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000 nitial Comments | €000
The Adult Care Licensura Section canductedisn }
annual survey on Saptember 20, 2018. : .
1 H [
|
cord 10ANCAQ 136G .0315(a)(1) Housekeeping afid I cora
* Furnighings ; i
1
[ 10A NCAC 13G 0316 Housekeaping And
| Furnishings
(1) Each family care homa shall:
(1) have walls, cellings, and floars or floar
coverings kept clean and in good rapair;
This Rule shajl apply to new and existing horbes. i
i
g
This Rule is not met as avidenced by: i
i Baged on observalions and interviews, the fagility l
failed to assure the walls, ceilings and floors fvera
kept clean and in good repair in the living ragm,
kitchen, bathreom, and residsnt bedroom dacl)rs.
. The findings are: ;
| Observation of the Kitcher o 09720/18 a Sidbarm Kitchen cowertop strip | —
" revealed: :
-There was an araa approximately 8-feet by was or de"ﬁf;d on ol and
, 4-inchas on the front edge of the countertop fhat Should be | and tompleitd |
i was mlssing, exposing the wood, bg fo / SSHEY . |
1 -Thare was a crack in the linolaum flooring i
| approximately 8-inches in length: the lincleurk Ling }e Wi was O[‘d&?‘&d oy olas “ g
| . . . N '
| finoring was raized on each side of the hole. JOI !"”I % ’{10 - Kl‘fd’m ~P!0or. 1519
Observation of the bathroom to the left of thef T should be ) ™ and CDMPM
facility's front anfrance on 09/20/18 at §:57a b\ﬁ lofas)iz .
revazied: .
_~Thera was a hole in the linoleum flaoring Linoleum Wa s ordered on 1o/ash ¢
- approximately B-inches by 4-inches exposing the folimhgsfor bcdhp oon £ foor
- waod flaoring, . Tt Shoud be in and compieitsd
-Tha caulking around the bathtub was stainedl Yy jolac] e
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C @741 Continued From page 1 Co74 Caulring has been removed ! M!S’)I%’
5 v_v;;h blaok mifdew. s wall bt and replaced with ngwl
 ~There ware two areas on the wall bahind the gink -
© that had been patched, but had not been palnted, Cauwioon bcd*}‘\\'“o om k],
i —:he toilet paper holder had bean Instalied wi Padches were. paintesd on  ojvihe
! the opening turned to the outside of the fixturg, . : +hrvom k| .
' prohibiting the holder to be insered into the ol l '3 bOu (_\1
* fixture that would hold the tollet paper in placed, .
re paper in p The. oilet paper holdel™ ge)e
Obsarvation of the living room celling on 08/2¢/18 h&% been installed Q“owm)ﬁ
at 10:p0am reveaied the ceiling had crackad v « :
. plastar that extended fram the hallway into th AL cellingd were repai red | (o}ig)1¥
! fiving room that was approximately 8-fast in en 1ofig)%-.
_length by 2-inches wide.
Observation of the dpors to the right of the fadifity
entrance on 0§/20/16 a1 10:01am revealed: - + Foles o
. ~There wers three doors that had holes patched: The. doors \PhDL had . ’ I}Q})?’
the patched arees had exposed holes and ha woere. repal red and pai ried,
| not been sanded ar painted. ‘
: wTha paint was worn away around the door Y o n"rﬂd is
handles and the edge of the doors exposing 'Th{' door 3 w{% &oﬁared ! “?h ¥
wond; the doors had multiple areas that were ; st poere. dist )
discolored.
Observation of the hallway to the left of the fagifity The. bed oo 4@ ors were ||l oh gf{ &

sntrance an 09/20/18 at 10:33am revealed thiee
bedroom doors with worn paint, leaving the doors
discolorad.

| Interview with 2 Suparvisor-in-charga (SIC) of
L 09120118 at 10:22am revealed:

| -He cleaned every day, he weashed the doors fit
| lsast once & week,
! “The maintenance person had patched the ddors
i but had not finlshed the repairs; he could aot
! recall when the doors had baen patched.

