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Cardio-Pulmonary Resuscltation

10A NCAC 13F .0507 Training On
Cardio-Pulmonary Resuscitation

Each adult care home shall have at least one
staff person on the premises at all times who has
completed within the last 24 months a course on
cardie~pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by the American Heart Association,
American Red Cross, National Safsty Gouncil,
American Safety and Health Institute or Medic
First Aid, or by a trainer with documented
cettification as a trainer on these procedures
from one of these organizations. The staff
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D 004 Initial Comments D 00C
. . Responses to the cited deficiencies do
The Adult Gare Licensure Section and the ponse icai
Mecklenburg County Department of Social not constitute an admission or
Services conducted an annual survey and ?hgr?ent'lent"by tr(;e fac'l'wlﬁgg: Strutth of
complaint investigation on 12/17/18 to 12/20/18 © 1acts allegec or °°”;’ o se
with an exit conference via telephone on forth in the Statement of Deficiencies
12/21/48. The complaint investigation was or Corrective Action Report; the Plan
initiated by the Macklenburg County Department of Correction is prepared solely as a
of Social Services on 11/06/18. matter of compliance with State law.
D 167| 10A NCAC 13F .0507 Tralning On R 167 Community Management immediately

reviewed all care staff files to identify
required CPR training

All shifts were reviewed to assure one
CPR certified staff was scheduled.

CPR fraining held on for MTs,Care
Staff, Dietary,Life Enrichment Coodinator,
Transporter,and RCM-12/21/18, 12/28/19
1130119

Staff Tracking/Tickler was created to
monitor for CPR compliance quarterly
which will be maintained by the BOM
monthly and menitored by the ED/DRC

person trained according to this Rule shall have quarterly. 2/8/2019
access at all times in the facility to a one-way
valve pocket mask for use In performing
cardio-pulmonary resuscitation,
This Rule is not met as evidenced by:
TYPE B VIOLATION
Based on record reviews and interviaws, the
facility failed to assure at least one staff person
was on the premises at all times who had training
within the past 24 months in Cardio-Pulmonary
Resuscitation (CPR) for 48 of 80 shifts,
. - 2N
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The findings are:

Review of the staffing schedule dated 12/014/18 to
12/21/18 revealed:

-There weare three & hour shifts; the first shift was
7:00am-3:00pm; the second shift was
3:00pm-11:00pm and the third shift was
11:00pm-7:00am,

-0On the first shiff, 8 of 20 days, there ware no
staff schedulad who had any documentation of
CPR certification.

-0On the second shift, 20 of 20 days, there were
no staff scheduled who had any documentation of
CPR certification.

~0n the third shift, 20 of 20 days, there were no
staff scheduled who had any documentation of
CPR certification.

1. Review of Staff B's parsonnel file revealed:
~Btaff B was hired as a parsonal care aide (PCA)
oh 09/01/16,

-He was employed as a medication aids (MA) on
08/22/18.

-Staff B worked full time as a MA on third shift,
-There was no documentation in Staff B's
personnel file of CPR training within the last 24
manths,

Review of Staff B's shift schedule from 12/02/18
ta 12/17/18 revealed:

-On 12/02/18, Staff B worked 11:00pm to 7:00am
as a MA. There were no other staff with
docurnented CPR training on this shift.

~On 12/04/18-12/07/18, Staff B worked 11:00pm
to 7:00am as a MA. There ware no other staff
with documentad CPR training on these shifts,
-On 12/10/18-12/17118 Staff B worked 11:00pm to
7:00am as a MA. There were nc ¢ther staff with
documented CPR training on these shiits,
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2. Review of Btaff C's personnel fila revealed.
«Staff C was hired for the transportation aide of
the residents on 11/09/18.

~There was no documentation in Staff C's
personnel file of CPR training within the last 24
months.

Interview with Staff C on 12/18/18 at 10:14am
revealed:

-He was hired on 11/09/18 as a transpertation
driver.

-His responsibilities included transporting the
residents in the facility van to their appointments,
-Personal care staff did not accompany the
residents in the van during transport.
-Mahagement did not request CPR verification
when he was hirad.

-He thought he had CPR training in the past 2
years and would try to locate his card,

3. Review of Staff E's personnel file revealed:
~otaff E was hired as a MA on 03/115/M17.

~Bhe worlked as a MA on third shift full time,
-There was no documentation in Staff E's
personnel file of GPR training within the last 24
months.

Review of Staff E's shift schedule from 12/03/18
to 12/18/18 revealed:

-On 12/03/18, Staff £ worked 11:00pm to 7:00am
as a MA, There were no other staff with
documentead CPR trainlng an this shift.

-0n 12/08/18 and 12/09/18, Staff E worked
11:00pm to 7:00am as a MA. There were no other
staff with documented CPR training on this shift.
-On 12/14/18, Staff E worked 11:00pm to 7:00am
a3 a MA. There were no other staff with
documentad CPR training on this shift.

-On 12/18/18, 12/19/18 and 12/20/18, Staff E
worked 11:00pm to 7:00am as a MA. There were
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no other staff with documented CPR training on
this shift.

Interview with the Administrator on 12/20/18 at
2:03pm revealed:

~Reviewing the schedule, there was not a staff
person with a current CPR certification working
on each shift,

-The Execufive Director {ED) usually would
schedule a class for employees once or twice a
year.

-The current ED was newly hired and in training
off site,

~8he thought there had been a class earller in the
year but could nof verify the dates, and did not
have copies of any additional CPR cards.

-She produced current CPR documentation for
two employees, one who was no longer employed
with the facility.

Interview with the RCC ary 12/20/18 at 4:.00pm
revealed:

«Her rasponsibilifies Included scheduling clinical
staff to cover all thrae shifts.

-She campleted the acheduls by "whoever is
available to wark that shift,"

-She did not use a list of current staff who were
CPR cartified fo compiste the schedule,

-She had never sean a list of akaff who were GPR
certified

The facility failed to assure there was a staff
person an duty for 48 of 60 shifts, who had
completed a course on CPR and choking
managemant, within the previous 24 months,
This failure was detrimental to the health, safety
and welfare of the residents by not hawving
adequately trained staff available in the event of
cardiopulmonary arrest or choking, which
constitutes a Type B Violation,
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The facility provided a Plan of Protection in
accordance with G.S. 131D-34 on 12/19/18 for
this violation.
CORRECTION DATEFOR THE TYPE B
VICGLATION SHALL NOT EXCEED FEBRUARY
8, 2019,
D 183 10A NCAG 13F .0603(a) Management of D183 lan Executive Director (ED) has been
Facilities With A Gapacity Or hired for the community 12/17/19
10A NCAC 13F .0603 Management of Facilities The ED has meet with residents in
with a Capacity or Census of 81 or More groups and individually to introduce
Residents himself and make them aware of his
{a) An adult care home with a capasity or census accessability/availability.
df 81 or more residents shall be under the direct
control of an administrator, who shall be A new Business Office Manager was
responsible for the operaticn, administration, hired on 14772019
managament and supervision of the facility cn a
full-time basis to assure that all care and services A Director of Resident Care has been
to residents are provided in agcordance with all hired for the community and will start on
applicable local, state and federal regulations and 1/28/2019
codes, The administrator shall be on duty in the ‘
facility at least eight hours per day, five days per A lead Supervisor in Charge was established
week and shall not serve simultaneously as a immediately to assist the Resident Care
personal care aide supervisor or other staff to Manager.
meet staffing requirements while on duty as an
administrator or be an administrator for another The Management Staff has been intro-
adult care home except as follows, If there is duced to the residents and residents
more than one facility on a contiguous parcel of are aware of their availabiliity and
land or campus setting, and the combined accessability.
licensed capacity of the facilities is 200 beds or
less, there may be one administrator on duty for Manager on Duty(MOD) duties reviewed with
all the faciliies on the campus. The administrator RCM and Lead SIC to assure staff and
shall not serve simultaneously as a personal care residents have access to voice any concerng 1/26/2014
aide supervisor in this campus setting. For
staffing chart, see Rule .0606 of this Subchapter,

Divislon of Health Sarvice Regulation
STATE FORM

PEPP11

ff continuation sheet 5 of 196



Division of Health Service Regulation

PRINTED: 01/16/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HALO0B0077

B. WING

(X2} MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

12/21/2018

NAME QF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE
4815 NORTH SHARON AMITY ROAD

This Rule is not met ay evidenced by:
TYPE A1 VIOLATION

Based on observations, intervisws, and record
reviews, the Adminisirator failed to assure full
time and consistent responsibility for the
operation, administration, management and
suparvision of the facllity which resulted in
gignificant non compliance with state rules and
regulations related to infection contrel, health
care, medication administration, supetvision,
implementation of orders, resident records, care
plans, resident funds, GPR training, nutriticn and
food services, transportation and resident rights.

Confidential telephone interviews with two
residents’ family members revealed:

-There was no management in the facility to
address concerns,

"t has been nothing but a headache."

~The room was filthy when the family member
moved the resident in; "I had to mep the floor
myseif."

-1 see no management in the faciiity on
weekends."

*You cannct find the staff on the weekends."
-Transportation was provided for dialysis
residents, but other residents must find their own
transportation.

-One residant called thelr family member crying
hecause "ths facilify only gave her 10,00 dollars
of her monthly money."

-If the staff were providing proper care and
administering medications, the resident would not
had been admitted to the hoapital twice in 2
months.
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Interview with a first shift medication aide (MA) on
12/19/18 at 10:00am reveaied:

-She had served as the Resident Care
Cootdinator (RCC) until October 2018,

-She had stepped back down to the position of
MA in October 2018 because "it was just too
much.,”

-Work had been difficult due to staff turnover and
lack of management without an Administrator,
-The former Administrator had resigned on
12/06/18,

Interview with the Dietary Manager (DM) cn
12/19/18 at 10:45am revealed:

~He had been employed with this facility for two
weaks.

-The facility had been without a DM for "quite a
while."

~According ta the kitchan staff, prior to him
coming to work at the facility, no ene had been
responsible for cleaning the dining rcom after
supper and there was no managetent oversight
far cleanliness of the kitchen and dining room,
-He had {0 develop a new cleaning schedule and
was working to train the kitchen staff.

Interview with Administrator on 12/19/18 at
11:11am revealed:

-The Exacutive Director resigned on 12/05/18.
~The newly hired Executive Director would start
on 12/24/18.

Tt has been hard these past 90 days."

~The nursing position (Resident Care Director)
had been vacant for 6 weeks.

~The Resident Care Coordinator (RCC) was
newly hired and was responsible for staffing,
scheduling, filing paperwork and had been
assuming other clinical duties in the absence of a

nurse.
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~The posltion of Business Office Manager (BOM)
had nof been filled for several months.

-[f thare was no management in the building
during the first shift, the supervisor was the
responsible parson,

~The personal care assistants (PCAs) should
notify the MAs with any resident concerns,

-| =The MAs should noiify the supervisor on first

shift.
-The supervisor should notify the RCGC.

-There was no supervisor on second or third shift.

-The MA would be responsible for cantacting the
RCG if there werg any concars on second and
third shift,

-The RCC should be available by phone to all
shifts "24/7",

-The staff should know the "chain of command",
those who were the respensible supervisors to
report to on each shift

-She and the regional suppert staff were in the
building at least wice a week.

-The RCC had requested from the Administrator,
the need for assistance in performing the
additional duties in the absence of a nurse,

~The supervisor on first shift who was identified
as her support person, assisting with the RCC
duties, had been required to function as the MA
frequently.

-She and the RCC had been providing
transportation to a resident for her dlalysis
appointmants while the van was being repaired.
"W have prioritized appointments while the van
has been serviced."

Interview with the transportation driver on
12/19/18 at 10:20am revealed:

«His responsibllities included transporting the
residents to their appcintments,

~The RCC scheduled the appointments for the
rasidants.
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~The RCC netified him of appointments and he
informed the residents of the departure time.
~The faeility van had been out for rapairs for 2-3
weeks.,

-The management staff borrowed vans from thelr
sister communities, when thelr vans were
available,

«The borrowad vans were not wheelchair
accessible, 8o he could not transport
non-ambulatory residents to appointments.
-The RCC had requested staff to transport
residents to their appointments in their private
vehicles.

~He had not used his private vehicle for
transportation.

Interview with the RCC on 12/19/18 at 2:00pm
revealed:

-There had been a lot of staff turnover since she
had been employed with this facliity.

-The facility's nurse had left five days after she
started working af this facility {(mid Qctober) and
they did not have another nurse on staff.

~She had not been trained on the facility's palicies
and procedures and so was not aware of a fazility
fall policy.

~Many documents were missing from the
residents’ records because no ong had done any
filing in several years. "I'm still finding orders
from 2017 that need to be filed.”

~The nurse was responsible for auditing electronic
medication administration records {(eMARs) to
assure orders were correct, but because the
facility did not have a nurse, the responsibility had
fallen on her.

«She had not audited any eMARs because she
had been "too overwhelmed."

-The Executive Dirsctor (ED) had resighed on
12/06/18 and the current Administrator had been
involved since 12/13/18.
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~The RCC reported to the Administrator,
-The Administrator was responsible for other
buildings and was not in the building svery day.

Interview with the second shift PCA aon 12/20/18
at 4:10pm revealed:

Jf there was & problem with a resident, she would
report to the MA.

-There was no management in the building in the
evening.

-She did not know who the MA raported to at
night.

Interview with the MA on first shift on 12/19/18 at
11.04am ravealed:

"l would raport to the supervigor if there was an
issue | could not resolve.”

-If the supervisor was not working, she would
repait to the RGE,

-If the RCC was not in the building, "l guess |
would have to wait or maybe call her.”

-She did not know how often the Administrator
was n the building,

-She did not go to the Administrator if there was
an igsue,

Interview with the Activity Diractor on 12/19/18 at
10:45am revealsd:

-She had been asked to {ransport residents ta
appointments in her private vehicle,

-She took the resident to dialysis because it was
important, but she refused other requests to
transport.

~She did not feel comfortable drlving residents in
her private vehicle.

-She was the only management staff in the
building at times.

-She did not have any clinlcal experience. If there
was a concern with a residants condition, she
would request the staff to call 911.

D183
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Non-compliance was identified at violation level in
the following rule areas:

A, Based on ohservations, interviews, and record
raviews, the facility failed to assure proper
infection control procedures for the use of
glucometers for 5 of 7 residents sampled
{Residents #3, 9, 10, 11, and 12) with orders for
blood sugar menitoring. 2 of the diabetic
residents in the facility had blood borne diseasas.
[Refer to tag 932 G.5. 131D 4.4 A{b) ACH
Infection Prevention Requirements (TYPE B
VIGLATION)]

B. Based on observations, interviews, and record
reviews, the facllity fafled to assure referral and
follow up for 5 of 7 sampled residents regarding
physician netificafion of fingerstick blood sugar
(FSBS) checks and scheduled Humalag insulin
before meals to treat hyperglycem:ia were not
administered for 19 days, resuiting in a
hospitalization with a blood sugar of 1200
{Resident #2); physician notificaticn regarding
blood pressure measurements outside of orderad
parameters and medications rot administerad
including Buspar (used to treat anxlety) and
chlorhexiding gluconate (a mouthwash used to
treat gingivitis) (Resident #5); follow-up with the
pharmacy and physician related to 8 missed
medications including metoproiol tartrate (used to
treat high blood pressure), atervastafin {used to
treat high cholesterol), clonidine (used to treat
high blood pressura), clopidogral (used as a
preventative for strokes), lisinopril (used 1o treat
high blood pressure and heart fallure), sertraling
{used to treat clinical depression), amlodipine
fused fo treat high blood pressurs and chest
pain), and a multivitamin (Resident #3}; a scratch
to the lowsr right leg from a staff persen's long

A,
Inservice Review of 3 Hour Infection
Control by LHPS which included emphasjs
on correct cleaning and sanitizing of glucp-
meters, training on Glucometers, Documen-
tation of Blocd Sugars,Parameters,and
PCP notification which also included
emphasis on correct cleaning and sanitiz

of glucometers.
1715 /19

The Community immediately put in place|
the use of SaniWipes for proper
sanitizing and disinfecting ongoing for
all glucometers. All staff retrained on
cleaning and disinfecting all glucometers
12.18.18

The RCM will menitor cleaning and

sanitizing of this process weekly and
proess will be monitored by the DRC, L
weekly until the DRC is hired and trained.

12.19.2018

B.

All charts and EMARSs were reviewed and
audited by qualified professionals for
medication reconciliation, PCP nofification
for blood pressures,and finger-sticks
outside of parameters, missed medications,
and any refusals,

12.19.2018
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nails resulting in a weund requiring treatment at
the wound clinic (Resident #13); and missed
appointments due to a lack of transportation for a
resident who required chemotherapy and
radiation treatment for a diagnosis of breast
cancer (Resident #1). [Refer to tag 0273, 10A
NCAC 13F .0902 (b) Health Care (TYPE A1
VIOLATIONY.

