented

..-....m.vw..-._-..ag.‘admlnlgtared;.énd.-|.|:| Unitﬁ Should'hﬂﬁ'b%n"‘ SR T PRSP pp—, LS s il St i A i P s ST 5 e S i e e
documentad as administerad.
-0 102018 at 5:00pm, 2 units wers documented
as administered, and 10 units should have bean
documented as administerad.
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D367 Continusd From page 35 D 367 :

Further review of Resident #2's January 2018

=hAR revesled:

=An enitry for Humalod. use per sliding scale
__before meals and atbedime {151-200add2

uhits; 201-250 add 4 units; and 251-300 add &

writs; 301-250 add 8 units; 361-400 add 10 unifs,

=400 add 12 units and salk physician.)

-The entry for FEBS daily scheduled at 7:00am

and 5:00pm.

-Insulin per 55! wes not documentad for 18 out of

24 opportunities with examples as follows:

SO S8 at To00am, the F3BS was 183, 12

units wera documentad as administered, and 2

units should have been decumenied

administerad.

=0 171518 at T:00am, the FEES was 88, 10

units wers documentad as administerad, and O

units should have baen documsanted as

admimsterad. )

-0n 142418 at 5:00pm, the FSBS was 198, 10

units were dogumented as administerad, and 2

units should have been decumanted as

administerad.

Review of Resident #2's electronically signed
hospital dischams summary dated 172318
revealzd a physician's arder to discontinue
Humaleg,

Review of Resident #2's physiclan's order dated
1126118 revealed:
-An order for Mowvolog 8 units inject thres times |
daily before meals (a fast acting insulin used to
control blood sugarn) .
e QPO ETTO ND‘-‘@H)Q-DEI' s[iding SO e TR O s s v Tt s e e e e e i i T e 5T ik o o gy i ey 47
times per day befare maals using the fallowing
scale 181-200=1 units; 201-250=2 units; and
261-300=3 units; 301-350=4 units; =380 add &
units and call physician.
Division of Health Sanvice Regulation
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D367 Comtineed From page 36 D367
" Further review of Resdent #2's January 2043 ; -i i (_L f.,“i. /
eMAR revaaled: “_../L"‘(‘“L-’ I j\
A entry for Novolog 8 units seheduled for . I.{; i ‘u ‘{ 1{1, b}U\__G_
au:!rnmrstratmn at f__!:llilam 11:30am and & Olpm. o . ) -
~There was an entry for Novolog use per sliding
scale three times per day before meals using the - @ !L \ U~ ﬁYL
falkowing scale: 151-200 add 1 units; 201-250 add
Zunits; 251-300 add 3 units: 301-350 add 4 units; (j\m jf"'vi
=350 add & units and call physician. [ M{_/La i—’i"ﬂfm W
-There was a space provided on the eMAR for ! C/f\ i ny
the initials of the Medication Aide (WM&} who dld m&w w M
the FSBS S P
-Thera was not o space provided on the eMAR i f'i (C/(.I,L tﬂr,{ Uv'l i LL-’{ Lq
far the for the amount of additicnal insulin L “‘1 . W
administersd 1 P 5:/&_\ { ok '
-Insulin per 551 was not docurmented for 7 out of bﬁ.‘,‘?}/{ E”'% ;
© T opporiunitiss with examples as follows no h EL/{’\GQH
«Ort 1727118 at 5:00pm, the FSBS was 183, no CE}{Q/ el ﬁ
units were docurmented as administered, and 1 ” e fE
unit should have basn administered. i : . if N L W‘L/
-0n 1/30/18 at 7:30am, the FSBS was 212, no I
Lnits were documented as adminisiered, and 2 i '
units should have bean administersd. ;
-On 1/30118 &t 5:00 pm, the FSBS was 243, o ~2r O “(d-
units were documented as administered, and 2 D_/ i C, !
units should have bean administered, M
-On 1431018 at 5:20pm, the FSBS was 112, no ! (l\'"\(%_ﬁ,-'k_,,
units were documented as administered, and 1 | ¢
unit should have been administered, resident r\’\%{,&
refuzed being documented as reason why _
medication was not administerad bﬁ{\' L{_J,[
Review of Resident #2's February 2018 eMAR '
revealad; \_,"\W L\.knl \l‘\;l*-f{z {A;Lia.r{:ﬁ:}-
efirantry-forNovolog-Bunits soheduled forse- 3
‘administration at 7:00am, 11:30am and 5:00pm. G,t\
-There was an eniry for Novolog use par sliding L)L/Cfb 1L Jé/l
scale three timas per day before meals using the u \H‘
following scale: 1571-200 add 1 units; 201-250 add \)L,D'w "\ &é: ﬂWL 1
Division of Health Service Regulation ]
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2 units; 251-300 add 2 units; 301-350 add 4 vnits;