; ~Ha knew the toilet paper dispenser was instafled
i incorrectly, and the spoot could not be used iy
i hold the tollet paper in place because the holger
; was tuned in the wrong direction.

pained

|
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l person had not finished; he did nof know whe
the malntenance person was scheduled to rethm.
~Ha had rioticed the linoleum was split in the

1 Kitchen; be did not recall how lohy it had bear

i split,

+ -The maintenance person had started a fot of
repalrs but had not been back to finish.

Interview with a second SIC on 09/20/18 at
: 10:40am revaasled:

~She had noticad ihe hole in the inoleum: i hds
: baan like that for several months,

~The maintenance person was supposed to

raplaca the floor in both residants' bathrooms but
_had only finished one of the two resident
| bathrooms,
l -The dears had been patched but had not be
! paintad; she did not recall when the doors ha
heen paiched.
-She had noticed the doors were discolored; the
doors wera discolored because they hed bael
cleanad so much the paint had womn off.
-8he had nat noticed the plaster was pesting flom
the ceiting.
-The maintenance person wag supposed to
return o the facility to finish the repairs; she di
not know when he was supposed to return
Because it was hard to reach the Jandlord,

>N

| Interview with the Administrator on 08/20/18 aw
| 12:58pm ravealed:
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CO74 I Continued From page 2 €074
- ) (ot K has been removed '10hglhig
-The maintenance person had installed the tofiat e
i paper dispenser backward sevaeral months agp ond r"ﬁ,p\f reed Wi s new)
{he did not recall the date); he had tried to tai it cant ke 1y becthroom-g | .
off to fix it, but had hot been able to get it loosk.
 ~He had naticed the caulking was stained: he had Patche  were. pouinied en olv)ig
| fried to clean it with bleach, but the stain waull 7 .
not come off. tolen)ig | n sk room 4 X
-Ha had noticed the damaged linoleum: it wa .
supposed to ba replaced, but the maintenanc The ol let paper hotder 1ol i#)g

hes been ingtalled C’,Orfm‘lg
At ceil;

NS were regmind [joa))g
o 1efialie, |
The doors +theot had holes ohig)iy
were, vepairea ond Poinded )
The. doors woere puimkd joree
Hed were, diseolored .
The. besdroem doors werd, O]i?)/f”
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Go74° Continued From page 3

; ~She was reaponsibis for the furnishings in the
* facility and routine cleaning.

. ~The [andlord was responsible for repairs and
! maintenance, Including doors, walls, windows,
| and carpet, everyihing axcept furnishings.
«She had noticed the caulking in the bathroom
needed to be replaced; she discussed this will
the landlord (she did not recall the date),
-Sha knew the toilet paper roll was not on the
fixture bacause the maintenance persan had
" {nstalled it Incorractly.

~The doors had been patched, she thought it was
iast yaar, buf the maintsnance person had never
returned (o finlsh the repairs.

-She had noticed the cracked plagler on the
colling: part of it had been rapaired, but there was
. stlll an area that needed to be fixed.

| -She knsw the kitchen cabjnets nesded to ba
repaired; the maintenance persen had measused
the: missing countar top but had never raturmed to
teplace the missing countertop.

. -Shie knew there was a split in the kilchen
¢ linoleym; she did not recall hew long it had begn
spiit.
~The home was showing a lot of age and things
needed to be repsired; they had besn in the
facility since 1893,

-She had atlempted to call the landlord multipls
times, but he never returned her call until today
(08/20118).

~Tha landlord was sendlng out a malnternance
person o work on repairs needad in the hama the
- wask of 09/24/18).