C. Based on ohservations, interviews, and record
reviews, the facility failed to assure medications
were administered as ordered by a licensed
prescribing practitioner for 3 of 7 sampled
residents including Buspar (usad to treat anxiety)
and chlorhexidine gluconate (a mouthwash used
to treat gingivitis) (Resident #5); Novolin 70/30
insulin (used to treat high blood sugar) and
amlodipine {used fo treat high blood pressure and
chest pain) (Resident #3); acetaminaphen
{prescribed for pain} (Resident #8); and related to
hydralazine {used to treat high blocd prassure}
and Januvia {used to treat high blood sugar}
{Resldent #9).

[Refer to tag 0358, 10A NCAC 13F 1004 (a)
Medication Administration {TYPE A2
VIOLATION)].

D. Based on observations, interviews, and record
reviews, the facility failed to assure
implementation of orders for 2 of 7 sampled
residents including a resident diagnosed with
breast cancer unable to gst transportation from
tha facility for chemotherapy and radiation
treatments, an appointment with her cardiologist
for an echocardiogram and an appointment with
her oncologist, resulting in the potential for a
negative outcome for har cancer diagnesis
(Residant #1); and a resident who had a
diagnosis of chronic obstructive pulmonary
disorder (COPD) with orders for a nebulizer

Community Management reviewed the Dress
Code policy which included fingernails. The
RCM will observe staff for correct dress

code daily to include fingernails. The LHPS
Nurse also reviewed Hand Hygiene and Infec-
tion Control

A system was created to address
transpoertation and scheduled appaintments.

1.The Transportation Aide will schedule all
appointments.

2.RCM will calendarized all appointments
electronically and the calendar will be
shared for tracking and monitoring

by the DRC.

3. The transportation aide and the RCM
must notify the DRC of any appointment
refusals, appeintments rescheduled or can-
celled by resident or provider.

C.

Review training of Medication Cart Audits was
completed with RCM and lead SIC to address
and identify medications not available for
administration.Medication Cart audits are
completed weekly.

Pharmacy Review was completed for all
residents by the contracted pharmacy.

Medication Aide training was completed by
the contracted pharmacy Southern Pharmacy
on Medication Administration.

LHPS will conduct in-service on Medication
Administration and emphasize nofifications to
management for meds not available for
administration.

DRC will review EMARs daily for madication
availability and for any missed medications.
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A system was created to address

freatment 4 times a day, who did not receive the ransportation and scheduled appointments.

medication potentially contributing to the
exacerbation of their respiratory condition. 1The T rtation Aide will schedule all
[Refer to tag 0276, 10A NCAC 13F .0902 (c) (4) appomtments. s ecieddle @

Health Care (TYPE A1 VIOLATION)].
2.RCM will calendarized all appointments

E. Based on interviews and record reviews the electronically and the calendar will be
facility failed to provide documentation of shared for tracking and monitoring
by the DRC.

cardiopulmonary resuscitation tralning (CFR Yor
22 of 23 employees in a 2 week scheduling _

period. [Refer to tag 0167 10A NCAC 13F .0507 e noy e DR o o
Training on GPR (TYPE B VIOLATION)]. refusals, appointments rescheduled or can-
celled by resident or provider.

F. Based on observations, record reviews, and
interviews, the facility failed to provide supervision
according to the resident's assessed nesds, care
pian and cutrent symptoms for 1 of 2 sampled

E. Refer to Plan of Correction Tag D 167
10A NCAC 13f .0507

residents with a history of falls (Resident #5). F.
[Refer to tag 0270 10A NCAC 13F .0901{k) LHPS condyqted training on Parsonal Care
Personal Care and Supervision (TYPE B and Supervision and Falls Management
VIOLATION)]. documentation, observing, recording and

reporting.
G. Based on interviews and record reviews, the LHPS review of Falls Management program with
facility failed to ensure 2 of 7 sampled residents all care staff including documentation and noti
(Resident #1 and #7) were provided gcaftlo? to family, provider and

ererio

transportation to scheduled physician's

appaintments in regard to Resident #7 heart and DRC will review incident reports and care note

vascular appointments, primary care medical documented to immediately address and
physician appointments, and the digestive health “follow up for MD notification and healthcare
physician appaointments after hospital admissions referral and follow as needed

on 11/28/18 and on 12/11/18, Resident #1
diagnosis of breast cancer had multiple
chemotherapy appointments and multiple G. _
Oncolagist's office appointmants missed due fo Refer ta Plan of Correction Tag 183
no transportation provided by the facility, [Refar to 10 NCAC 13F 603 (a)

tag 0321, 10A NCAC 13F .0906 {a) Other .

Resident Care Servicas (Type B Violation)]. ?3;%&%? 3(,’:f %‘;gg‘;g‘;” Tag 321

H

.B i i i '
H. Based on observations, interviews, and racord The ED and DRC have identified and

reviews, tha facility failed to assure
Diivision of Health Sarvice Regtilation
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documentation was maintained in the resident's
racord for 5 of 7 sampled rasidants Including
emergency department discharge summaries and
office visits with the mental health provider
(Resident # 5); physician visit summaries and
subsequent orders (Resident #8); home health
treatment and services (Resident #13); physician
visit summaries and follow up notes in addition to
physiclan requested sonsult with pharmacist on
medication administration {Resident #2); and
chemotherapy and radiation treatment results and
oncologist visit summaries {Resident #1), [Refer
to fag 0433, 10A NCAC 13F .12011 (a) (6)
Rasident Records],

l. Based on obsarvations, interviews, and record
reviews, the facllity falled to assure an
individualized care plan was developed for 1 of 7
sampled residents (Resldent #7} in conjunction
with the resident assessment to be completed 30
days following admission.

{Refer to tag 0259, 10A NCAC 13F .0802 (a)
Resident Care Plan).

J. Based on cbservations, interviews, and record
reviews, the facility failed to assure that 3 of 7
rasidents' funds were accounted far and
dispersed as required (Residents # 4,10 and 13),
resulting in the potential for exploitation. [Refar to
tag 0423, TOANCAC 13F 1104 {e) Accounting
for Resident Personal Funds).

K. Based on observations and interviews, the
facility failed to assure ihe kitchen, dining and
food storage areas including kitchen appiiances,
floors in the dining room and kltchen, and tables
and chairs in the dining room were clean and
protected from contamination,

[Refar to tag 0282 10ANCAC 13F 0804 (a) (1)
Nutrition and Food Setvice].

created a process for assuring all resident
documentation to include ER discharge
summaries, office visits and any other relatad
medical documentation is filed in the residents
charts weekly

The community will follow up with all community
providers and obtain any resident documentation
is available and filed in the resident chart.

The DRC will monitor this process weekly.

All resident charts have been thinned and
filing is up to date. 1/18/2C019

L
The community has implemented a trackerfticklg
to monitor all resident charts for compliance
which will be monitared routinely

The resident tickler was implented on 1/18/2019

Regienal Clinical Support has trained the DRC
on the Resident Tickler and management of
the tickler.

DRC will be responsible for maintaining residen
tickler to assure all care plans are developed and
completed within 30 days of admission

J.

The BOM was trained on resident
dishursement of funds using the correct

form which requires the resident signature and
BOM signature and date.

K.

Regional Dining Services Director and or
Assistant will conduct training on proper
cleaning and sanitizing for the kitchen and the
diningroom

]
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L. Based on observations, interviews, and record
reviews, the facility failed fo have a matching
therapeutic menu for 5 of 5 sampied residents

Regional Dining Services Director and or
Assistant will conduet training on proper cleaning
and sanitizing of the kitchen, food storage, and

with physician’s orders for therapeutic diets as diningroom to include tables, chairs and floors.
evidenced by no mechanical soft menu for

Residents #5, #14, and #17 and no puree menu The Kitchen and diningroom was deep cleaned
for Residents #15 and #16.

[Refer to tag 0296 10A NCAC 13F .0904 (c) (7) _

Nutritiort and Food Service]. The ED and Dietary Manager will develop a

cleaning schedule for the tables and chairs in

M. Based on observations and interviews, the the dining room to maintain proper infection

facility failed to assure water was served to 35 of control.

86 residents during the lunch meal and 40 of 78 The Dietary Manager/designee will create a
residents at the breakfast meal. log to monitor this process daily for 30 days
[Refer to tag 0306 10A NCAC 13F .0904 (d) (3) and then randomly weekly.

(H} Nutrition and Food Service].
The ED and or designee will randomly monitor

N. Based on record revisws and interviews the this process weekly ongoing

facility falled fo assure a racord of each
trangaction involving use of a resident's parsonal

funds was signed by the resident, legal L.

representative, or payee at least monthly for 5 of ED and Regional Dining Service Director
7 residents (Residents #1, #5, #4, #3, and #10). reviewed all menus to include therapeutic
[Refer to tag 0421, 10ANCAC 13 F 1104 (c) menus for all textured diets to include
AGOOLII‘ItIng fOI" Resd|ent's Personal FLIndS]. mechanical soft and puree diets

Q. Based on interviews and record reviews, the The Dietrary Manager will train all dietary
facility failed to ensure 3 of 7 sampled residents staff on therapeutic diets and assure
(Residents #1, 2, and 13) wete {reated with posting of therapeutic menus. The ED and
consideration, respect and dignity as evidencead or designee will monitor this process

by delayed treatment due to missed randomly weekly and then randomly ongojng
chemotherapy appointments (Resident #1); a

staff inflicted leg wound resulted in medical M. . , )

evaluation by a wound clinic spacialist (Resident The ED reviewed with the Dietary Manage
#13); and a scheduled doss of Humalog insulin and all dietary staff water must be served

before meals and the fingarstick blood sugar 4 at each meal.
fimes daily not administered for 18 days leading ) , ,
him to a hospitalization with a blood sugar of ED, DRC and or designee will monitor the
1200. [Refer to tag 911, GS 131 D 21 (1) process randomly weekly.for 30 days.
Division of Health Sarvice Ragulation
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Resident Rights).
ident Rights] lee ED, DRC and or designee will monitor
P. Based on observations, interviews and recard this process randomly monthly ongoing
reviews, the facility failed tc assure 3 of 7
residents (Resident # 4, #10, and #13) treated N.
with respect and consideration and related to A new Business Ofifice Manager (BOM)
pergonal funds distribution and Resident #7 with was hired and trained by the Regional
consideration for missed physician appointmeants Business Office Manager on disbursement
related to heart and vascular, gastroenterology of resident funds, accounting of resident
and his primary physician. [Refer to tag 911, GS funds, and obtaining resident consent,
131 D 21(1) Resident Rights], signature, and witness for disbursement
of funds,
The facility's fallure to assure consistent 5
responsibility for the overall operation of the The BOM was trained on recording each
facility resulted in significant noncompliance with transaction involving use of resident's
state rules and regulations related to infection; personal funds and obtaining signature of
control protocal; medication administration; the resident, responible party and or legal
implementation and clarification of medications guardian. .
resulting in the hospitalization of a resident; The BOM will assure funds are available
supervision of residents with falls; insufficient for disbursement.
documentation in resident records resulting ih an
exacerbation of a wound and a resident with a o
blood sugar of 1200; resident funds not dispersad Eb ducted revi )
in & timely and sufficient manner; CPR trained R ?g” ucted review of Declaration of
staff person on each shift; dining services in a esident Rights with all staff.
dirty environment; transportation not provided for
resident's appointments, including chemotherapy, The Ombudsman has a rescheduled
radiation and wound care. Resident Rights training for 2/5/2019.
This failure to assure responsibility for the overall i s
operation, administration, management and gf‘i‘;‘ gh's tra:cning was rel_schgdtule by the
supervision of the facility resulted in serious uasman from an eariier date.
physical harm and neglect of other residents and P ED . .
: o . conducted review of Declaration of
cohstitutes a Type A1 Violation. Resident Rights with all staff,
The facility provided a Plan of Protecticn in
: The Ombudsman has a rescheduled
?ﬁ:ﬁggﬁ;‘”lth G.8. 131D-34 on 12/19/18 for Resident Rights training for 2/5/2019. 1/26/2019
CORRECTION DATE FOR THE TYPE A1
VIGLATION SHALL NOT EXCEED JANUARY
Divislon of Heallh Service Regulation
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26, 2019.
D 259 10ANCAC 13F .0802(a) Resident Care Plan D 259

10A NCAC 13F .0802 Resident Care Plan

(a) An adult care home shall assure a care plan is
developed for each resident in conjunction with
the resident assessment to be completed within
30 days following admission according to Rule
.0801 of this Section. The care plan is an
individualized, written program of personal care
for @ach resident.

This Rule is not met as evidenced by:

Basead on observations, record reviews and
interviews, the facility failed to assure a care plan
was developed for 1 of 7 sampled residents
(Resident #7) within 30 days following admission.

The findings are:

Review of Rasident #7's current FL2 datad
10/04/18 revealed diagneses included
hypertension, renal insufficiency, Alzhelimer's
disease and chroniz obstructive pulmenary
disease.

Review of Resident #7's Resident Register
revealed the resident was admittad to the facility
on 11/01/18 from home.

Review of Rasident #7's record revealed thers
was no care plan completed.

Interview on 12/18/18 at 2:30pm with the
Resident Care Coordinator (RCC) revealed:
-Resident #7 was admitted to the facility on
11/05/18 not on 11/01/18.

Refer to Plan of Correction for Tag D183
10A NCAC 13F .0603 (a)

1/26/2019
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~She did nof know why a care plan had not basn
completed for Resident #7,

~The facility nursa complsted the care plan
assessments, but she had resigned about 3
months ago.

-She thought Rasident #7 was total care but
could feed himself,

-8he thought staff were caring for Resident #7
and meeting his personal care naeds.
-Resident #7 had used a cans on admission but
currantly used a wheelchair far ambulation.
-Resident #7 had been admitted to the hospital
twice in 30 days of admission to the facility.

Review of Resident #7's hospital admission from
11/25/18 ta 11/28/18 revealed:

-A diagnosis of a gastrointestinal bleed (G1)
bleed.

~Documentation Resident #7 had lower extremity
swelling and complaints of black stools for 1 .
month.

-Documentation Resident #7's functional status
was semi-ambulatory (cane) ang he required
personal care assistance with bathing.

Review of another hospital admission from for
Resident #7 dated 12/07/18 ta 12/11/18 revealad
a diagnosis of another Gl bleed.

Observation of Resident #7 on 12/18/18 at
4:07pm revealed:

-He was in his room laying in the bed with his
head covared with a blanket.

-He stated "my lags hurt".

-Resident #7 had bilateral edama lowsar
extremities.

-There was a wheelchair located in the room rear
the bed.

Interview with a personal care aide (PCA) on

EAST TOWNE
CHARLOTTE, NC 28205
(4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
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12119118 at 9:35am revealed;

-She was never told what Resident #7 could or
could not do for himself.

-Resident #7 needed assistance with dressing
and gelting out of bed.,

-Resident #7 was incontinent of bowel and
bladder,

~Rasident #7 was walking with a cane when he
was first admitted but, "he Is a wandarer and
always wanted to get out and go homs.”
-Resident #7 was now in a wheelchair so they
could "keep an eye on him."

-Tha wheelchair belonged to another resident
who was no longer in the facility.

Interview with a medication aide (MA) on
12/19/18 at 9:40am revealed:

-Resident #7 had declined since he was admitted
to the facility.

-Resident #7 was in the hospital two times since
his admission to the facility.

~Resident #7, "is too much for the staff to watch.”
-Resident #7 had Alzheimer's and required staff
to watch him all the time.

-Resident #7 tried to leave the facility on several
oceasions, "He said he wanted to go home."

Observation of Resident #7 on 12/19/18 at
10:53am revealed he was in the common area
sleeping in a whaelchair,

Interview with a second PCA on 12/19/18 &t
3:40pm revealed:

-8he had besn a PCA for "a long time and knew
how to fake care of the residents.”

~Resident #7 used a wheelchalr for ambulaticn,
but he had to be watehed all the time.

-The wheelchair belonged to anather rasident, but
that resident was not in the facility anymore.

-No one had ever told her what perscnal care

D 259
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D 259 Continued From page 19 D 259

tasks Resident #7 required.
“"He is totad care, but can fesd himself."

Observation of Resident #7 on 12/19/18 at
1:35pm revealed.

~Resident #7 was sitting in @ whealchair in the
common area.

-He stated, "l want to go see my family.”

Interview with Resident #7's Nurse Practitionsr
on 12/19/18 at {1:30am ravealed:

~Resident #7 was new to har sarvices.

-She could not recall signing a care plan for
Resident #7 since his admission,

<"Each time ['ve seen him [Resident #7] ha's been
in the bed,"

~"He [Resident #7] might possibly need skilled
nursing."