-~ =3580add-5units and call physician.-

-There was & space provided on the eMAR for
the inltials of the Medication Aide (MALwho did

“the FSBS,

" There was not a space provided on the eMAR
for the for the amount of additional insuiin
administerad.

-Insulin per 33| was not documented for 13 out of
13 opportuniies with examples as follows:
-0n 2118 at 7:30am, the FSBS was 181, no
units wiere documanted as administerad, and 1
unit should have been administerad,

-0 2/218 at 12:00pm, the FSES was 34, no
units were documented as administered, and 1
units should have been administersd.

-0 2M118 at 5:00pm, the FSBS was 207, no
units wers documantad as administarad, and 2
units should have been administersd.

Interdew on 2/7/18 at 3:40pm with a KA
revealed:

-She worked sacond shift as the MA on the
haliway wheare Resident #2 resided.

-She knew of the order for Homaloo 10 units
which was administered to Resident #2 in
Decarmber 2017 and January 2018

-She thought it was confusing for where to racord
the sdditional sliding scale units of insulin in
Decamber 2017 and January 2018

"l theught | recorded it corectly, but now [ see
that it is incorrect”

-She did not ask anyone for clarity for how o
record insulin.

-She knew of the order for 8 units of Novalog

~-before-evancmeal-and-the:- 551 order for NMovel g wesburimmm v

that began at the end of January for Resident #2.
~She knew the eMAR system did not have an

~enfry for the amount of Novelag insulin glven per
the 35| crder.
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-She had not informed anyone at the facilfty about
. [he. |ack Df E‘ntr}' SFIE"CE‘. beﬁause She ThUUQI'ﬂ'that”_' e R - e e : : e
was how it was supposed to be.
__-The eMAR indicated the amount of nsulinto be
arvan, based on the sliding scale order,
T -She knew Resident #2 recaivad the 550 a8
ordered, becauss she gave itio him.
-The RCE was responsible for enfering
medication ordars into the akiAR,

Irferview with a second MA on 2718 at 4:00pm
revealed:

-Sha had administerad the 551 a2 orderad for
Fasident #2 when she worked that haliway. :
-She falt certain Resident #2 "always” recelvad _ | ;
the 35! as ordared. | : |
-5he knew of the order for Humaleg 10 units
which was administered to Resident #2 in [
Pecamber 2017 and Jfanuary 2018,

-3he combined the amount of Humalog given
with the sliding scale and documenied amount in
both placas an the eMAR bacause that's what
she thought was corfect, and no one told her it
WES Wrong. .

-Sha fal like she had some training on the sMAR
systam, but could not remember |
-5he had not noticed thers was no enfry space on : !
the eMAR to document the amount of additional !
Movelon administersd as needad for Resident #2,
-She entered her initials in the eMAR to indicate
the insulin was given, but did not notice thers was
no space to document the amount of insulin

qiver

Telephone interview with the pharmacist at the I
s et Sted pharmacy on 281 B. 8t 100w i s st s R e

revealed: !

-The pharmacy was responsible for order antry i ;

into the eMAR system for SS1, ;

-The facility provided orders and entered in the i
Dhwigion of Health Sarvice Regulation
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elAR system,

-They ware-notified -on-2/6(18-by the RCT that
thens was no space to document the amount of
ingulin given for the Novolog sliding scale. .

-5he had mads the correction in the El"ﬂ-"—".R
system so the anfry was avallablz forthe ™

additional Novalog for Resident #2.

Interview with Resident #2 on 2718 ai 1.54pm
revealed:

-He felt the stalf gave him his insulin as
prescribed.