" Telephone interview with the landlord on 08/2¢/18
at 2:27pm revealed:

«He was responsible for the building, including
mainteining the facility,

-He was sending out a maintenance person next
| wask {the waak of 09/24/18).
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C 074 j Continued From page 4

" Jot of the repairs.
i «Ha did not recall having a malntenance persofs
i patoh the doors; somstimas for things that are

! repairad; ha would have it ooked at by the

. maintenanca parson.

- eracking: he would have it looked at by the

¢ Administrator.

: family care homes shall be malntained in a clekn
- and safe condifion.

This Rufe is not met as evidenced by:
. Based on chsarvations and intarviews the facifty

" The findings are:

- Obsarvations of the tear cerent deck on

* <The interior was a gray srea, but he tried to de a

wear and tear, the facility would take care of it
~He wag not awara the linoleum nesded 1o ba

-H® was not aware the kitchen countertop nesfied
io ba repairad; he would have it lonked at by the
maintenance parson.
-He was not aware the plaster on the ceiling wis

maintenance person.

-Me had talked to the Administrator sevaral timss
about repairs that neaded to be done, inciudir:f
cutling ttees back and pressure washing; he
could not recall any other maintenance nesds
that ware discussed or when he last talked to the

10A NCAC 133 .0318(a) Cutside Pramises

10A NCAC 13G 0318 Duislde Premises
(@} The outside grounds of new and existing

falled to susura the outside rear cement dack
metal railing was kept in safe condition.

09/20/18 at 10:29 am revaaled:
-Thiere was a black metal railing around the

X

G074

c12

The, metat rai l‘ir\g%hm\ci
e repaired by 1of3i¥
~ e Ddminishate il
Mecle vivaas waovd Q@—(* .
Ow?ﬁdg
8v¢g4 ¢

oﬂz :

mLsgg 1B 2nStine
AS 1w Goad tmoviing

lofaihiy
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. cament deck.
. -The black meta} railing was broken at the [off
. corner of the cement dack.
. ~Tha black metal railing was attached to thae brick
! fagade of the hause with metal scraws and thi
! metal screws wers loosened,
i ~The black metal ralling moved back and forth
_ with hand movement,
* ~There were flve chairs on the cement deck with
; their backs toward the joosaned black mesal
II railing.

i Interview with a resident on 09/20/18 at 940 gm
' revealed:
| -The tesidents used the rear cement dack
' sometimes.
: ~One of the residents picked up nuts in the
i backyard and uzed the catment deck t reach fe
I backyard.
| Intarview with another rasident on 0B/20/18 at
" 310 pm ravealad:
, ~The cement deck was used by some of the
* residants.
~The black metal ralling has been loose since
C 2017,
- -Qne of the residants used the cement deck to
" aceess tha backyard to pick up nuts.
-Other residents used the cement dack to hang
. Clothes fo dry,
-The cement deck was nat used ofien, but she
: did not recall the last time she used the cemen
| deck.

. Imerview with the Adminisirator on 09%/20/18 at
10:20 am revealed:

-The lendlord was responsible for maintaining the

i outer structure of the facility.
- «Tha black metal ralling had been damaged forja
- whila, since 2017.

Hdmln?sﬁ«mf-w Catled

|
I c1tz
‘ lend ford on gjaong

|repaired by 157318
I

[Cand Jord said Lhe. bf@tf:!&;
| Meo Y“OJHNES would e |

I
l
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C112! Continued From page 6

. ~The damage to the blagk matal raiting was
Causad by a dolly Ipaded

" back on ig the raiting.

t -The damaged raifing was reporiad 1o the

i landlord twice hefore 09/20/18.

| -She had difficuity contacting the landiord and

-Bhe altempted to sxplain ta the landlord the
nead for the repairs both inslde ang outside of
| facility.
. -Bhe planned to calt the landlord to raguest th
- repair of the black metal tailing on the cerment
| dack.
|

. Interview with the landlord on 09/20/18 a1 2:25
| reveslad:
* *He was contacted by the Adminlstrator of the
i facility on 08/20/18 conceming rapalfing the bl
" metal rafling.