Interview on 12/20/18 at 3:40pm with the LHPS will review the Falls
Administrator revaaled: Management Program with all staff to

-The RCC was responsible for completing ensure follow up documentation is
residents’ care plans. completed per the Falls Management

~The care plans wera to be completad within 7 Program to include 72hour follow up -
days of admission to the faaility. documentation, and provider notification fc

~The RCG was responsible for obtaining the further orders. Review will also address
physician's sighature in a “imely manner". safety measures for fall reduction and

-

supervision.
D 270 10A NCAC 13F ,0901(b) Personal Care and D27c The ED and RCM will review all
Supervision incident reports for any falls to assure
timely referral and follow up
10ANCAC 13F .0901 Personal Care and The newly hired DRC (1/25/19) will be
Supervision . » . ) trained on the Falls Management program
(b) Staff shall provide supervigion of residents in and the required follow up as well
accordance with each resident's assessed needs,
care plan and current symptoms, The ED will conduct Falls Management

meetings monthly to review and investigate
and develop referral and follow up to promote

fall managment. 2/8/2019

Divisions of Health Service Regulation
STATE FORM aag0 PEPF11 If continuation sheet 20 of 196



Division of Health Service Regulation

PRINTED: 01/16/2019

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTION

(%1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HALOBOOTT

FORM APPROVED
(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 12/21/2018

NAME COF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE

4816 NORTH SHARON AMITY ROAD

This Rule is nof met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews, and
interviews, the facllity failed to provide supervision
according to the resident's assessed neads, care
plan, and current symptoms for 1 of 2 sampled
residents with a history of falls (Resident #5).

The findings are:

Raview of the facility's "Falls Management
Program" revealed:

-Afall risk assassment tool was to be completed
for all residents admitted (o determine factors that
may contribute to possible falls,

-Staff were to complete an incident report for any
fall,

-Staff were responsikle for completing a 72 hour
follow-up on resident falls to investigate possible
clreumstances contributing to the fall and
document observations for the period of 72 hours
after the fall,

-If & resident had two falls within a four week
period, the physician would be contacted
requesting an order for physical therapy (FT)
evallation or othar treatment/intervantions,

-For any fall, the resident was placed on the
"hotbox and alert charting” for 72 hours for
follow-up and monitoring.

-The healthcare team would review incident
reports on a monthly basis.

Review of Resident #5's current FL-2 dated
06/14/18 revealed:

-Diagnoses included schizophrenia and
intellectual disability.
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~The resident was doclmanted as being
semi-ambulatory,

Review of Resident #5's Care Plan dated
01/19/18 revealed:

~The resident was ambulatory with the use of a
walker,

«The resident required supeivision with
ambulation.

~The resident required limited assistance with
transfers.

-The resident required extensive assistance with
toilsting.

-The resident was fully dependent on staff for
dressing.

Review of Resident #6's record revealsd;

-0On 08/28/18 at 6:47am, the resident was seen
by a personal care aide (PCA) sitting on the floor
beside his bed with no apparent injury, but ths
resident could not ariculate what happened.
~On the morning af 09/21/18 (exact time was not
documentad), the resident lost his balance and
fell backwards, hifting his back an the counter in
the Administrator's office; he was assessed by
the Nurse Practitioner (NP} and found to have ne
injurles,

-Qn 09/28/18 at 2:48pm, the resident fell getting
off the bus in front of the facility; he had a small
cut on his right eyelid and scrapes to his right
hand knuckles; an X-ray was obtained and
showed no evidence of fracture or dislocation.
~On 10/02/18 at 3:11am, the resident was found
on the floor beside his bed and stated he was
attempting to get to the bathroom when he fall.
There was no documentation as to whether any
injuries ware sustained.

-0n 10/17/18 at 1:46am, the rasidant was found
on the floor in his room; he complained of pain
and the medication aide (MA) administered
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Tylenol,

-On 10/28/18 at 11:09am, the resident was
obsarved lying on the floor in the television rpom;
he stated he fell off his walker chair and
complained of knee pain and hitting his head; he
was sit to the Emergency Department (ED) and
dlagnosed with accident due to mechanical fall
without injury and knee pain,

-Resident #5 had six falls from 08/28/18 to
10/28/18, one of which resulted in admission to
the ED and no documentation of interventions.

Interview on 12/18/18 at 8:40am with Resident #5
revealed:

-He had fallen on 12/17/18 while standing up from
his dining room chair during dinnar and was sent
to the ED.

-"My leg just gave out."

-"I hurt my elbow and head, but I'm okay now."

Review of incident reports provided by facility
staff for Resident #5 and staif charting notes
printed on 12/20/18 revealed no documentation of
Resident #5's fall on 12/17/18,

Canfidential interview with a resident on 12/1718
at 9:49am revealed;

-Resident #5 "falls a lot."

~The MAs and PCAs told Resident #5 they could
not come o his room to agsist him "unless it was
an emeargency.”

Telephone Interview with Resident #5's
responsible party (RP) on 12/18/18 at Z:48pm
revealed:

-Resident #5 had "slipped and fallen" on 12/17/18
and was sent o the ED.

-An X-ray was obtained and Resident #5 was
"Okay.“

-Resident #5 had frequent falls.
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-On 12/17418, he was wearing flip-flop shoes
which caused him to fall.

-The RP had spoken to the MAs and PCAs about
not allowing Resident #5 to wear flip-flop shoes or
slippers after a previous fall {(she could not recall
when). She had removead slippers from his room
at one time,

~The RP had requested a hospital bed for
Reosident #5 after he had fallen out of bad several
times and he was provided cne "last month"
-She did not think the staff had increaged
supervision for Resident #5 to help prevent his
falls.

«They need to watch him more, and make sure
he's not wearing shoes that will make him fall."

Intarviaw with a PCAon 12/18/18 at 9:30am
revealed:

-She was never working when Resident #5 fell,
but she was aware that he was a fall risk.
-Resident #5 was "clumsy" which contributed to
his falls.

~She checked on all residents every two hours,
-She had never been instructed to chack on
Resident #5 more often or provide Increased
supervision. '

Interview with a second PCA on 12/19/18 at
9:40am revealed:

-Resident #5 fell frequently due to his poor vislon.
-She checked on all residents every two hours
and documented the checks on a reporting form,
-She had not been instructad o check on
Resident #5 any more often than two hours or do
anything any differently to help prevent his falls,

Interview with a MA on 12/19/18 at 10:00am
revealed:

-Resident #6 had frequent falls and most falls
occurred on second shift most likely because he

EAST TOWNE
GCHARLOTTE, NC 28205
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was out of the facllity most days during first shift,
-Resident #5 often fell baecauss he would lose his
balance.

-He had never recsivad PT services that she was
aware,

-A hospital bed had beer provided to Resident #5
"a couple of months aga” to prevent him from
falling out of bed.

Resident #5's family had remaoved slippers from
his room at one time because they were causing
him to fall.

-All residents were chacked on evary two hours.
-There had been no increase in supsrvigion for
Reslident #5.

Interview with the Residant Care Coordinator
(RCC) on 12/1%/18 at 2:0Cpm revealed:

-3he had been employed with the facility since
mid-Qctober 2018,

-She was not aware of a facllity falls protocol or
falls management program, but staff ware
suppesed to complete an incident report after
every fall.

-Staff were to check the resident's vital signs,
notify the respangible party and the Primary Care
Provider (PCP} after each fall.

-If a resident hit their head during a fall, they were
to be sent to the ED.

«Tha incldent reports were supposed o be
reviewed by the nurse (or herself while the nurse
position was vacant) and the Administrator prior
to sending them to their corporate "pratocol"
depariment.

~All falls should be reported fo her (the RCC), but
"that didn't always happen.”

-No assessment had been tone to determine why
Reslident #5 was having frequent falls "to her
knowladge."

-Residant #5 had been provided a haspital bed
due to falling out of his regular hed pricr to her
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being employed at this facility.

~She did not think Resident #5 had ever received
PT services.

-Staff checked on all residents every two hours.
~Supervisian had not been increased for Resident
#5 to help prevent his falls.

-She had considered moving Resident #5's room
closer to the nurse's station because his room
was "so far away," but had not dohe so due to
most of the rooms close to the nurse's station
ware occupied by females.

-She was only able to lccate one incident report
for Resldent #5 since his admission to the facility
on 12/05/17.

~She did not know why thers was no
documentation of Resident #5's fall on 12/17/18.

Interview with Resident #8's PCP on 12/18/8 at
11:00am revealed:

~Resident #5 frequently fell due to gait instabillity,
medications and his age,

-He had ordered a hospital bed for Resident #5
"racently" and it had helped to prevent him from
falling out of bed.

-Resident #5 should have had PT services, but
he could not recall if he had ordered it or if
Resident #5 had receivad seaivices.

~Typically the facility would Identify residents who
could benefit from PT services and would reguest
an order from him.

~To help prevent Resident #5 from falling In the
future, the staff should monitor him more
frequently and consider moving the resident's
room closer to the nurse's station.,

-If Resldent #5 continued te fall, it could put him
at risk for Injuries such as broken bones.

Interview with the Administrator on 12/20/18 at
4:20pm revealed:
-If a resident had a pattern of falls as Resident #5

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
HAL060077 B, WING 12/21/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5 NORTHS 0OAD
EAST TOWNE 481 RTH SHARCN AMITY R
CHARLOTTE, NC 28205
{Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 270 | Continued From page 25 D270

Division of Health Servica Ragulation

STATE FORM

agap

PEPP11

If confinuation sheet 26 of 195



Division of Health Service Requlation

PRINTED: 01/18/2019

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL.0800T7

FORM APPROVED
(X2} MULTIPLE GONSTRUCTION {%3) DATE SURVEY
A, BUILDING: COMPLETED
b 1212112018

NAME OF PROVIDER OR SUPPLIER

EAST TOWNE

STREET ADDRESS, CITY, STATE, ZIP CODE

4815 NORTH SHARON AMITY ROAD

CHARLOTTE, NC 28205

4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC [DENTIFYING INFORMATION)

D

. PREFIX

TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

(XB)
(EACH CORRECTIVEACTION SHOULD BE

COMPLETE
DATE

DEFICIENGY)

D 270

D273

Continued From page 26

had, the staff should involve PT and refer the
resident to his PCP to rule out anything "clinical.”"
-She did not know if any interventions had been
put into place to prevent Resident #5 from falling.
-All resident were checked on every two hours,
but she did not know if Resident #5 was checked
on any more often than other residents,

The facility failed to provide adequate supervision
for 1 of 2 sampled residents with a history of falls
related to Resident #5 with a recent history of falls
who had 6 falls in two months with 2 local
emergency department visits. This faflure was
detrimental to the resident's health, safety ang
welfare and constitutes a Type B Violation,

The facllity provided a Plan of Protsction in
accordance with G.S. 131D-34 on 01/16/19 for
this vialation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED FEBRUARY
8, 2019,

TOA NCAGC 13F .0902{b} Health Care

10A NCAC 13F .0902 Haalth Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care neecls
of residents.

This Rule is not mat as evidenced by:

D 270

D275

Refer to Plan of Correction Tag D183
10A NCAC 13F .0603

1/26/2019
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TYPE A1 VIOLATION

Based on observations, Interviews and record
reviews, the facility failed to assure refarral and
follow-up for 5 of 7 sampled residents (Resident
#2, %3, #4, #5, and #7) regarding physician
notification for Resident #2 whose physician was
not notified that his finger stick blood sugar
(FSBS) four times daily and his scheduled
Humaloeg Insulin before meals was not on the
alectronic medication administration record
(eMAR]) far the month of November,
11/01/18-11/18/18, leading him to the hospital for
a blood sugar (BS} of 1200 causing an insulin
daficlency and dehydration; Resldent #3 who
missed 6 medications including metoprolol
tartrate (used to treat high blood pressure),
atorvastatin {used to treat high cholesteral),
clonidine {used to treat high blood pressure),
clopidogre! (used as a blood thinner to prevant
strake), lisinoprll (used to treat high blood
pressure and heart failure), and sertraline (used
to treat clinical depression); Resident #4's
Respimat inhaler (used to treat respiratory flare
ups) refusals; Resident #5 regarding blood
pressure measurements outside of ordered
parameters and medications not administered
including Buspar (used to freat anxiety) and
chlarhexidine gluconate (& mouthwash used to
treat gingivitis) and Resident #7 related to missed
appeointments with the gastroenterclogist, heart
and vascular physician and the primary care
physician after a hospital discharge.

‘. Review of Resident #2's current FL2 dated
09/14/18 ravealed:

~Diagnoses included type 2 diabetes mellitus
uncontrolled, hypertensian, and shronic kidney
disease,

~Medications included Humalog insulin, {a long
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acting insulin used to contral blood sugar splkes
in diabetics), 100units/ml, inject 15 units
subcutaneously (SQ} before sach meal; Humalog
insulin 100unitsfml inject 8 units $Q with snacks;
Humalog 100units/ml inject SQ per sliding scale;
Lantus Solostar, {a long acting insulin used to
control blood sugar spikes in

diabetics), 100units/ml inject 65 units SQ at
bedtime,

-There was an order for FSBS chacks before
meals and at bedtime.

Reviaw of Resident #2's subsequent physician's
orders dated 10/11/18 revealad:

-There was a physician's ordar on 10/11/18 to
discontinue sliding scala insulin {SShH and
discontinug § units of Humalog with snacks;
Increase Humalog insulin to 20 units before each
meal from 10/11/18-10/25/18; chack FSBS four
times daily from 10/11/18-10/25/18 and Iincreasa
Lantus insulln to 70 units at bedtime - follow up In
2 weeks to evaluate.

Review of Resident #2's record revealed.

~There was ne documentation of a follow up visit
in 2 weaks with the primary care physician (PCP).
-There were no new orders following this 2 waak
petiod in the resident's record.,

-There was no record of a follow up visit by the
physician for evaluation in the month of Octaber,

Review of Resident #2's Oclober 2018 electronic
Medication Administration Record {(eMAR)
revealed:

~There was an eniry to chack FSBS 4 times daily,
-FSBES values were documented daily at 7:00am
with a FSBS range from 66-400 .

-FSBS values were documented daily at 17:30am
with a FSBS range from £9-663 .

-FSBS values were documented daily at 4:30pm
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with a FSBS range from 74-407.

-F3BS values were dacumented daily at 8;00pm
with a FSBS range from 86-257.

~There was an entry from 10/01/18-10/16/18 for
Humalog KwikPan 100unit/m] to be administersd
before each meal and at bedtime, after the FSBS
check, per sliding scale parameters,

-The sliding scale Humalog insulin was
documented daily at 7:00am with a range of 0-14
units administered from 10/01/18-10/16/18,

<The sliding scale Humalog insulin was
documented daily at 11:30am with a range of
0-14 units administered from 10/01/18-10/16/18.
-The sliding scale Humalog insulin was
documented daily at 4;30pim with a range of 0-8
units administered from 10/01/18-10/16/18,

~The sliding scale Humalog insulin was
documented daily at 8:00pm with a range of 0-8
units administered from 10/01/18-10/16/18.
~There was an entry fram 10/0-1/18-10/16/18 for
Humalog KwikPen 100unit/ml, 15 units,
scheduled to be administered before each meal,
-There was an entry from 16/01/18-10/16/18 for
Humalog KwikPen, 8 units, scheduled o be
adminlstered with snacks at 3:00pm and 8:00pm.
-There was an antry from 10/01/18-10/16/18 for

Lantus Solastar insulin, Inject 65 units at bedtime.

-There was an entry on 10/17/18 to discontinue
Humalog KwikPen per sliding scale parameters.
~There was an entry on 10/17/18 to discontinue
Humalog Kwikpen 15 units, scheduled to be
administered before each meal

~There was an enfry an 10/17/18 to discontinue
Humalog KwikPen 8 units, scheduled to be
administered with snacks at 3:00pm and 8:00pm.
-There was an enfry on 10/17/18 to discontinue
Lantus Solostar 65 units, scheduled to be
administered at bedtime.

«There was an entry on 10/17/18 for Humalog
Kwikpen 20 units scheduled to be administered
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before meals for 2 weeks, from
10/17/18-10/30/18,.

-There was an entry to chack FSBS before meals
and at badtime for 14 days, from
10/M17/18-10/30/18.

Review of Resident #2's November 2018 eMAR
revealed:

-There was no entry to check FSBS 4 times daily.
~There was no entry for Humalog insulin to be
administerad before each meal.

-There was an entry for Lantus insulin 70 units at
bedtime,

Telophone interview with & representative from
the facility contracted pharmacy on 12/19/18 at
9.43am revealed:

-Physician orders were recelved from the facility
staff to discontinue Humaleg SSI and Humalog
insulin with snacks on 10/16/18.

~There was a physician's arder, dated 10/11/18,
to check the FSBS 4 fimes a day for 2 weeks and
to increase the Humalsg insulin to 20 units before
meals for 2 weeks.