-The staff gave him insulin whan he was
supposed to get i unless he refused gr he was at
dialysizs.

Interview with the Resident Care Coordinator
(RCC) on 2/8M18 at 11:30am revealed:

-Zhe did not know the Humalog was documentad
incorrectly on the eMAR for Humalog in
Drecember 2017 and January 2018,

-She did not know the MAR system did not have
a space to document the additional Novalog as
ordered for Resident #2,

-5ha was responsible for reviewing the elMAR
periodically, howsver she had not checked the
instlin administered only that the insulin was
listad on the eMAR

Interview with the Facility Manager on 2/6/18 at
12 4d4pm revesisd:

-She did not know the insulin was documented
incarrectly on the eMAR for Resident #2's insulin
-She expacted RCC to review eMAR for
BCCUTECY, but understood that it may be foo much

-fonone personto review. .

-She expectzd MAs fo nut|f:.r the RCC w1th arrors

they nofice with aMAR and if they have questions.

Interview with the Admiinistrator on 28018 at

[ 3E7
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1:28pm revealad:
-He did not know insulin was baing documsntad
incarrectly on the eMAR for Rasident #2's inzulin.

enzure staff was documenting correctly

2. Raview of Resident #8's FL2 dated 01/08/18
revealed dizgnoses included hyparsnsion,
congastive haart fallure, dementia, depression,
unsteady gait, and type Il diabetes mellitus

Feview of Resident # @'s signed physician's
orders dated 12171147 revealsd Mo Concantrated
Sweats (NCS), Pursed, Mo Added Salt (NAS) dist
with honey thickenad liguids.

Feview of Residant #9's electronic Medicafion

- Adminkstration Record (eMAR) for Decamber
2017 revealad:
-An order was entered for thickenar, 35 ocunces,
uze as directad dafed Aprl 11, 2017,
-The eMAR showsd the Medication Aldes (MAs]
documented that the thickensr was administared
eviey day during the month.

Inferview on Q20618 at 12:20pm with MA
revealed: )

The MAs ware responsiile for thickening drinks
for residents on & thickenad liquid dist.

-He had never thickenad liquids for Resident #8
-If & resident had an order for thickened liguids it
would have bean visible to the MAs on the
resident's ehlAR.

-He did not think sha had an order for thickener

aMAR for clanfication

-He opened & new containar of thickener with
dispense date listed as 01/1218

-He had not administered honey thickener 1o

_ -He sxpected RCC to review the eMAR often and

‘He sxpectad the manager to oversee the RCG.

D 367
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Resident #8 in the past.

oM did notknow why he-signed the eMAR for
“resident refused” if the thickenar was not in the
facility

T T TElgphong interview on D20V B et 200pm it Ty
the pharmacist revealsd:
-The pharmacy sent 100 packets of thickener to
the facility on 041317
-The next time the facility requasted thickener
was on 01/12M18; a 36 ounce containar of
powdered thickenear was sent to the facility.
-The staff ordered medications through the eMAR
system
-Mo ordars have been recsived to discontinds the
honey thickenar.

irterview on 020718 at 3:20pm with Resident
Care Coordinator (RCC) revaslad;

-The MAs wers responsible for preparing the
thlckener in the liguid with the comect consistency
according to the directions on the container

-She did not know tharg was no thickensr in the
facility for 184 days..

-She did nat know that during this fima the MAs
wera documenting the thickener as administered.
-Prezantly, thera iz no oversite of dosumentation
of medications on the elAR,

-Cart audits were assigned to the MAs on third
shift to ensure the medications werz on the cart
for the existing orders,

Telephone interviaw on D2/07/18 at 5:30pm with
tha Physician Assistant {FA) revealed:

-Thea facllity completed the FL2 information and . -
She signad.the FL2 when she would cometothe .o e s o s e e e _— |
facillty. ' !
-1 did not know the thickenad liquid arder was not
oh the FL2 dated 01/08/18." ;
"I would [k the order for thiskenar ta be ;
Division of Haalth Senvice Regulation )
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__ feceiving thickened [i
has not had any re
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continued, and | would call the BCC in the
——————rharming to-give-her that order.”
-5he was nof concarned with Resident #8 not

uids as ordered, as she

choking incidents.

of swallowing dificulty or

0 3ay
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