! He did not recall being contasted provicusly
" about the black metal raifing but it was posstbi

hurticane,
-He had contacted a maintenance persan to

G 341 10A NCAC 13G 1004 () Medication
Admiristration

. TRANCAC 136 1004 Medication Adminlsirati
1) The racording of the adminlstration an the
staff person who administers the medication

- Immediately foliowing administration of tha

: to the adminlstration of anothar rasident's
- medication. Pre-chanting is prohibited,

with an appliance rofling

[ often left messages canceming needed repairg

. -He wag told that the railing was damaged by th

repalr the black matal raliing next week, 00/24/48

[‘ medication adminlstration record shall ba by ths

. medication to the resident and observation of thd
resident actually taking the madication and priar

€12

The. black metal roilbi EIOMN?
Showld be repaired Py 7
L1039 . M

!
f
!
1
l
|
§
|
i
|
siad! i

|
|
|
|
_!
|
|

i
Ak ;
!

8y
)

|
.*
5

(
|

v

C 341

[%;

5 s emrmrere e B S

|
|
|

i
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41
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1
€ 341 Continued From paga 7 f ¢ 341 i
I J |
|
(! |
! "Thig Rule Is nat met as svidenced by: { i l"\é*.., P ﬂrs on %Oj PQ SRS 'QH 9“01 g
: Based on obsetvations, record reviews, ang O u+t menli cashi N woi 1 !
 interviews, the facility failed to assure the j u % IR i
I Madication Administration Reenrds (MARs) wire Shl 3h +0*F £ on € mp R t’
accurate to inchide the initials of the Medicatioh Sheg The, med; i I
; L ! !
. Aide (MA) who administered the medication fof 3 it be o f.'nb a2k y on !
- of 3 sampled residents (#1, #2 and 43, Wil Checked of4 |y !
! the, MmAaL Sheet vl
i The findings are: , €T each .Hmﬂ
. : |
| 1, Review of Resident #1' current FL-2 datad TI. / ey ' Lo ()
: 08111118 ravealed: ( h‘? pf‘lmb@tg’;{a:{?v ald i
-Dlagnoses included schizophrania, hypettensibn,

obstructive pulmonary disease, vitamin D ; ) 4 . | J
77”&1 au Compizte S acsiady .

i deficiency, hypoxemia and hypertriglycsridemid.

-There was an order for Losartan Potassium 25

milligrams (mg) daily. (Losartan Potassium is f
. used fo treat high blood pressure,)
-There was an order for Amlodipine 10 mg daily
(Amlodiping Is used ta lowsar high blood

. pressure),

-There was an otder for Vitamin [ 2000 units
daily (Vitamin D is a dietary supplament),
~There was an order for Aspirin 81mg nightly
(Aspirin is a blood thinner usad to prevent heart |
aftacks.). : y
~There was an order for Paliperidone ER 6 mg ; :
daily at bedtime (Paliperidone ER Is an | ‘
anti-psychatic madication. ), :
" There wag an order for Gemflbrazil 500 g daily 1 ;
. at badtime (Gemfibrozli is used to treat high 3 ‘
cholesterol.). , :
-There was ah order for Symbicort 80-4.5 meg ] )
. wo puffs daily (Symbicart is used to treat !
L eoRp.), |
i There was an order for Latanoprost 0,006% {
Bivislon of Health Sarvice Reguistion
STATE FORM a3e TUI211 If eantinuation sheat B of 18
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€341 Continued From page 8 caar | !
I

instilt t drop in gach eya at badtime (Latanogrost
aye trops are used in traat glaucoma.),
" »There was an erder for Bpirlva 18meg inhaid
i 1-capsule daily (Splriva Is used to provent
bronchospesm caused by CORD and reduce
" fiare-ups of serigya symptoms,).

l Review of the July 2018, August 2018 and
' September 2018 Medication Administration
Records (MARS) for Residant #1 revealed thd
. only staff initials documantsd whan madications
' wars administered ware the Administrator,

! intervisw with Resident #1 on 08/20/18 at
¢ 1142am revealed her medications wera
 administered by twa different named Madicatipn
Aidas (MA); she could not recall when the I
« Administrator lasi administerod her medlcaticTs, !