~No further orders were received from the primary
care physician (PCP) or facility regarding the
FEBS 4 times daily or Humalog insulin 20 units
before meals.

~Without any new orders, the Humalog Insulin
before meals and the FSBS 4 times a day was
not entered on the November eMAR,

~The pharmacy log did not shave documentation
of any further communicaticn from the facility
regarding these 2 orders.

Review of physician contracted pharmagist's visit
summary on 10/31/18, not in Rezident #2's
record, and raquested by surveyor revealed:
-The PCP had requested a pharmaceutical
consult to review Resident #2's medication
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ragimant.

-The pharmacist assessment of Resident #2 was
“worsening-Type 2 diabetes mellitus
uncontrolled"”,

-Resident #2 may have bensfited from changing
from Lantus insullh to Tresiba, which has a longer
half life, and may address low morning blocd
sugars.

-The Humalog insulin and FSBS were hot
recommended for change.

-She would review and discuss with the provider
recornmendations for changes,

Telephone interview with the physician contracted
pharmacist on 12/20/18 at 5:10pm revealed:
-She did not know the Humalog insulin and FSBS
four times a day were not being administered in
November.

~She saw the order for the PCP to evaluate in 2
weeks.

~She did not recommend the Humalog insulin
before meals and the FSBS be discontinued on
an uncontrolled diabetic.

-She had not had a conversation with the PCP
since sha submitted her recommendations from
the 1073118 visit on 11/02/18,

Review of the physician visit summary report not
in Resident #2's record on 11/07/18 revesled.
-PCP ardered a repeat A1C blood test to
determine the 3 month average of blood glucose
levels for Resident #2.

-The optimal baseline the PCP set for the results
of the A1C was less than 7.0,

-Resident #2's A1C results were 8.8,

-No medication or treafment changes were
ordared at this visit.

~The next schaduled visit was in 2 weeks,

Review of Resident #2's progress notes dated
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11/19/18 and timed for 2:08pm revealad:
-Resident #2 was trying to open the door to the
dining room when he yelled "Help" and fell to the
floor.

-The resident was assisted to a chalr and was
observed drooling.

-The MA checked his FSBS with his glucometer
and it registered "Hi" - above 550.

-The PCP was contacted,

~The FSBS was checked in 30 minutes & second
time and continued to register "H".

-The paramedics wers called and checked
Resident #2's FSBS-the reading was "Hi"".

~The paramedics transported the resident to the
hospital.

Interview with the PCP on 12/18/18 at 10:30am
revealed:

-Resident #2 was noncompliant with his dist. He
ate frequently from the snack machine,

-Due to his non compliance, the PCP was
evaluating changes in tha resident's insulin.

-He discontinued the sliding scale insulin and
incrensed the rasident's insulin at bedtime
{Lantus 70 units).

«The PCP also increased the resident's insulin
befere meals (Humalog 20 units).

-He wanted to see what effzct that would have on
Resident #2's FSBS readings over the next 2
weeks,

-The PCP's contracted pharmacist was sent to
review Resident #2's medications, as part of the
protocol of hig clinic, for consultation,

-Hs was reviewing tha A1C results and tha
pharmacist recommendations when he visited
with the resident on 11/07/18 at the facility.

-He did not know the Humalog insulin 20 units
before meals was not administered until the
Resident was admitted to the hospital on
11/19H18.
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-He did not know the FSBS chacks four times a
day were not administered from 10/30/18 through
11/19/18.

-"If | do not have the eMAR in front of me when |
come into the facllity | do not know if there have
been changes or omissions,"

-He would have wantad the facility to inform him
the Humalog Insulin before mesls and the FSBS
4 times a day were not on the November eMAR.
-It was not his intention to have the Humalcg 20
units before meals and the FEBS 4 times a day to
be discontinued,

~He does not know if this contributed to Rasident
#2's hospitalization since he did not know the
admitting diagnosis.

Intsrview with the firat shift MA on 12/19/18 at
11:40am revealed:
-Resident #2 was compliant and pleasant,
-He seemed a bit slower and less engaged lately.
<He seamed a bit mare unsteady cn his feat.
-There was nothing that would have hsen
alarming untll the day he was sent {0 the hospital.
-She did notice his Humalog and FSBS were not
on the Navember eMAR, from 11/01/18 untii he
was admitted to the hospital on 11/19/18..
-She questioned the resident but he did not know
why he was not gefting FSBS checks or Humalog
before meals.
~She did not report this to anyone. " just
administer the medications as listed on the
eMAR."

Interview with the supervisor on 12/19/18 at 10:46
am revealed;

~She had not noticed any change in Resident #2.
-She observed the Humalog insulin and FSBS
were not an the November eMAR,

~She did not oversee the eMARSs.

<The nurse was responsible for verifying orders
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on the eMAR,

=In the absence of the nurse, it was the ‘
respansibility of the Resident Care Coordinator
(RCC) to review the ordars and the eMAR.

«If it was a physicians crder she did hot guestion
¥

-éhe administered medications as shown on the
eMAR.

Intarview with Resident #2's family member on
12/20/18 at 1:15pm revealed:

~The PCP never contacted the family regarding
the changes in insulin,

-She did not know Resident #2 was not getting
his Humalog before meals and FSBS checks 4
times a day until the hospital requested his eMAR
for the month of November,

-Before his hospitalization, he was ambulating
with a walker, eating a regular diet, talking and
mostly independent with his grooming.

-In the hospital was diagnosed with
hyperglycemia with a blood sugar of 1200 when
he arrived to the emergency room.

-Mow he was bedridden, could not speak and was
on a feeding tube.

-He was totally dependent for care at this tme.

Review of the hospital admission records for
Resident #2 dated 11/19/18 revealad:

-Resident #2 was admitted to the hospital with the
diagnoses of diabefic ketoacidosis without coma
from type 2 diabetes mellitus.

~He was experlencing extreme hyperglycemia
with a blood sugar level of 1200 upon
examination.

-During the course of his hospitalization, he had
suffered a stroke.

-Ha was assessed as a maximum aaslstance of 2
plus persans to transfer and for bed mobility,
expressive aphasia and right sided weaknoss,
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2. Review of Resident #3's current FL2 dated
10/02/18 revealed:

Diagnoses included hypartension, cerebral
vascular accident, hyperlipidemia, and chronic
kidney disease stage 3.

-An order for atorvastatin 80mg one half tablet at
bedtime (used to traat high cholesterol),

-An order for clopidogral 78mgy one tablet once
daily {used to prevent heert aftack or sfroke).
-An order for clonidine 0.2mg one tablat three
times daily (used to treat high blood pressure),
-An arder for Lisinopril 40mg ohe tablet daily
{used to treat high blood pressure).

-An order for metoprolol tartrata 50mg one tablet
twica daily {used to treat high biood pressure).
-An order for sertraline 50mg one half tablet once
dally (used to treat depression).

Review of Resident #3's November 2018
electronic Medication Administration Record
(eMAR) revealed:

-An entry for atorvastatin 80 mg one half tablet
daily at 8;00pm, with 26 out of 30 doses
documented as not administered, with "med not
in facility" and "out of facility/appointment”
documented.

-An entry for clapidagrel 756 mg one tablet daily at
daily at 8:00am, with 12 sut of 30 doses
documented as not administered, with "mead not
in facility" and "out of facility’appointment”
documented,

-An entry for cloniding 0.2mg one fablet three
times daily at 8:00am, 12:00pm, and 8:00pm, with
61 out 88 doses docurmented as not administered
with “med not in facility" and "out of
facility/appointment"”,

-An entry for metoprolol tartrate 50mg one tablet
at 8,00am and 8:00pm, with 25 out of 60 doses
documented as not administered with "med not in
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faclity” and "out of facility/appsintment”
documented.

-An entry for sertraline 50mg one half tablet daily
at 8:00am with 11 out 30 doses documantad as
not administerad with "med not in facility, out of
facility/appointment" documented.

-Blood pressure readings ranged from
157/84-209/123.

Review of Resident #3's December 2018 eMAR
revealed:

-An entry for atorvastatin 80 mg one half tablet
daily at 8:00pm, with 15 out of 16 doses
documented as not administered, with "med not
in facility" and "out of facility/appeintment”
documented.

-An entry for clopidogrel 75 mg one tablet daily at
daily at 8:00am, with 3 cut of 17 doses
documented as not administered, with "med not
in facility" and "out of facility/appointrment”
documented,

-An entry for metoprolol tartrate 50mg one tablet
at 8:00am and 8:00pm, with 7 out of 32 doses
documentad as not administerad, with "med not
in facility” and "out of facility/appcintment"
documented.

-An entry for Lisinopril 40mg tablet daily at
8:00pm with 7 out of 16 doses documented as
not administered with "med not in facility, out of
facility/appointment” documented.

-An entry for sertraling 50my one half tablat daily
at 8:00am with 11 out 16 doses documented as
hot administared with "med not in facility, out of
facility/appointment” documented.

~Blood pressure readings ranged from
88/86-183/102.

Reviaw of Resident #3's record revealed he was
sent to the emergency room for hypertension,
with a blood pressure reading of 178/88 on

Divislon of Health Service Regulation

STATE FORM

G499

PEPP11

If continuation sheet 37 of 145




Division of Health Service Regulation

PRINTED: 01/16/2019
FORM APPROVED

10/16/18.

Interview with Rasident #3 on 12/17/18 at 3:40pm
revealed;

-Thers were times the facility ran out of his
medications because they were hot reordered in
time.

«He relied on the facllity to order his medications
when he ran out,

-He experienced high blood pressure because he
fissed his blood pressure medications for
"several days",

<1 didn't feel too good"” when klood pressurs
medications were missed.

-He ran out of depression medication and feit
"down and depressed".

Interview with Resident #3 on 12/18/18 at 3:20pm
revealed;

~He felt "dizzy and sluggish" last month when his
blood pressure medications were missed.

‘e used a machine provided by his insurance
company to check blocd pressure daily and “jt
was very high",

-He also experienced "light chest pain" when
medication was missed, and he had notified staff,
however he was not sure if his physician was
natified.

Interview with a first shift Medicaticn Aide (MA) on
12/18/18 at 8:50am revealed.

-There were some Issues with getting Residant
#3's medications deliverad from his contracted
pharmacy.

-It usually took 10 days for medications to be
ordered and mailed to the facility.

-She could not remember who called the
pharmacy to get Resident #3's medications
delivered. ‘
-She remembered hearing verbally from another
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MA that the contracted pharmacy was contacted
to gst medications delivered but did not know
when or the specific medications.

-She did not remember calling the pharmacy to
have Resident #3's blood pressure medications
delivered,

~She did not notify the physiclan that Resident #3
was missing several doses of his blood pressure
medications "l forgot".

-All MAs were responsible for ordering refill of
medications,

Interview with & second shift MA cn 12/18/18 at
3:33pm revealed:

«She knew that Resident #2 was out of his blood
pressure, heart, depression and cholestarol
medications, and she notified the Resident Care
Coordinator (RCC).

-She could not remember when she notified the
RCC and did not document the communication
anywhere,

~5he communicated with the MA when changing
shift that medications ware not available for
Resident #3.

-She did not notify the physician of missed blood
pressure, heart, or depression medications,
-8he did not know who was responsible for
notifying the physician when medications were
missed.

-She did nat know who {o follow-up with when
medications wers missed.

Interview with another second shift MA on
12/18/18 at 3:40pm revealed:

-She knew Resident #3 was out of some of his
medications in November 2018.

-She called the pharmacy "once" about Resident
#3's blood pressure medication, but was not sure
if they were delivered,

~The pharmacy representative informed her that
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the atorvastatin, clopidegrel, clonidine, Lisinopril,
metoprolel, and serlraline was on its way.

-8he thought the previous RCC handled the
delivery of Resident #3's medications.

-She had not followsad up with the pharmacy
regarding Resident #3's missed medications, "l
don't know why | didn't contact the pharmacy or
physician",

-"It has been a mass, | am nat sure who is
responsible for following up with the pharmacy or
the physician”.

~There had been a "communication failure”, "1
thought the previous RCC ordered madications”.
-She requested a "24 hour communication book",
but it had not been implemented.

Telephone Interview with a representative from
Resident #3's primary pharmacy on 12/18/18 at
10:3%9am revealad:

-The resident did hot receive automatic refills of
his medications; the facility would need to call to
have meadications refiled.

-He did not see any documentation of the staff
calling to request refills for sertraline, metoprolol,
Lisinopril, atorvastatin, clonidine, or clopidogrel.
-Most refills for Resident #3 occurred fellowing
medical appaintments with physiclans.

Telephone interview with Resident #3's primary
care physician on 12/19/18 at 2:47pm revealed;
-She was not aware Resident #3 was missing
blood pressure, heart, cholesterol, or depression
medications.

-She would expect to be notified about missed
medications,

~She did not know medications had not been fillad
by the contracted pharmacy.

~She would want to know about missed
medications so that an emergency supply of
medications could be sent to administer.
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-Resident #3 was at risk for a heart attack or
stroke when systolic blood pressure is over 180
dug to his past medical history,

Review of the facility's emergency and after hour
medications policy revealed:

-"Whenever there Is a need to chiain medications
for routine medications not available from
pharmacy it should be obtain on an emergency or
after hour basis".

-"The superviscr-in-charge/med tech should
contact the pharmacy or on-call pharmacist and
communicate to him/her the medication order in
its entirely”.

-"If all attempts to contact the pharmacist fail the
SIC should take whatever staps necessary to
secure the required medications, including
contacting the back-up pharmacy directly",

-"The community may need to pick up the
medications from the back-up pharmacy or other
alternate source of supply.

Interview with the RCC on 12/18/18 at 2:31pm
revealed:

-The process for ordering medications had beet
"a challenge”.

-Medications were to be ordered 5-7 days In
advanced fo prevent medication from running out.
-All of the MAs were responsible for contacting
the pharmacy for refills and checking daily until it
arrivad,

-All MAs were responsible for notifying the
physician when a medication is missed after 3
days.

-She was notified of missed clonidine doses by
the nurse from the contracted home hsalth
agency.

-She contacted the pharmacy about having the
clonidine sent to the facility.

-She thought she sent a fax notifying the
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physician of the missed medications.

-She did not know about missed doses of
Lisincpril, metoprelol, sartraline, clopidogrel, or
atorvastatin and would have expected the
physician to be nofified,

-She was nof sure why so many of the
medications were missed for Resident #3,

Interview with the Administrator on 12/19/18 at
10:28am revealed:

-She did not know Resident #3's contracted
pharmacy was not contacted te get Resident #3's
medications in the facility.

-She expected the RCC to follow-up with the
pharmacy and the physician.

~MAs should algo be notifying the RCC when
medication was not available and when it was
missed to ensure the physician was notified and
pharmacy was contactad.

3. Review of Resident #4's current FL-2, datsd
9/4/18, revealed:

Diagnosas included coronary artery disease with
pervious myocardial infarction, hypertension,
history of stroke, hypetlipidemia, diabetes mellitus
fype 2, congestive heart fallure, morbid obesity,
osteoarthritis, schizophrenia, and dementia.

-An order for tiotrapiurn-olodaterol (Stiolto
Raspimat - indicated for long-term maintenancs
In patlents with chronic chsiructive pulmonary
disease, including chronic bronchitis and/or
emphysema), 2.5mcg, twice daily.

Review of Resident #4's October 2018
Medication Administration Records (MAR)
revealed:

-An entry for "Sticlto Respimat 2.5/2/5 AER -
Inhale 2 puffs twice a day (shake well)"
-Documentation reflected that Respimat was not
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" 10:40am revesled:

administared ta Resident #4 on 48 out of 62
oppoitunities in Octocber 2018,

~Documentation on 10/1/18, by the madication
aide (MA): "resident does not like this medication
with her other medications at night, med tech
asked resident If she would like it at another time
but she just refused the medication."

Review of Regident #4's November 2018 MAR
revealed:

-An entry for "Sticlto Respimat 2.6/2/5 AER Inhale
2 puffs twice a day (shake well)."

-Documentation reflacted that Respimat was not
administerad tc Resident #4 on 42 out of 60
opportunities in November 2018,

-Documentation reflected on 11/2/18, 11/3/18,
11/4/18 and 11/5/18 that "medication was not in
facility",

-All other doses of Respimat missed In November
were documented as "resident refused.”

Reviaw of Resident #4's Decamber 2018 MAR
{12/1/18 - 12117/18) revealed;

-An entry for "Stiolto Respimat 2.5/2/5 AER -
Inhale 2 puffs twice a day {shake wall).”
-Documentation reflected Raspimat was not
administered to Rasident #4 on 28 out of 33
opportunities because "resident refused."

Review of Resident #4's charting notes revealed
on 10/4/18 a MA documented that "resident
refuses Stiolto Respimat 2.5/2.5 AER
consistently, Follow with [physician’s name],

Interview with Resldent #4 on 12/18/18 at

-8he saw her primary care physician {PCP} last
week bacause she was sick with a cough and
congestion and was not breathing as well as she

usually did.
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-She often refused her Respimat inhaler at night
because she felt like it "hyped her up" and
prevented her from going to sleep.

-The MAs no longer offered her the inhaler. She
would use the Inhaler in the morning if it were
offered to her. She was not aware she was
supposed to be getting the inhaler twice a day.
~She had told the Resident Care Coordinator
(RCC) that she wanted to see the physician again
this week since she was not feeling any better.
-The RGCC told her she would "add her to the list"
of residents ta be seen by the doctor this waek,
~She was wearing her oxygen today, which ghe
normally only wore at night, because she was not
breathing as well as she usually did.

Interview with 2 Medication Aida (MA) on
12/18/18 at 11.30am revealed:

~Resident #4 frequently refused her Respimat
inhaler in the marning. She always offered the
inhaler to Resident #4 when she was
administering her other morning madications.

-It was the RCC's responsibility to review a report
from the MAR system tc identify refusals and to
communicate with physician regarding medication
refusals,

Intetview with a second MA on 12/18/18 at
2:20pm revealed.

~Resident #4 "almost always” refused her
Raspimat Inhaler,

-MAs were supposed to documant refusals on the
MAR and the RCC was sUpposed to review
refusals and notify the physician,

Interview with the RCC on 12/18/18 at 4pm
revealad:

~She was aware that Resident #4 frequently
refused her Respimat inhaler from MAs.
-When MAs notified her that Resident #4 was
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refusing the inhaler, she attemptad to administer
it herself, and Resldent #4 "always" took the
inhaler from her, however, MAs did not always
notify her of refusals.

~She tried to review the "refusal report” from the
electronic MAR system routinely to look for
patterns of refusals.

-She was "nat sure" if she had communicated
with Rasident #4's physician regarding refusals of
her Respimat inhaler,

Interview with Resident #4's former Primary Care
Physiclan (PCP) on 12/18/18 at 11:45am
revealad:

-He last saw Resident #4 on 11/21/18.

-Resident #4 had an order for Respimat inhaler,
twice daily, to treat her chronic obstructive
pultenery disease (COPD), to prevent her from
having shortness of breath.

-He did not know Resident #4's had refused her
Respimat inhaler, :

-If ha had known she was refusing her Respimat,
he would have counseled her on the importance
of using Respimat as directed, to slow her
disease progression.

-The potential outcome of Resident #4 not using
Respimat as ordered was increased shortness of
braath.

-He expected the staff would Inform him of
refusals of medication so that he could take
appropriate action to assure his patients needs
werg met,

Interview with Resident #4's current Primary Care
Physician on 12/19/18 at 11:23am revealed:

-She had not been notified of the refusals of
Resident #4's Respimat inhaler,

~-She had seen Resident #4 last week because
she was not fesfing well and was congested.
-3he was seeing Resident #4 again today and
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would talk with her regarding ths importance of
using the Respimat inhaler as directed.
-Refusals of Respimat could result in worsening
of respiratory symptoms and disease
prograssion.

4. Review of Resident #5s current FL-2 dated
09/14/18 revealed diagnoses included
schizophrenia and Intellectual disability.

a. Review of Resident #5's subsequent
physician's orders dated 10/11/18 revealed an
arder for Buspar 5mg three times daily (a
medication used to traat anxiety).

Review of Resident #5's Qctober 2018 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Buspar 5mg to be
administered at 8:00am, 12:00pm and 8:90pm
with a start date of 10/11/18.

-There was decumentation Buspar was not
administered for four of twenty cpportunities at
12:00pm due to "out of facility’appointment."

Review of Resident #5's November 2018 eMAR
revealed:

-There was an entry for Buspar 5mg to be
administered at 8:00am, 12:00pm and §:00pm,
-There was documentafion Buspar was nof
administered for thirteen of thirty opportunities at
42.00pm due to "out of facility/appointment.”

Review of Residant #5's December 2018 eMAR
revealed:

-There was an entry for Buspar 5mg 1o be
administered at 8:00am, 12:00pm and 8:00pm.
~There was documentation Buspar was not
administered for nine of saventeen oppartunities
at 12:00pm due to "out of faciity/appointmant.”
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Interview with a medication aide {MA) on
12/19/18 at 10:00am revealed:

-She often worked day shift and administered
medications to Resident #5. _
-Resident #5 attended psychasocial rehabilitation
three days each week leaving the fagility around
9:00am and returming around 2:30pm,

~-3ha did not administer 12:00pm medications o
Resident #5 when he was out of the facility at
rehab and would documant "out of
facility/appointment.”

-3he had not considered discussing with
Resident #6's Primary Care Provider (PCP) or
mental health provider's Physician Assistant (FA)
about him missing medications, but "l probably
should have" so they could adjust his dose or
dosing schedule,

Interview with the Resident Care Coardinator
(RCC) on 12/19/18 at 2:00pm revealed:

-She sometimes worked as an MA and
administerad medications to Resident #5.

-If Resident #5 was out of the facility during the
12:00pm medicaticn pass, she and the other MAs
would not administer medications to him and
would document he was "out of
facility/appointment.”

-She knew Resident #5 routinely missed his
12:00pm medications when he attended the
rehab program, but "it never registered to me to
speak with his PCP or mantal health provider PA"
to see if the timing of his medications could be
changed.,

Telepheone interview with Resident #5's
nsychasocial therapist on 12/19/18 at 8:50am
revealed:

-She had been providing psychosocial therapy to
Resident #5 since March 2018,
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-Resident #5 was ordered Buspar by the mental
health provider's Physiclan's Assistant (FPA) due to
his diagnosis of anxiety,

-At times, Resident #5's anxiety was so severs
that it affected his breathing.

-Resident #5's overall functioning was better
when his anxiety was well controlled.

-t was important for Resident #5 to attend
psychosocial rehabllitation meetings to teach him
appropriate social skills and reduce his social
anxiety, but due to his anxiety, he would often
hide in the facility's bathroom when the van driver
would arrive to take him to the meetings.

~-Shea did not know Resident #5 was missing his
12:00pm dose of Buspar when attending the
psychosocial rehabilitation mestings.

-She expected the facility to notify her if a resident
was not recelving their mental health
medications.

-She expected facility staff to notify the PA
regarding Resident #56 missing doses of Buspar
50 the PA could determine any changes that
needed to be made,

-She did not think Resident #5's PA had baen
notified because the PA had not cornmunicated
the information to her.

Telephone interview with Resident #5's mental
health provider's PA on 12/19/18 at 11:0Gam
revealed:

-He visited Resident #5 at the facllity once
monthly.

-He had ordered Buspar 5mg three times daily for
Resldent #5 on 10/11/18 to treat his anxiety.

-He had last visited with Resident #5 on 11/08/18
and he continued to have complalnts of anxisty.
-He did not know Resident #5 was routinely
missing his 12:00pm dose of Buspar,

-He would expect to be notified if a resident was
routinely missing a medication so the dose or
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timing of the medication could be adjusted.

Interview with Resident #5's PCP on 12/18/18 at
11:00am revealed:

-Resident #5 was ordered Buspar 5mg three
times daily to treat his anxiety,

-He did not know Resident #5's Buspar 12:00pm
dose was not being administered if he was out of
the facility.

-He would expect to be nctified if a resident was
routinely missing a medication so the dose or
timing of the medication could be adjusted.

-He warked closaly with Rasident #5's mental
health provider for continuity of care,

Interview with the Administrator on 12/20/18 at
4.00pm:

~5he did not know Resident #5's PCP had not
been notified regarding him missing medications
while at the rehab program.

-She expected the MAS to notify the resident's
PCP if the resident missed a medication. ’

b. Review of Resident #5's current FL-2 dated
08/14/18 revealed medication orders included
chlorhexidine gluconate {a mouthwash used to
freat gingivitis), rinse with 15 milliiters {mls) three
times a day at 8:00am, 12:00pm and 8:00pm.

Reaview of Resident #5's October 2018 electranic
Medication Administration Record (eMAR)
revealed:

~There was an entry for chlorhexidine gluconate
15 mls to be administerad at 8:00am, 12:00pm
and 8:00pm.

~There was documentation chlorhexidine
gluconate was not administared for seven of
thirty-one apportunities at 12:00pm due to "out of
facility/appointment.”
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Review of Resident #6's November 2018 eMAR
revealed:

-There was an entry for chlorhexidine gluconate
15 mls to be administersd at 8:0Cam, 12,0Cpm
and 8:00pm.

-There was documentation chlorhexidine
gluconate was not administered for thirteen of
thirty opportunities at 12:00pm due to "out of
facility/appointment.”

Review of Resident #5's December 2018 eMAR
revealed;

~There was an enfry for chlorhaxidine gluconate
18 mis to be administered at 8:00am, 12:00pm
and 8:00pm.

-There was documentation chlorhexidine
gluconate was not administered for nine of
seventeen opporiunities at 12:00pm due to "cut of
facility/appointment.”

Interview with a medication aide {MA) on
12/19/18 at 10:00am revealed:

-She often worked day shift and administered
medications to Resident #5.

-Resident #5 attended psychosocial rehabilitation
three days each week leaving the facility around
&:00am and returning around 2:30pm.

-8he did not administer 12:00pm medications to
Resident #5 when he was out of the facility at
rehab and would document "out of
facility/appointment.”

~3he had not considered discussing with
Resident #5's PCP about him missing
madications, but " probably should have" s0 he
could adjust his dose or dosing schedule.

Interview with the Resident Care Coordinator
{RCC) on 1219118 at 2:00pm revealed:

-She sometimes worked as an MA and
administersd medications to Resident #5.
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-If Resident #5 was out of the facility during the
12:00pm medication pass, she and the other MAs
would not administer medications to him and
would decument he was "out of
facilityfappointment.”

~3he knew Rasident #5 routinely missed his
12:00pm medications whan he attended the
rehab program, but "It never registered to me to
speak with his PCP" io seg If the timing of his
medications coukl be changed.

Interview with Rasident #5's PCP on 12/18/18 at
11:00am revealed:

-He did not know Resident #5's chlorhexidine
gluconate 12:00pm dose was not being
administered if he was out of the facility.

-He would expect to be notified if a resident was
routinely missing a medication so the dose or
timing of the medicaticn could be adjusted.

Interview with the Administrator on 12/20/18 at
4:00pm:

~She did nhot know Rasident #5's PCP had not
been notified regarding him missing medications
while at the rehab program.

-She expected the MAs to notify the resident's
PCP if the resident migsad a medication,

c¢. Review of Resident #5's current FL-2 dated
09/14/18 revealed medication orders included
metoprolol fartrate 50mg one tablet every
morning and metaprolol tartrate 50mg one half
tablet at bedtime [a medication used to treat high
bload pressure {(BP}).

Review of Resident #5’s subsequent physician's
orders dated 09/23/18 revealed an order for
“metopralel 50mg, check BP and pulse.” Notify
Primary Cars Provider (PCP) If systollc pressure
was greater than 180 or less than 90 or if diastolic
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pressure was greater than 110 or less than 60.

Review of Resident #5's October 2018 alectronic
Medication Administration Racord (eMAR)
revealed:

-There was an antry for BP and pulse to be
checked daily at 8:00am and 8:00pm.
-Resident #5's BP reading was documented as
88/45 on 10/11/18 at 8:00pm.

-Resident #5's BP reading was documented as
115/55 on 10/16/18 af §:C0am.

~There was documentation Resident #5's pulse
readings ranged from 60 to 89 at 8:00am.
-There was documentation Residant #5's pulse
readings ranged from 56 fo 87 at 8:00pm.
-There was no documentation regarding BP
parameters or when to notify the PCP.

~There was an entry for metoprolol tarfrate 50mg
one tablet to be administered at 8:00am and
metoprolol tartrate 50mg one half tablst to be
administered at 8:00pm.

-There was documentation metoprolol tarirate
50mg ons tablet was administered daily at
8:00am for 29 of 31 opportunities.

-There was documentaticn metoprolol tartrate
50mg one half tablef was administered daily at
8:00pm for 27 of 31 opportunities.

Review of Resident #5's November 2018 eMAR
revealed:

~Thare was an entry for BP and pulse to be
checked dally at 8:00am and 8:00pm.
-Rasident #5's BP reading was documented as
1021568 on 11/06/18 at 8:00pm.

-Rasident #5's BP reading was documeantad ag
12054 on 11/07/18 at 8:00am.

-Resident #5's BP reading was documented as
185/114 on 11/28118 at 8:00pm.

-Resident #5's BP reading was documentad as
77153 on 11/28/18 at 8:00am.
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-Therg was documentation Resident #5's pulse
readings ranged from 84 to 85 at 8:00am,
-There was documentation Resident #5's pulse
readings ranged from 56 to 141 at 8:00pm.
~There was no documesntation regarding BP
parameters ot when to notify the PCP,

«There was documentation metoprolol tarfrate
50mg one tablet was administerad daily at
8:00am for 17 of 31 opportunities.

~There was documantation metoprolol tartrate
50my one half tablet was administered daily at
8:00pm for 20 of 31 opportunities.

Review of Resident #5's December 2018 eMAR
revealed:

-There was an entry for BP and pulse to be
checked daily at 8:00am and 8:00pm.
-Resident #5's documentad BP readings ranged
from 120/61 to 145/91,

~There was documentation Resident #5's pulse
readings ranged from 59 to 137 at 8:00am.
-There was documentation Resident #5's pulse
readings ranged from 62 to 89 at 8:00pm.
~There was no documentation regarding BP
pararnsters or when to notify the PCP.

-There was documentation metoprolol tartrate
50mg one tablet was administered daily at
8:00am for 17 of 17 opportunities.

-There was documentation metoprolol tartrate
50mg one half tablet was administered daily at
B8:00pm for 16 of 16 opportunities.

Review of Resident #5's eMAR charting notes for
Qctober, November and Decembear 2018
contained no documentation his PCP had been
notified of BP readings outside of ordered
parameters,

Interview with a medication aide (MA) on
12/19/18 at 10:00am revealed:
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-Ghe had documented Resident #5's BP readings
belng outside ordered parametars on 10/11/18,
10/16/18 and 11/07/18.

-3he had never notified Resident #5's PCP
regarding his BP readings baing outside of
ordered parameters because the parameters
were not visible to her in the eMAR system,

-If a MA had contacted Rasident #5's PCP, it
would be documented in the charting notes
section on the eMAR.

-MAs were responsible for faxing new orders to
the facility's confracted pharmacy.

-The pharmacy was responsible for entering the
orders with parameters onto the eMAR.

«The Resident Care Coordinator (RCC) could
also manually enter orders from the facility,

-After the pharmacy entered new orders, the RCC
was responsible for verifying the orders were
gorrect,

-Once the ordars were varified as correct and
approved, they would then appear on the
computsr scresn for the MAs to follow.

-5he did not know why the order to notify the PCP
regarding BP readings outside ordered

parameters had nof been enterad on the eMAR.

Interview with the RCC on 12/18/18 at 2:00pm
rovesied:

-The MAs or RCC was responsible for faxing new
orders to the facility's contracted pharmacy.

-Thea pharmacy would enter new arders onto the
eMAR.

-After the pharmacy entered new orders, the RCC
was responsible for verifying that orders wers
correct,

-She was not employed at this facility on 09/23/18
when the PCP gave the order to notify him if BP
readings were outslde the crdered parameters so
she did not know how the arder had been left off
the sMAR.
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‘with him in the resident's record at the facility.

-The facllity's nurse was responsible for auditing
the eMARs and comparing them to the
physician's orders.

-The fagility did not currently have a nurse so she
was responsible for auditing the eMARS,

-She had not audited the eMARs because she
had been "too overwhelimed with work."

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 12/20/18 at
8:21am revealad:

~The pharmacy was responsible for entering
orders onto the eMAR when received from the
facility.

-The pharmacy had received the original order for
metoprolal 50mg one tablet in the morming and
metoprolol 50mg one half tablet at night for
Resident #5 on 08/12/18.

-They had never received the order for BP
parameters dated 09/28/18.

Interview with Resident #5's PCP on 12/18/18 at
11:00am revealed;

-He had given the order to notify him if Resident
#5's systolic BP was greater than 190 or less than
90 or if his diastolic BP was greater than 110 or
less than 60 because Resident #5 had a history
of high BP and was ordered metoprolol tartrate, a
medlication to lower his BP.

-He expectad the facility to follow his arders and
notify him If Resident #5's BP was outside the
ordered parameters.

-He had not been notified Resident #5's BP
readings had been documentad outside of
ordered parameters six times in Qctober and
November 2018.