' Refer to interview with a MA an 09/20/18 at 380 ,
i pm. '

. Refer ta interview with a second MA on 0820018 ! §
" at 3:56 pm. i

' Referto Interview with the Administrater on
i 08/20/18 at 3:45 g,

- 4 Review of Resident #2's current FL.2 dated :
0B/268/18 revealed: i _
-Dlagnoses included seizure disorder, mental I
retevdation, malignant hypartharmia, and colitis,
~There was an order for mulli-vitarmin one tabi {
daily (usad to treat vitamin defislency) ,

~Thare was an order for mesalamine Dr 1.2 g : .
thrae tablets daily (used to treat colitls). i
" ~There was an order for Lisinopril 10 mg one
tabiet daily (usad to traat hypartension) . !
~There was an order for risperidons 2 myg ang !

gif}:i';”;g:;ﬁ“h - L] T I confinuation aheet 9 of 18




1 tablet in the morning (used to treat the irritability
caused by auflsm, psychosis, schizophrenia, gnd

- bipolar disorder). |

* ~There was an order for clonazepam .5 mg dne
{ablet twice dally (used to ireat selzures) .
-Thara wag an arder for calcium carbonate 5

© mg one tablet twice daily (usad to treat calciuk
deficiancy) .
-There was an order for oxcarbazepine 300 mg
one tablet twice dally {used to treat gelzures

: ~Thare wis an order for oxybutyhin Cl. ER 1@ mg

ane tablet twice daily (used 10 treat overactive

bladder),

~There was an order for sucralfate 1 gm one

' tablet three fimes daily {Used to treat acid reffux
ang gastritis}.
~There was an order for creon DR 36,000 uni
two capsules three times daily with meals an
one capsule with g snack (used fo treat protdin
enzyme deficlancy).

. ~Thete wits an otder for irazodone 50 mg and

" wablet at badtitne (used to treat depression),

: “Thare was an ordar for risperidone 4 mg ong

! tablet at bedtime.

-There was an order for anti-<liarrheal 2 mg two

tablets with onset of diarrhes and ona tablet with

subsequent loose bowst movemants (used td

reat diarrhes),

Review of July 2018, August 2018, and
Saptermber 2018 MARSs for Resgident #2 ravedied
the anly stalf initials documentad when
medicafions were administered were the
 Administrator.
I
* Based on obsearvalions, record raviews, and
. interviews it was determined Resident #2 wag not
~interviewabie,

Refer 16 [ntarview with & MA on 08/20/18 at %30
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AND PLAN OF CORRECTION DENTIFICATION NUMBER:

FCLBt 7022

{X2) MULTIPLE CONSTRUCTION
A BUILDING:
e

B WING

{X3) DATE SURVEY
COMPLETED

09/20/2018

NAME OF PROVIBER Of BUPPLIER

D & H FAMILY CARE HOME

STREET ADDRESS, GiTy, STATE, ZiP cong

1111 YARBOROUGH ROAD
MILTON, Me 27305

Ko ¢ SUMMARY STATEMENY O DEFICIENCIEG
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PufL
TAG . REGULATORY OR LSC IDENTIFYING INFORMATIGN)

1 s
D ' FROVINER'S PLAN OF CORREQT] TON
PRERIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)

(XB}
COMPLETE
DATE

C 341 . Contnusd Fram page 10
. pr.

' Refer to Interview with a second MA on 09/20718
t &t 3:56 pm.

!

i Refer to interview with the Administrator on
' D8/20/18 at 3:45 pim.