-He expected the facility to document all contacts

Interview with the Administrator on 12/20/18 at
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4,00pm revealed:

-MAs and the RCC were respansible for faxing
new orders to the facllity's contracted pharmacy.
-The pharmacy was responsible for entering the
orders into the eMAR system and the RCC was
responsible for then verifying and approving the
ordet.

-The MAs had baen trained onh how to audit
eMARs, but they would need to be refrained
"because the process was failing."

B. Review of Resident #7's current FL2 dated

| 10/04/18 revealed:

~Diagnoses included renal insufficiency,
hypertension, chronic obstructive pulmonary
disease and Alzheimer's disease.

-Resident #7's level of care was total care.

Review of a discharge summary from a local
hospital for Resident #7 dated 11/28/18 revesled:
-Resident #7 was admitted to the hospital on
11/25/18 and discharged back to the facliity on
11/28/18.

-Rasidant #7 had a histery of Osler Waber Randu
disease {a hereditary hemotrhag/c blgading
disorder), cardiac arrhythmia (an Irregular heart
beat) and chronic heart failure.

-Resident #7 was admitted through the
emergency rocm with a diagnesis of
gastrointestinal bleed (Gl).

~There was an order for Regldant #7 to follow-up
with the heart and vascular center on 12/05/18 at
10:30am.

-There was an order for Resident #7 to follow-up
with the ptimary care medical physician In 8§ days
after discharge and obtaln laboratory studies
regarding hemoglobin level.

~There was an arder for Resident #7 to follow-up
with the gastroenterology and hematology
physician,
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Review of a second discharge summary from a
local hospital for Resident #7 dated 12/11/18
revealed:

-Resident #7 was admitted to the hospital again
on 12/07/18 with diagnoses that included Gl
blaed and chronlc heart failure,

-Resident #7 was discharged back to the facility
on 12M1A18,

-There was an order for a follow up appointment
with the gastroenterclogy and hematology
physician in 1 week, ‘

~Thete was an order for a follow up appointment
with the heart and vascular center on 12/18/18 at
3:30pm.

-Thera was an order for a follow up appointment
with the primary care medical physician office on
12/19418 at 11:00am.

Review of the facility appointment book calendar
for November 2018 and December 2018 revealed
there were no physician appointments entered for
Resident #7,

Telephone intarview with Resident #7's heart and
vascular office assistant on 12/18/18 at 2:48pm
tevealed:

~Resident #7 had an appointment on 12/05/18 at
10:30am made by the hospital, but did not show
up for the appointment.

-The facility staff naver called the office to
reschedule the missed appointment,

~The physiclan wantad to see Resident #7 for a
follow- o visit from a recent hospital visit on
11/28/18.

-Resident #7 had another follow up appointment
scheduled for 12/18/18 at 2:30pm because of
another haspital visit on 12/11/18.

Observation of Resident #7 on 12/18/18 at
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4:07pm revealed: :

-He was in his room laying in the bed with his
head covered with a blanket,

-He stated "my legs hurt",

-Resident #7 had bilateral edema to his lowar
extremities,

Telephone Interview with Resident #7's digestive
health assoclates office Nurse revealed:
-Resident #7 was to be sesn by the physician due
to a recent hospltal visit referral.

~There was never an appointment made for
Resident #7 for a fellow-up visit,

-Resident #7 was not seen in the office in
November 2018 or December 2018,

-"It Is very important [Resident #7] kept his
appointment to ensure the best therapy and
freatment of his hleading disorder."

-Resident #7 was last seen in the office on
05/28/17.

Attempted telephone interview with Rasident #7's
primary care medical center on 12/18/18 at
1:45pm was unsuccessil,

Telephone interview with Resident #7's Power of
Altorney (POA} on $2/19/18 at 11:00am ravealed:
-She knew Resident #7 had 2 recent
hospitalizations withih one month.

-The facility never contacted her in regards t¢
Resident #7's heart and vascular, primary
medical physician, or the digestive haslth
physician appointments.

-She was not aware Resident #7 had missed the
physiclan's appointmants after the two hospital
vigits.

Interview on 12/19/18 at 11:30arm with the facility
Nurse Practitioner for Resident #7 revealed;
-Resident #7 was a new patlent to her services.
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~She had seen Rasident #7 on 12/05/18 and
ordered laboratory studies because "this was
something she did for all new pationts.”

-She had known Resident #7 had been in the
hospital recently on 11/28/18.

~She did not know Resident #7 had missed follow
up appointments with the heart and vascular,
primary care physician, or the digestive health
physician appoiniments.

-When the result of Resident #7's lab findings
came back, she called the facility and had
Resident #7 sent out to the haspital because of a
low hamoglobin.

-She did not know Rasident #7's hospital
discharge order on 11/28/18 was to follow up with
the primary medical physician for lab work in §
days after discharge.

-The staff did not make her aware Residant #7
had missed any of the physicians' appointments.

Interview on 12/18/18 at 3:30pm with a
medication aide (MA) revealed:

-She was responsible for reviewing new orders
for residents and reviewing discharge summaries
from the hospital.

«Bhe did not know Resident #7 had appointments
with the heart and vascular center, the primary
care physician, or the digestive health physician,
~She was not sure why the physician
appolntments were missed for Resident #7.

Interview with the Resident Care Coordinator
{RCC) on 12/18/18 at 4:15pm revealsd:

-She was responsible for overseeing the clinical
staff.

-She knew Resident #7 had been admitted to the
hospital two times in the past month,

-She was not aware Resident #7 had ordered
physician appointments from the two hospital .
discharge summaries that wers not on the
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appointment calendar.

-She did not know why Residant #7 had missed
the appointments.

~"If | see or know of an appeintment for a
resident, | will put it on the appointment calendar.”
-She did not know Resident #7 had an
appointment on 12/18/18 at 3:30pm with the heart
and vascular center,

-She did not know Resident #7 was in the facllity
on 12/18A8 at 3:30pm complaining his legs hurt
and had edema bilateral to his lower legs.

-She had not contacted Resident #7's physician
in regards to any missed appointments.

Observation of the facility census raport for
12/20/18 revealed Resident #7 was ih not I the
facllity.

p———— .
Interview with the RCC on 12/20/18 at 10:20am
revealed Resident #7 was transported to the
hospital on 12/19/18 around 11:00pm and was
admitted to the intensive care unit with a
diagnoses of chest pain.

Based on observations, interviews and record
reviews, the facility failed to assure referral and
follow-tip for Resident #2 whose physician was
not notified that his FSBS 4 times daily and his
Humalog before meals scheduled was not on the
eMAR for the month of November leading him to
the hospital for BS 1200; Resident #3 who
missed 6 medications including metoprolol
tartrate, atorvastatin, clonidine, clepidegrel,
Lisinopril, and sertraline, Resident #4's Respimait
inhaler refusals; Resident #5 ragarding kload
pressure measurements outside of ordered
parameters and medications not administered
including Buspar {used to treat anxiety) and
chlorhexidine gluconate {a mouthwash used to
traat gingivitis); and Resident #7 related to
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missed appointments with the gastroenteralogist,
heart and vascular physician and the primary care
physictan after hospital visits on 11/28/18 and on
12112118 and was currently in the hospital
12/20/18 diaghosed with chest pain. This failure
to agsure referral and follow up to meet the
resicant's heeds resulted in serious physical
harm and neglect and constitutes a Type A1
Violatian.

The facility provided a Plan of Protection in
accordance with G.S. 1310-34 on 12/18/18 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JANUARY
26, 2014.

10A NCAC 13F .0902(c}{3-4) Health Cars

10A NCAC 13F .0802 Health Care

(c) The facility shall assure docurnentation of the
following in the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensad health professional;
and

{4) implementation of procedures, treatments or
arders specified in Subparagraph {c){3) of this
Rule,

This Rule is not met as evidenced hy:
TYPE A1 VIOLLATION

Basad on interviews, record reviews, and

D 273

D278

Refer to Plan of Correction for Tag 183
10A NCAC 13F .0603 '

1/26/2019
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observations the facility failed to assure 2
resident's orders were implemented, for 3 of 7
(Resident #1, #4 and #7) related to Resident #1
multiple appointments radiation, charmotherapy,
Resident #4 ordered for nabulizer treatments and
Resident #7 medicaticns ordered.

The findings are:

1. Review of Resident #1's current FL-2 dated
9/25/8 revealad diagnoses of right breast
cancer, pre~diabetes, hypertension, seizure, and
hypailipidemia.

Review of Resident #1's register revealad that
she was admitted to the facility on 10/11/18.
Review of Resident #1's record revaaled;

-An "After Visit Summary” from an appointmant
on 10/4/18, documented that Resident #1 was
seen for "malighant neoplasm of upper-cuter
quadrant of right breast" and she had a
chemotherapy appointment schedulad for
10/25/18 at 12pm and a physician's visit with her
oncologist schedulad for 11/8/18 at 10:20am,

Review of Resident #1's charting notes revealed
there was no documentation regarding medical
appointments.

Telephone interview with a nurse from Resident
#1's Qneoloylst's office on 12/7/18 at 1¢:18am
revealed:

-Resldent #1 was supposed to receive
chemotherapy "avery 3 weeks,"

-Resident #1 had last recelved a chemotherapy
freatmant on 10/4/18.

-Resldent #1 had missed a total of 3
chemotherapy treatments on 10/25/18, 10/29/18,
and 11/19/18.

-Resident #1 also missed an office visit
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scheduled for 11/5/18.

Follow-up telephone interview with a nurse from
Resident #1's Oncologist office on 12/18/18 at
11:18am revealed;

-Resident #1 had not attended any chemotherapy
treatments since she had moved into-the facllity.
~Raesident #1 had missed a tofal of 4
chemotherapy appointments, on 10/25/18,
10/29118, 11/19M18 and 12/17/18,

-Resident #1 had missed an office visit on
11/6/18.

-Rasident #1 missed an appointment for an
echocardiogram on 12/4/18.

-Resident #1 was supposed to have
chemotherapy directly after an office visit on
12110418, however, due to missing the
echocardiogram on 12/4/18, she could not
receive chematherapy as scheduled.

-At the time of the visit on 12/10/18, the
physician's office contacted the Resident Care
Coordinator (RCC) at the facility to make the
facility aware of appointments that were being
rescheduled, which included: An echocardiogram
was rescheduled for 12/11/18, and chemotherapy
was rescheduled for 12717118, She stressed the
importance of Resident &1 attending the
appeintments. The RCC assured her that
Reslident #1 would have transportation to the
appointments.

-Resident #1 was receiving chemotherapy to
"decrease the risk of recurrent disease.”

-Per Resident #1 oncologist, "Sub-optimal care,
including not attending necessary cancer
treatments such as radiation, chemotharapy,
tests and appeointments with her physicians, sould
hegatively impact her cutcome regarding her
diagnosis of breast cancer.”

Telephone interview with a representative from
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the Radiation Treatment office on 12/6/18 at
3:01pm revealed:

-Resident #1 had missed 2 appointments, on
11/18/18 and 11/27/18.

~Any missed appointments wers generally added
to the end of serias of daily radiation treatments.
-Resident #1 finished her radiation treatments on
12/318.

Review of the transportation appointment
calendar on 12/18/18 at 3:11pm revealed:

-In October, Resident #1 had tha following
appeointmants, noted as "Radiation/Oncology":
1042518, 10/26/18 and 10/29/18.

-In November, Rasident #1 had the following
appoinfments, noted as "RadiationfQn¢ology™
11/5/18, 11/19/18, and 11/27/18. There was no
appointment listed on 11/18/18 for radiation,
-On 1217/18, Resident #1 had an appointment,
noted as "Radiation/Oncology".

-0n 12/4/18, Resident #1 had an appointment,
noted as "radiation/ancology”, but it had keen
marked through.

Telephone interview with Resident #1's
Responsible Party (RP) on 12/6/18 at 3:10pm
revealed:

-At the time of moving Resident #1 into the
facility, he provided the facility with information on
her upcoming madical appointments, including
her dally radiatien appointments. He had also
provided the facllity a copy of the paperwork from
her last doctor's appointment that had upcoming
appointments listed on it, including her next
scheduled chemotherapy freatment.

-He bscame aware that Resident #1 missed
some of her radiation and chemotherapy
appointments because he received a call from
the physician's office to reschedule an
appeintment.
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-He went to the facility after learning that she had
misged multiple appointments and spoke with
"someone" who assured him that they would
make sure she got fo her radiation and
chemotherapy appointments.

Interview with the transporter on 11/7/18 at
9:15am revealed;

-Resident #1's RP came to the facility yesterday
and was concerned because he had received a
call from the resident's physician's office stating
that she had missed a chemotherapy
appeintment.

-Prlor to the RP coming to the fagility, she had not
been aware that Resident #1 was supposed to be
attending any chemotherapy treatments.

~She thought Resident #1 was only receiving
chemothearapy every 3 weeks.

-She recalled recently raceiving a massage from
the former business office manager to return a
call to the radiafion treatment office to schedule
an appointment for Resident #1. She had called
the radiation office and set up Resident #1's
radiations treatments, which began on 10/22/18,
-She was supposed to be notified in writing of any
scheduled appointments or treatments that
needead to be scheadulad for new residents upon
admission by the Resident Care Director (RCD)
or Resident Care Coordinator (RCC).

-The facility nursa had quit working in the facility
vary soon after Resident #1 had been admitted,
s0 no one had reviewed the record and informed
her of Residenti#t's appointments that needed o
be on the transpott calendar.

Interview with fransporter on 12/6/18 at 2:45pm
revealed:

~Since 11/7/18, Resident #1 had missed two more
radiation appointments, of which she was aware.
One of those days she was out sick and staff did
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not get anyone else to transport Resldent #1 to
radiation appointment. She was unsure of tha
exact date.

~The second appointment Resident #1 had
missed was on 11/18/18. She was not working
that day but had arranged for ancther staff
member o assure Resident #1 attended her
radiation appointment, She called the facility the
day before to make sure staff hadn't forgotten
about the appointment. The next day, abouf the
fime of the appointment, she called the facility
again to make sure someone was taking her and
found out staff had not transported the resident to
her appointment.

-5he called Resident #1's radiation office, which
was about to close for the day, and they offered
to wait for her to arrive. She netified staff the
radiation office was waiting for Rasideni #1 to
come In lata for her appointment, and it was her
understanding a staff was taking her.

-She later learned that the Administrator told staff
to call and reschedule the appointment.

Interview with Resident #1's Primary Care
physician (PCP) on 12/18/18 at 11:45am
revealed; S

«He had been Resident #1's PCP since she had
moved into the facility in October.

-He couid tell that "something was not right” with
Resident #1 and was aware thai she had missed
some treatment sessions for her diagnosis of
breast cancer,

-He had stressed to the RCC the importance of
Residant #1 attending her cancer treatments,
~Thera was a potential outcome of Resident #1'g
cancer progressing due to missing treatments.

Intarview with the RCC on 12/6/18 at 2:15pm
revealed:
-She was not aware that Resldent #1 had missed
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some appointments prior to Adult Protective
Services notlfying her of this,

-She had discovered that thers was some
confusicn about who would be transporting
Resldent #1 to her radiation appointment on
11/18/18.

~She apoke with Resident #1's responsible party
who informed her the resident had missed 2
radiation treatments since fiving in the facility,
-Resident #1 was admitted to the facility the same
week that she had started working the facility, so
she was not familiar with her and was not aware
of har appeintments for her cancer treatments,
-She was not aware that Resident #1 had missed
any chemotherapy appoinfments.

-The RCD normally reviewad any records for new
admissions to the facility to assure that
transportation was scheduled for any upcoming
medical appointments, however, the facility had
been without an RCD since Just after Resident #1
had been admitted. Since the facility had been
without an RCD, she was trying to review racords
for new admissions to assure all needed services
were in place, including transportation, as much

.8s she could with her other responsibilities,

Interview with RCC on 12/18/18 at 4pm revealed:
~She was not aware that Resident #1 had missed
another chemothearapy treatment yesterday,
12117118, .
-She was aware that the facility's van was In the
shop for service yesterday and that some
appointments had to be rescheduled, but she was
not aware that Resident #1's appointment was
one of them,

-Praviously, the activity director who was filling in
as the transport driver was responsible for writing
appointments in the transportation calendar.
-She recalled speaking to the nursa frem the
oncologist's office on 12/11/18 regarding
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upcaming appointmsnts that had been
scheduled, including an echocardiogram on
12/11/18 and chemotharapy on 12/17/18.

-She would have given this information the new
transportation driver to put into the transportation
calendar.

Interview with transporter on 12/18/18 at 3:23pm
revealed;

-Resident #1 did not attend her chemotherapy
appointment yesterday because the van was in
the shop for repairs. The plan was that the van
wollld be ready yesferday morning, but there was
a delay, which caused there to be missed
appointments.