: 3. Raviow of Resident #5's current Fl.-2 dated
- 1143017 revegled:

» sterus, obestly, hypertension, and allergies. | -
+ “There was an order for tharems-M ona tablet
i daily (used fo treat vitamin deflslency),

- ~There was an order for lisinoprll 20 myg one
| daily (used 10 {reat hypertension),

. ~There was an order for hydrochiorothlazide 5

- mg one tablet daily (used to treat hypertensio %

tablet daily (used to treat allergles) ,
~There was an order for calelum 800 + [ one
tablet iwice dally (used {o treat calziugn and
vitamin D3 deflciency).
. “There was an order for fiuticasone prop 50 mdy
inhele one spray Inte each nostril twice daily
| (used to treat allergies).
* -There wag an order for rispatidona 0.5 mg ang
| tablet at bedtime (used to treat schizophrenia),
" -There wag an order for ibuprofan 600 mg one
table every six hours as neaded (used to freat
" inflammation),
. ~There was an arder for medrozyprogesterone
: 150 mg inject intramuscularly one millliter even
' three monthe (used to treat andometriosis),
_~There was an ordsr for sudogest 30 mg one
 tablet daily {used fo treat seasonal allergles),
~There was an order for hydrosartisone 1% apy
: as directed 1o affeoted area three times daily ad
neaded (used o treat dermatitis).

ey

- «Diaghoses included schizophrania, dysfunctidgnal

[}

-There was an order for setirizine HCL 10 my ena

I
z
|
C 541 |
-
| |

|
i
|

'!

R

l
|
|
|
i
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. Raview of July 2018, August 2018, and TH'&‘... person e -~ Q/&O/ e

| ouwt medication Wit sign I
of£ oN Yhe mAR Sheet, |
The medicadion wiy ;
| 1=, Checked o4 by the. :
i
l
}
}
%

" Baptermber 2018 MARS for Resident #3 revaalked i

- the only steff initials documentad when |

+ medications ware administored werg the

| Administrafor. '
i

.l Intaview with Resident #3 on 09/20/18 at 9:40
am ravealad:

' -The staff administerad madications to her,

* -The Administrator gave har medications {0 he

; most of the time.

MRR. Sheet each + me

— e L

 Refor o intarview with 3 MA on 09/20/18 at 330

' pm,

|

. Refer io interviaw with & aecond MA on 08£20/1i8

" at 3:56 pm,

1

 Intorview with & MA on 09/20/18 at 3:30pm

rovealad:

“When the MA administered medications she

" always checked the MAR, she checked to makd

. sure it was the gorrect resident, dosage and time.

. ~8he documentad administering the medization
by inftizling the MAR,

i ~Bhe administared medication on 08/20/1 8; she

; did nat initial the MAR because the MAR Was ngt

| at the facility,

" -Bha noiified the Administrater after she had

- adminizterad the medication and the

. Administrator signed off the MAR,

<8he had not initialed the MAR for any

* medications they had adminigtered.

N e e it et e

interview with 2 second MA on 08/20/18 at
J:56pm revesied:

~He administered madications 1o the residents at
: the tacility; he last adminlsterad medications
"one-day iast week."

| ~Before he agminlsterad medications he made

Divislon of Health Sarvica Ragulation
STATE FORM L TUH if conttnuation sheat 12 of 18
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NAME OF PROVIDER oR SuPPLIER

b & HFAMILY caRE HOME

{x1) PROVIDER/SUPPL(ER] CUA

(X2 TP CORSTRUGTION
A BULDING:

B.witG

T Te———
STREET ADDRESS, CiTY, 5TATE, 21p coog
111 YARBOROUGH ROAD
MILTON, NC 27308

PRINTED: 10012018
FORM ARPPROVED

(X3) DATE SURVEY
COMPLETED

(X410 . 5t STAYEMSNT OF ES
PREFIX . (EACH DEFICENCY RUST 8y PRECEDED &Y Fufs o Ao CIDEES FLAN OF o w5 | e
PREFiX EACH !
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€ 341, Continued From page 12 can