-Usually, when the facility van was not working,
the facility borrowed a vehicle from a nsarby
sister facility so that residents could attand
appointments as scheduled.

~The facility had not previously made
arrangements with a sister facility to borrow a
vehicle for yesterday, because the van was
supposed to have been repaired in fime for
resident appointments. This causad 2 few
resicdents had missed appointments.

-When the RCC notified him of an upcoming
appointment, he would add the appointiment to
the transportation calendar.

Interview with Administrator on 12/6/18 at 3:50pm
revealed:

-She did not become aware that Resident #1 had
migsed any medical appointments until Adult
Protective Servicas inquired about it on 11/7/18.
When a new resident was admittad to the facility,
it was the nurse's responsibility to review the
record to assure any transportation for
appointments was set up slther through the farnily
or by the facility.

-The facility's nurse had qult sbout the time that
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Resident #1 was admitted, which resulted in no
ohe looking thoroughly at the racerd to see the
documentation the family had provided with
information about upcoming appointments,

-She and the RCC had also been trying tc assist
with reviewing records for new residents, but they
had not revealed Resident #1's record.

~5he was nof aware there was documentation in
Resldent #1's chart with information about
upcoming medical appointments on 10/25/18 at
12pm for chemotherapy and 11/5/18 at 10:20am
for an appointment with her oncologist.

2, Review of Resident #4's current FL-2 dated
9/4/18 revealed diagnoses included coranary
artery disease with parvious myecardial infarction,
hypertension, history of stroke, hyperlipideria,
diabetes mellitus type 2, congeastive heart failure,
morbid obesity, history of right adrenal mass
status post right adrenalectomy 2014,
ostecarthritis, schizophirenia, and dementia.

Review of Resident #4's record revealed:

«An ardered dated 12/12/18 for aibuterol 0.083%
2.5mg/f3ML nebulizer traatments every 4 hours
"around the clock - hold while sleeping” for 2
days.

Review of Resident #4's Decamber 2018
electronic Medication Administration Recordg
(eMAR) ravealed:

-An entry dated 12/12/18 for "albuterol 0.083%
2.5 MG/3ML NEB (used to help opsn up the
airways in your lungs to make It easier to breathe)
- use 1 viat via nebulizer every 4 hours around the
clack ~ hold while sleeping for 2 days"

-Resident #1's albuterol nebulizer treatment was
documented as being administerad on 12/13/18
at 4:00pm and 8:00pm, and on 12/14/18 at
12:00am and 4:00am.
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-Resident #1's albutsrol nebulizer treatment was
documented as "not administered” on 12/14/18 at
8:00am with a reason of "resident refused"; “not
administered™ on 12/14/18 at 12:00pm with a
reason of "med not in fagility - no nebulizer
machine"; "not administered" on 12/14/18 at
4:00pm with a reason of "med not in facility"; and
"not administered” on 12/14/18 at 8:00pm with a
reason of "resident refusad."

Review of Resident #4's charting notes revealed
no dacumentation regarding nebulizer treatments,

Intetview with Resident #4 on 12/17/18 at 3:35pm
revealed;

~8he saw her PCP week because she was sick
with a cough and congestfion and was not
breathing as well as she usually did.

-8he had not received any nebulizer treatments
since she had lived in the facility.

~3he was not aware she was supposed to have
recelved any nebullzer treatments since sesing
her PCP last week,

-She had told the Resident Care Coordinator
{RCC) that she wanted to see the physician again
this week since she was nol fesling any better.
The RCC told her she would "add her to the list"
of resldents to be seen by her PCP this week.
-She was wearing her oxygen today, which she
narmally only wore at night, because she was not
breathing as well as she usually did.

Interview with a Medication Aide {MA) on
12/18/18 at 11:30am revealed:

-Rasident #4 had never had a nebulizar machine
in the facllity, so nebulizer treatmants could not
have been administered to her.

-Sha had not currently administered Residant
#4's medications recently.

«5he had not administered madications to
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Resident #4 during the time she was supposed to
be receiving nebulizer treatments every 4 hours
for 2 days.

-It was the RCC's responsibllity to order
necessary equipment for new orders, such as a
nebulizer machine.

Interview with ancthar MA on 12/18/18 at 2:20pm
revaaled:

~Resident #4 had never had a nebulizer machina
in the facility.

-0On 12/14/18 she had documented on the elMAR
that Resldent #4's nebulizer treatments were not
administered because she had "ho nebulizer
machine.”

~She thaught she “probably told” the RCC that
Resident #4 needed a nebulizer maching at the
time she entered the note into on the aMAR, but
she was not certain,

Interview with the RCC on 12/18/18 at 4pm
revealad:

-When a rasident needed medical equipment,
such as a nebulizer maching, she contacted the
healthcare squipment company and put in an
order. The equipment usually arrived within a day.
-She was not aware that Resident #4 did not have
a nebulizer machine and that she had not
received any nebulizer treatments that had been
orderad on 12/12/18.

-No MA had informed her that Rasident #4
heeded a nebulizer machina.

Interview with Resident #4's Primary Care
Physician on 12/19/18 at 11:23am revealed:

~She assessed Reosident #4 last week hecause
she was not feeling well.

-Due to Resident #4 sounding very congested,
she had ordered nebulizer treatments for "a few
days" and nebulizer treatments "as nesded" going
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forward.

-Resident #4's oxygen saturation at the time of
the visit last week was 95%.

-She was not aware that Resident #4 never
received any of the nebulizer treatments she had
ordered for her last week.

-Resident #4's order for nebulizer treatments net
being implemented as ordered could potentially
rasult In worsening of her raspiratory symptoms.
-She was scheduled to see her again today, as
she had not Improvad since last week's visit,
-Her expactation was that her orders for
resident's healtheare needs would be
implemented immediately by staff.

3. Review of Resident #7's current FL2 datad
10/04/18 revealed:

~Diagnoses included renal insufficiency,
hypertension, chronic obstructive pulmaonary
diseass and Alzheimer's diseass,

-Medlication orders included the following
medications:

-Fosamax (used to treat osteoporosis) 70 mg
once waekly

-Ferrous sulfate (an iron supplement used to treat
anemia) 324mg twice weelkly

-CV8 vitamin (helps to prevent bone disorders)
D3 2000 units daily

-Tizanidine (a muscle relaxant) 2mg daily as
needed for painfspasms.

-Lotrisone (an antifungal) 1%-0.05% topical
cteam apply two times daily to rash.

-Aricept {used to freat Alzheimer disease) Bmgy
every evening.

~Burnetanide {used to treat fluid retention) 0,5mg
taka every one tablet every 2 days,

~Toprol XL (used fo treat high blood pressurs)
25my daily.

-Prilosec (used to treat heartburn and
gastroesophageal reflux) 40mg take two times
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daily,

Review of Residant Register revealed the
resident wag admitted to the facility on 11/01/18
from homs,

Intarview on 12/18/18 at 2:30pm with the
Resident Care Coordinater (RCC) revealad
Resident #7 was admitted to the facility on
11/05/18 not on 11/01/18.

a. |. Review of Resident #7's racord revealed a
subsequent physician order dated 12/06/18 for
compression stockings knee high-on in the AM off
QHS (every night).

Review of Resident #7's Cecember 2018
electronic medication administration record
{eMAR) revealed:

-Thare was an entry "Jobst hose (a brand of
compression stockings) need size" on in the
morning and off at bedtime scheduled for 8:00am
and 8:00pm.

~There was no documentafion the Jobst
compression stockings had been applied during
the month of December 2018.

Review of Resident #7's facility charting notes
revealed;

-On 11/24/18 at 1:07pm Resident #7 was using a
wheelchair because he was having a difficult time
walking because his legs hurt.

-On 11/25/18 at 6:01pm Residant #7 had
complainad of difficulty breathing, swelling was
noted to faca and lower extremnitias, Resident was
sent to Emergency Room (ER) for evaluation "per
request.”

Interview on 12/18/18 at 3:30pm with a
medication aide (MA)} ravealed:
~Her responsibly includad reviewing new orders
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for residents and faxing the order fo the
pharmacy,

-If she faxed orders to the pharmacy she would
made a copy for the Resident Care Coordinator
(RCC) to review,

~She filed the new order in the resident's record
after the RCC had reviewad the new order.,
~She did not know Residant #7 had an ordar for
compression stocking written on 12/06/18.

~The compression stockings had never "popped
up" on the eMAR when she administered
medications in the mernings to Resident #7,
-She never contacted the physician concerning
Resident #7's order for compression stockings.

Interview on 12/18/18 at 3:45pm with a saccnd
MA revealed:

-The RCC was responsible faxing orders to the
pharmacy.

-She did not know Resident #7 had an order
dated 12/06/18 for compression stockings.
~She had never seen Resident #7 with
compression stockings on,

~-She had never removed compression stockings
from Resident #7 at badtime.

-5he had never seen the order or noticed the
comprassion stockings on Resident #7's eMAR
for December 20138,

Observation of Resident #7 on 12/18/18 at
4.07pm revealed:

-He was in his room faying in the bed with his
head covered with a blanket.

~He stated "my legs hurt".

-A personal care aide (PCA) was present in the
room and uncovered his legs.

-Rasldent #7 had no compression stocking on his
legs.

-Reslident #7 had bilateral edema lower
exfremities.
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Interview with the PCA present in Resident #7's
room on 12/18/18 at 4.07pm revealed:

-She told the Resident Care Coordinator (RCC)
and the MA Resldent #7 was not feeling wall and
his legs were hurting on 12/18/18.

~She had never seen Resident #7 wear any socks
except for the "non-skid socks from the hospital."
~She never sean Resident #7 wear compression
stocking.

-Resident #7 always wore flip flops because his
foot were always swallen,

Interview with the RCC on 12/18/18 at 4:20pm
revealed:

-5he was not told Resident #7 legs were hurting
or that he was not feeling well on 12/18/18.

-8Bhe knew Resldent #7 had a history of edema to
his lower extremities.

~Resident #7 was admitted to the hospital with
“swelling in his legs".

-She did not know Resident #7 had an order
writtan on 12/06/18 for compression stockings.
~The MAs wers responsible for faxing orders to
the pharmacy and following through with the
otders.

-She relied on the MAs to complete orders writien
by the physician.

Interview with a third MA on 12/18/18 at 4:36pm
revealed:

-Her responsibilities included faxing orders to the
pharmacy and reviewing the orders on the eMAR,
-She did not know Resident #7 had an order for
compression stocking used for reducing edema
to his legs.

-She did not know how to measure for
compression stocking, "prabably a home health
Nurse would do that."

<"He would not wear them, he complains his legs
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hutt all the time."

-She was made aware on 12/18/18 Resident #7
was nof feeling well and his legs were hurting.
~The first shift MA had repotted to her Resident
#7's was lying in bed nct fealing well, ‘
-3he had obtained Resident #7's vital signs on
12/18/18.

-"Resident #7's legs were swalled and hurting."

Telephene interview with a pharmacist at the
facility's contracted pharmacy on 12/19/18 at
8:10am revealed:

-Resident #7's Nurse Practitioner faxed an order
to the pharmacy on 12/06/18 for cornpression
stockings knee high-cn in the AM off QHS (every
night).

~Tha pharmacy placed the ordered for the
compression stockings (Jobst) on in the morning
and off at bedtime scheduled for 8:00am and
8:00pm on Residant #7 profile on the Decamber
2018 sMAR.

~The compression stacking required proper sizing
of Resident #7's legs.

~The staff naver contacted the pharmacy with the
size of the compression stocking.

-It was the staff's responsible to obtain Resldent
#7's size of the compression stockings so they
would adequately work to reduce edema.

interview on 12/19/18 at 11:30am with Resident
#7 Nurse Practitioner revealed:

«Resident #7 was new to her services and she
had first seen Resident #7 in the facility on
12/05/18.

-The RCC had requested she see Resident #7 an
12/19/18.

-Resident #7's had edema bilateral to his legs on
12/19/18 when she had sean him In the facility,
-She had written an ordar for Resident #7 to have
compression afockings on 12/06/18 due to
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-She did not know Resldent #7 had never had the
compression stocking on or that he was never
fitted for the comprassion stockings.

~The MAs or the RCC had never mantionad
Resident #7 did not have the comprassion
stocking on.

-8he expected the facllity to follow her orders as
she had written,

Review of the facility census report for 12/20/18
revealed Resident #7 was in not in the facility.

Interview with the RCG on 12/20/18 at 10:20am
revealed Resident #7 was franspotted to the
hospital on 12/19/18 around 11:00pm and was
admitted to intensive care unit with a diagnoses
of chest pain.

Review of the facility policy on therapy and
equipment orders revealed:

-Medication staff who receives order for physical
therapy, occupational therapy, spaech therapy, or
medical equipment will:

1. Fax the order for home health, wound clinic or
durable medical equipmant providar.

2. Date and initial the order.

3. Document regeipt of the order in the resident
chart,

4. Place the order in the case manager's "box" of
raview file,

-The care manager will then"

6. Contact the appropriate agency to confirm the
order of services/equipment has been received.
6. Date and initial the order only after
confirmation that the order has been properly
processed,

7. After completion of all steps above, the arder
should be filed In the resident ¢chart.
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b: Review of Resident #7's hospital discharge
dated 12/11/18 revealed a signed physlician order
for Carafate (a medication used fo treat gastro
esophageal reflux)1 gram/ 10ml four times daily
with meals and at bedtime.

Telephone interview with a pharmacist at the
facility's confracted pharmacy on 12119/18 at
8:10am revealed.

-There was no order on fils for Resldent #7's
Carafate 1 gram/ 10m! four times daily with meals
and at bedtime,

-The staff were responsible for faxing new orders
to the pharmacy so the pharmacy could place the
medication on the residents profile and on the
eMAR.

-The Carafate was never profiled or placed on
Resident #7's December 2018 eMAR.

-Carafate was used fo traat stomach ulcers and
gastro esophageal reflux,

Review of Resident #7's December 2018
electronic medication administration record
{eMAR) ravealed there was no entry for Carafate
1 gram/ 10ml four times dally with meals and af
hedtime.

Interview on 12/18/18 at 3:30pm with a
madication alde (MA) revealad;

~Har respansibly included reviewing naw crders
for residents and faxing the order to the
pharmacy.

-If she faxed orders to the pharmacy she would
made a copy for the Resident Care Coordinator
{RCC) to review.

~She filed the new order in the resident's record
after the RCC had reviewead the new order.
-She did not know Resident #7 had an crder from
the hospltal discharge on 12/11/18 for Carafate,
~The RCC is raspansible for reviewing the
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hospital discharge for naw orders when a resident
returned to the facility.

Interview with the RCC on 12/18/18 at 4:20pm
revealed.

-She did not know Resident #7 had an order for
Carafate.

~She had not reviewed Resident #7's hospital
discharge summary date 12/11/18,

~The MAs were responsible for faxing orders to
the pharmacy and following through the orders.
~3he relied on the MAs to complete ordars written
by the physician,

Interview on 12/19/18 at 11:30am with Resident
#7 Nurse Practitioner revealed:

-Resident #7 was new to her services and she
had first seen Resident #7 in the facility on
12/05/18,

~The MAs or the RCC had nevsr mentioned
Resident #7 had an order for Carafate.

~-She expected the facility to follow the discharge
orders from the hospital physician, or if the facility
staff had a concern about the order to contact
her,

¢. Review of Reslident #7°s November 2018
electronic medication administration record
{eMAR} revealed:

~There was an entry for Fosamax 70mg weekly at
7:00am,.

-There was no documentation from the admission
date of 11/05/18 to 11/12/18 Fosamax had been
administered.

-There was documantation the Fosamax was
administered on Monday, 11/19/18.

~There was documentation on 11/26/18 Fosamax
was not administerad reason "resident in the
hospital."
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Review of Resident #7's December 2018 eMAR
revealed Fosamax was administered as ordered.

Refer to telephone interview with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
B:10am.

Refer to interview on 12/19/18 at 11:30am with
Residant #7's Nurse Practitioner,

Refer to interview on 12/18/18 at 3:30pm with a
medication aide (MA).

Refer to interview on 12/18/18 at 3:45pm with a
second MA.

Refer to Interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Reafer to interview with the interim Administrator
on 12/20/18 at 3:40pm,

Refer to review of the facility pelicy on new
medication orders.

d. Review of Rasident #7's November 2018
eMAR revealed;

~There was an entry for ferrous sulfate 324img
twice weelkly at 8:00am.

-There was no dacumentation from the admission
date of 11/08/18 to 11/12/{8 the ferrous Sulfate
had hesn administered as ordarad.

~Thare was documentation the ferrous sulfate
had bean administered on 11/156/18, 11/19/18,
and on 11/22/18,

-There was documentation the ferrous sulfate
was not administered on 11/26/18 "resident in the
hospltal.”

Review of Resident #7's December 2018 aMAR
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revealed ferrous suifate was administered as
orderad,

Refer to telephone interview with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
8:10am.