! sura he had the fight medication, the right
. tesident, the right ime and the right dosage.
. -He dld not look at the MAR, but uzed the

1 prescriptions from the pharmacy for directiond for

+ administering the medication,

, -He notifiad the Adminlstrator when he had

" atmint d all the resid; ’ i

i 8he documantad in the MAR,
~He had never documented on the MAR: he hgd

* been administering madications for 2-3 weeks

!

| Interview with the Administrator on 09/20/18 a

s 3145 pm rovealad:

1 “When another MA administers the
the medications were proppad by her and she
gave the MA the madication cup to give to the

. resident.

. ~The other MAs did not administer medications|

 they only administered inhalars and parformed

- fingersticks for the residents.”

Who had not taken tha medication tast, were na
aliowed to adminisier madications.

+ hour or 10 hour training course.
. -She and the Supervisor in Charge (SIC) were
; Tesponsible for ensuring the MARS wera accural
and medication administration was completed
accurafaly,
~MAR audits were not done because she signed

- ~She did sign the MARS in place of the two MAg

{ who administered the medications and inhalers

| the rasidents.
-Sha did know that she was not supposed 1o slg
the MARs if she did not administer the
medication.

X:

1 -Two paople from obher facliifies toid her the Mas

~The two MAs had complated the validation skl 3
¢ cheeklist, the medicatlon alde {rainihg and the five

tha MARs as the medications ware administared.

I
‘The_ person Haedk passes IIC”}O);?
ot medication wi il
iSiar\ ofL onwhe, mar. !

i_svh»'a et

The medicution wWitl be. IIQ}JO/IY
|Checked 044 by the magi

Sheet each fime.

1
H

{
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! Adminisiration

10A NCAC 13G 1004 Medication Administration

I (i) The resident's medication administration

i record (MAR) shall be accurate and fncluge the

. following:

' (1) residant's hame:

- () nama of tha madicgtion or treatment order;

' (3) strength and dosage or quantity of

" medicatian administered;

- (4) Instructions for administering the medication

; or treatment;

(B} reason ar justifisation for the administration of

l meadications or treatments as needed (PRN) and

| tocumenting the resulting effect on the resident;

. {6) dlate and time of administration;

{7} docirnentation of any omisslon of

» madications or treatments and the reasan for the

1 emission, including refusals; and

i {8) hame or inftials of the person adminigtering

l‘ the medication or treatmant. If Initials ara used, a
signature equivalent o those initiaty i5 10 be

" doeumented and maintained with the medication

+ administration recard (MAR),

« This Rule Is nat met as evidenced by

; Basad on observations, record reviews and

" Interviews, the tacility failed 1 assure the

 madications administration racords were acourate

. &@nd cornplete for 1 o 3 sampled residents (#2)
who was prescribed a dally multisvitamin with

- none available to adminlster and docurmentation

! of administration by tha facility staff,

!

- The findings ara:

Review of Resident #2's current FL-2 dated
D&/2818 revealsd:
' -Dlagnoses included seizure diserder, mental

——
&

“the, medicakion will
e Koo off btj#-h{,
et eaohn ime. .

——
5
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O O the MAL. Sheet .

be
M AL
|
!

i
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FORM APPROVED

! tetardation, malignant hyparthermiy, and colitis,
' ~There was an order for milth-vitamin (used to
treat vitamin deficiency) one tablet daify.

| Raview of Resident #2's July 2018, August 2018
: and Seplember 2018 madisation administration
i regords (MAR) revesled:
: ~There waa an entry for multlviiamin one tablet
! dally, schedulad for 8:00 am.
i «The initiale of tha Administrator were
! dhocumented on the MARS ndicating dally
i administration of the multi-vitamin,
H
Obsarvation of Residant #2's medication an hand
; on 09720/18 g 12:00 noon revealad the taciiity did
© ot have any multi~vitamins for Resident ¥2
~ available for gdministration.

: Based an whservations, ragord revisws, and
. intatviews, it was determined Resident #2 was
' not Interviewahle.

09120118 at 12;50 pm reveglod:
-The {ast order dete for Resident #2'g
- mtultivitamin was 11/47/45.
. “The FL-2 dated 06/28/18 was not recelved,
» <The last dispense date for Rogident #2's
- ultivitarnin was 10/19/18.
-A request for reflll was sant io Resident #2's
, madical provider on 08/26/16 and was deriad by
1 that medical provider,
: -The multi-vitamin wias &lill placed on Resident
' #2's MARS becauge the medication was not
discortinusd,

Intarview with the tagility's vontract Nurse
- Practitfoner (NP) on 09/20/18 at 3:05 pm
| revealed:
* -She recalled Qrdering the multi-vitamins for

. Interview with the facility's contract pharmacist an -

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUREL (RICLIA {X2) MULTIPLE CONSTRUCTION (X3} QATE SURVEY
ANR PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
4 B S UV
FCLO17022 B. WiNG 09/20/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, Ap cobg
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(1]
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xXHo SUMMARY STATEMENT OF DEFICIENGIES ity i PROVIDER'S PLAN OF CORRECTION ¢ {15)
PREFIX | (RAGH DEFICIENGY MUST BE PRECEDED BY EuLL PREFIX | (BACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATIQN) TAG | GROSS-REFERENCED TO THE APPROPRIATE DAYE
: DEFICIENGY)
!
c 342! Continuad From page 14 — ; '
ontinu page 1 ihstroder had bmﬁ |9/a0h g

|
}
2 C 342
[}

Pwrehasing +he tautH -
Vkmiﬂspg'ince, gorte. |
RAnew) ordet was Sesnt ol
e pharmacy bythe,
N

Wrse. Proachfnesr on

Qfaofig . :
Frami ni shrector w11} checl iiq/‘;w} ¢
Moke sure, Had all
edications have Current

refi 1S and orders, |'

The. person Hhet passes :gholig
oudr rvediceetion uJiHS:‘gh ,
of4 onthe MAE Sheet" |
[0l check each medicafion
| OF £ bﬂ%@, MAR Sheet
eath +ime. . i

A dvniinl Shvater Lol bredee

Wredicedions on hand phovrhly,
lo Dindeie Tt &bl (medicat
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; Resident #2 in 2047,
-Bha did not remernbar the reason for ordering
' multivitaming for Residant #2 but sk thought the ‘
| reason was for strength.
: -8he was contacted by the Tacility on 09/20/18
| raquesting & new preseription.
i -She sent the prasoription to the pharmacy
. slectronically for Resident #2's multi-vitamins,
; -Sha did not know the madication had not been
" dispensed since 2016 by the pharmacy. ¢

e

: Intarview with the Administrator on 09/20/18 at
! 3:40 pm reveales:
* “Resldent #2 received the last doze of
- multi-vitariifg on Q9/20/18 at 8:00 am,
; "Sha had thrown the empty cortainer for the {
mutti-viterning away. i
~Bhe did know that the pharmacy had nat f
|
5

“ disponsad the multi-vitamin sinca 2016,
: -She wag purchasing the multi-viamins for
Resident #2,
~8he did not have any receipts documanting the
- Purchase of the multi=vitamins for Resldent #2, 3
| ~The pharmacy was not abls to provide any |
i documentation that she was purshasing {
I multivitaming for Resident #2, {
| ~The last date that she purchaged niti-vitaming ]
{ for Residant #2 was 08/20/18, !
' The pharmacy sent a new botlie of |
multi-vitaming on 09/20/18 for Residant #2. :
i
%
i
|
i
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