Refer to interview on 12/78/18 at 11:30am with
Resident #7's Nurse Practitionar.

Refer to inferview on 12/18/18 at 3:30pm with a
medication aide (MA).

Refer to interview on 12/18/18 at 3:45pm with a
second MA.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Refer to interview with the interim Administrator
on 12/20/18 at 3:40pm.

Refer to review of the facility policy on new
medication orders,

e. Review of Resident #7's November 2018
eMAR revealed:

~There was an entry for vitamin D3 2000 units
daily at 8:00am.

-There was no documentation from the admission
date of 11/05/18 to 11/12/18 the vitamin D3 2000
units had been administered as ordaered.

~Theare was documentation on 11/13/18 and on
11/14/18 "resident refused",

-There was documentation on 11/15/18 through
11/26/18 the vitamin D3 was administeread.
-There was documentation on 11/26/18 through
11/29/18 “resident out of facility”.

-There was documentation on 11/30/18 vitamin
D3 was administered.
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Review of Resident #7's December 2018 eMAR
revealed vitamin D3 was administered as
crderad.

Refer to telephana intervisw with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
8:10am.

Refer to interview on 12/19/18 at 11:30am with
Resident #7's Nurse Practitionsr.

Refer to interview on 12/18/18 at 3:30pm with a
medication aide {MA).

Refer to interview on 12/18/18 at 3:45pm with a
second MA.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Refer to interview with the interim Administrator
on 12/20/18 at 3:40pm.

Refer to review of the facility policy on new
medication orders.

f. Review of Resident #7's November 2018 eMAR
revealed:

-There was an entry for Tizanidine 2mg dally as
heeded for pain/spasims.

-There was no documentation from the admission
date of 11/05/18 Tizanidine 2mg had basn
administerad in November 2018.

Review of Resident #7°'s December 2018 eMAR
revealed Tizanidine was on the eMAR at a "PRN"
but not administered in December.,

Refer to telephone interview with a pharmacist at
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the facility's contracted pharmacy on 12/19/18 at
8:10am.

Refer to inferview on 12/19/48 at 11;30am with
Resident #7's Nurse Practitioner,

Refer to interview on 12/18/18 at 3:30pm with a
medication aide {MA).

Refer to interview on 12/18/18 at 3:45pm with a
second MA,

Refer to interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Refer to interview with the interim Administrator
on 12/20/18 at 3:40pm.

Refer to review of the facility policy on new
medication orders.

. Review of Resident #7's November 2018
eMAR revealed there was not an entry for
Lotrisone 1%-0.06% topical cream apply two
times daily to rash.

Review of Resident #7's Decamber 2018 eMAR
revealed Lotrisone was not on the eMAR.

Observation of medications aon hand for Resident
#7 on 12/18/18 at 3:45pm revealed all the above
medications were available for administration

except for the Lotrisone 1%-0.068% topical cream.

Refer to telephone interview with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
8:10am.

Refer to interview on 12/19/18 at 11:30am with
Rasident #7's Nurse Practitioner.
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Refer to interview on 12/12/18 at 3:30pm with a
medication aide (MA).

Refer to interview on 12/18/18 at 3:45om with &
sacond MA.

Refer to interview with the Rasident Care
Coordinator (RCC) on 12/18/18 at 11:32am,

Refer to interview with the interim Administrator
on 12/20/18 at 3:40pm,

Refer to review of the facility policy on new
madication orders,

h. Review of Resident #7's November 2018
eMAR revealed:

~There was an entry for Aricept 8mg avery
avening at 5:00pm.

-There was nc docurmentation from the admission
date of 11/05/18 to 11/12/18 the Aricept had been
administared as ordered.

~There was documentation on 11/12/18 and on
11413118 Aricept 5mg "resident refused".

-There was documentation on 11/14{18 through
11/24/18 Aricept 5mg was administerad.

-There was documentation on 11/25/18 through
11729718 "resident out of facility",

~There was documentation on 11/30/18 Aricept
5my was administered.

Refer to talephons interview with a pharmacist at
the faclility's contracted pharmacy on 12/19/18 at
8:10am.,

Refer {o interview on 12/19/18 at 11:30am with
Resident #7's Nurse Practitioner.

Refer to interview on 12/18/18 at 3:30pm with &
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medication aide (MA).

Refyr to interview on 12/18/18 at 3:45pm with a
second MA,

Refer to interview with the Resident Care
Coordinalor (RCC) on 12/18/18 at 11:32am,

Refer to interviow with the interim Adminlstrator
onh 12/20/18 at 3:40pm.

Refer to review of the facility policy oh new
medication orders.

i. Review of Resident #7's November 2018 eMAR
revealed:

-There was an entry for Bumetanide 0.8mg take
every one tablet every 2 days at 8:00am.

-There was no documentation from the admission
date of 11/05/18 to 11/12/18 the bumetanids had
been administered as ordered.

-There was documentation bumetanide was not
administered on 11/14/18 "resident refused.”
~There was documentation on 11/16/18 through
1112418 bumetanide was administered.

-There was documentation on 11/25/18 through
11/281/8 bumetanide was nat administered
“resident in the hospital."

-Thare was documentation on 11/30/18
bumetanide was administerad,

Review of Resident #7's December 2018 eMAR
revealed Bumetanide was administerad asg
orderead.

Interview on 12/18/18 at 11:30am with Residsnt
#7's Nurse Practitioner revaaled:

~There were several medications Resident #7
took that concerned her if missad for more than a

few days.
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-The bumetanide was used for sdema and there
was documentation Resident #7 had edema prior
fo the hospital admission on 11/25/18,

“The missed bumatanide could possibly
contributed to the hospital visit on 11/2518."

Refer to telephone interview with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
8:10am. '

Refer to interview on 12/19/18 at "11:30am with
Resident #7's Nurse Practitioner.

Refer to interview on 12/18/18 at 3:30pm with a
medication aide (MA).

Refer {o interview on 12/18/18 at 3:45pm with a
second MA,

Refer to interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Refer to interview with the interim Adminlstrator
on 12/20/18 at 3:40pm,

Refer to review of the facility policy on new
medication orders.

|. Review of Resident #7's November 2018 eMAR
revealed:

-There was an enfry for Toprol XL 256mg daily at
8:00am,

-Thare was no documentation from the admission
date 11/05/18 to 11/12/18 Toprol XL had been
administered as ordered.

~There was documentation on 11/13/18 and on
11/14/18 tha Toprol XL was not administered
"ragident refused".

-There was documentation on 11/15/18 through
11/25/18 Toprol XL was administered.
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~There was documentation on 11/26/18 through
11/29118 "resident out of facility”.

~There was documentation on 11/30/18 Toprol XL
was administered.

Review of Resident #7's December 2018 eMAR
revealed Toprol XL was administerad as orderad.

Interview on 12/19/18 at 11:30am with Resident
#7's Nurse Practitioner revealed:

-There were several meadications Resident #7
took that concerned her if missed for more than a
few days.

~The Toprol was used for blood pressure and
could cause higher blood pressures if not
administered as ordered.

Refer to telaphone interview with a pharmacist at
the facility's contracted pharmacy on 12/19/18 at
8:10am.

Reafer to interview on 12/19/18 at 11:30am with
Resident #7's Murse Practitioner.

Refer to interview on 12/18/18 at 3:30pm with a
medication aide (MA).

Refer to interview on 12/18/18 &t 3:45pm with a
second MA.

Refer to interview with the Resident Care
Coordinator (RCC} on 12/18/18 at 11:32am.

Refer to interview with the interim Administrator
on 12/20/18 at 3:40pm.

Refer to review of the facility policy on new
medicafion arders..

k. Review of Resident #7's November 2018
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eMAR revealed:

~There was an entry for Prilosac 40mg take two
times daily at 7:00am and at 5:00pm,

~Thete was no documentation from the admission
date 11/05M8 to 11/12/18 the Prilosec had bean
administered as orderad.

-There was documentation on 11/12/18 and on
1141418 at 7:00am the Prilosec was not
administered "resident refused”,

-There was documentation on 11/14/18 at 5:00pm
through 11/25/18 at 7:00am Prilosec was
administered,

-There was documentation on 11/25/18 at 5:00pm
through 1172918 "resident out of facility”.

~There was documentation on 11/30/18 Prilosec
was administered af 7:00am and at 5:00pm.

Review of Resident #7's December 2018 eMAR
ravealed Prilosec was administered as orderad.

Refer to telephone interview with a pharmacist at
the facllity's contracted pharmacy on 12/18/18 at
8:10am.

Refer to interview on 12/19/18 at 11:30am with
Resident #7's Nurse Practitionet.

Refer to intetview on 12/18/18 at 3:30pm with &
medication aide (MA).

Refer to Interview on 12/18/18 at 3:45pm with a
sacond MA.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/18/18 at 11:32am.

Refar to Interview with the interim Administrator
on 12/20/18 at 3:40pm.

Refer to review of the facility pelicy on new
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medication orders.,

Telephone interview with a pharmacist at the
facllity's contracted pharmacy on 12/19/18 at
8:10am revealed:

-The staff faxed Resldent #7's current FL2 dated
10/04/18 to the pharmacy on 11/12/18.

-The pharmacy had dispensed to the facllity
Reasident #7's madications from the FL2 on
1141218 which included Fosamax, ferrous
sulfate, vitamin D3 2000, Tizanidine, Aricept ,
Bumetanide, Toprol XL and Prilosec.

-8he was not aware Resident #7 was admitted to
the facility on 11/05/18.

-It was the staff’s responsibility to fax over FL2
orders for new residents.

~The pharmacy had dispensad all medication
refills again for Resident #7 on 12/07/18.

Iinterview on 12/19/18 at 11:30am with Resident
#7's Nurse Practitioner revealed:

-Resident #7 was new o her services and she
had first sean Resldent #7 in the facility an
12/05/18.

~She did not know Resident #7 was not
administered medications from his admission
date of 11/05/18 to 11/12/18 as ardered on the
FLZ2.

-There were several medications Resident #7
took that concerned her if missed for mare than a
few days.

~The staff had a responsibly to follow orders and
administer medications as orderad.

="l would like to know when a resident missed
medications or refused medications, the facility
naver told me."

Iinterview on 12/18/18 at 3:30pm with a
medication aide {MA} revealed:
~Rasident #7 was new to the facility he was
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admitted sometime in November 2018,

-She was responsible for reviewing new orders
for residents and reviewing discharge summarigs
from the hospital.

-She faxed orders to the pharmacy, made a copy
for the Resldent Care Coordinator (RCC) to
review,

~Bhe filed the new order in the resident's record
after the RCC had reviewed the new order,

~She did not know why the FL2 for Resident #7
was not faxed unfil 11/12/18.

-The RCC was responsible for reviewing new
admissions and faxing FL2 to the pharmacy.
-She never contacted the physician concerning
Rasident #7's missed madications from 11/05/18
to 1111218,

Interview on 12/18/18 at 3:45pm with a second
MA revealed:

~Resident #7 had been in the facility for about 2
months.

~The RCC was responsikle for new admissions
and faxing orders to the pharmacy.

~Bhe could not recall when she started
administering medications to Resident #7.
-She hever contacted the physician concerning
Resident #7's missed medications from 11/05/18
to 11712718, "Why would | call if | do not know
about them.”

Interview with the Resident Care Coordinator
(RCC) on 12/18/18 at 11:32am revealed:

~Her duties Included oversesing the clinical staff.
~-She was respensible for new admissions and
reviewing the FL2,

-Resident #7 was admitted on 11/05/18,

-She was hot aware the FL2 orders were not
faxed to the pharmacy for Resident #7 until this
interview on 12/18/18.

-She had given the FLZ to a MA to fax to the
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pharmacy.

~She did not know Resident #7 was not
administered his medications from 11/05/18 to
1M/M1218.

~The MAs could fax orders to the pharmacy, "l am
not sure why they did not fax the FL2 for
IResident #7]."

-She never contacted the physician concerning
Rasident #7's missed medications from 11/05/18
fo 11/12/18.

Interview with the Administrator on 12/20/18 at
3:40pm revealsd:

~The RCC was responsible for overseaing all
clinical staff which included the MAs,

-She relied on the RCC to complete new
admissions and FL2,

~The RCC was responaible for faxing ths FL2g {0
the pharmacy.

Review of the facility policy on new medication
orders revealed;

~When a medication order is recaived from a
prescribing provider, the medication staff member
who receives the order will;

1. Veerify the order is complete.

2. Fax the arder to the pharmacy If after 5pm, on
a weekend ar holiday, enter the order on quick
MAR.

3. Date and initial the order.,

4. Call the pharmacy to verify receipt of the order.
5. Enter the order onta Quick Mar.

8. Document recaipt of tha order in the residents
chart,

7. Place the order in the case manager's box or
review file,

~The case manager will than;

8. Review the order and compare it to the order in
the Quick MAR to agsure that it has been
transcribed accurately,

EAST TOWNE
CHARLOTTE, NC 28205 :
x4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGENCY)
D 278 | Continued From page 90 L 276

Diviston of Health Service Regulation

STATE FORM

6299

PEPP11

If continuation sheet 91 of 185




Division of Health Service Regulation

PRINTED: 01/16/2018

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPRLIER/CLIA
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER:
HAL060077

FORM APPROVED
{X2) MULTIPLE CONSTRUCTION To<ay DATE SURVEY
A, BUILDING: CCMPLETED
B. WING 12124{2018

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4815 NORTH SHARON AMITY ROAD

9, Date and initial the medication order ONLY
after it has been reviewed and determined to
have been properly processed.

10. After completion of all steps above, the
medication order should be filed in the rasident
chart,

11. Discontinue the medication order that was
entered Into the Quick MAR by the medication
staff only after the pharmacy has entered the
order into the Quick MAR.

Based on interviews, record raviews, and
observations the facility falled to assure resident's
orders were implementad, for Resident #1 who
had breast cancer missed multiple appointments
for her cancer troatments including: radiation,
chemotherapy, an echocardiogram and an
appointment with her oncologist, resulting in the
potential for negative outcome related to her
breast cancer dlaghosls; Rasident #4 who had a
diagnosis of chronic obstructive pulmonary
disorder had an order for nebulizer treatments for
treatments every 4 hours, however, the nebulizer
was never obtained and treatments were never
administerad, potentially contributing to the
worsening of her respirafory symptoms related to
her COPD diagnosis; Resident #7 medication
ordered from the FL2 were not implemented for 5
days after admission, compression stackings
used for reducing edema and Carafate a
medication used for gastro-intestinal reflux were
never implemented as ordered by the physician;
Resident #7 had two hospital admissions in less
than one month after being admitted to the facility
and was currently in the hospltal 12/20/18
diagnosed with chest pain. This failure to assure
implementation of arders resulted resuited in
serious physical harm and neglect of residents
and constitutes a Typa A1 Violation.
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10ANCAC 13F .0904 Nutrition and Food Service
(a} Food Procureament and Safsty in Adult Cars
Homes:

(1) The kitchen, dining and food storage areas
shall be clean, orderly and protacted from
contamination.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review the facility faifed to assure the kitchen,
dining and food storage areas including kitchen
appliances, floors in the dining roam and kitchen,
and tables and chairs in the dining room were
glean and protected from contamination,

The findings are:

Cbservation of the dry food storage area of the
kitchen on 12/17/18 at 9:28am revealad:

-The floor was covered in food crumbs and dirt.
-There was a plastic spoon, plastic lid anc
unopened packs of crackers on the floor.
-Cardboard boxes containing food were being
stored on the floor including cookies and
non-dairy creamer.

Cbsarvation of the main kitchen area on 12178
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at 9:35am revealed: _

~The sides of the stove and oven were covered in
bullt up grease,

-The bottom shelf of a food prep table was
coverad in food crumbs and built up grease.

~The floors undemeath the food prep sink were
covered in crymbs and dirt.

-The inside of the ice machine had a black
substance covering the area where the lid closed.

Observation of the dining roorn on 12/17/18 at
11:56am revealed:

-There were na residents in the dining room.
~The lunch meal service had not begun.

~There were 86 place settings of utensils and
drinks on the tables.

-The chairs at each of the place settings had food
crumbs built up in the graase of the chair where
the back cotnacted to the seat.

-The chairs were not cleaned prior to rasidents
entering the dining room at 12:00pm,

Observation of the dining room on 12/18/18 at
7:33am revealed:

-There were no residents in the dining room.
-The breakfast meal service had not begun.
-There were 78 place settings of utensils and
drinks on the tables.

~The chairs at each of the place seltings still had
food crumbs built up in the ¢rease of the chair
where the back connhected to the seat.

~Many chairs had food crumbs and spots of drisd
liquids spread across the saat.

~Every table had food crumbs, sticky spots or
both on its surface,

~The floor of the dining room was covered in food
crumbs, dirt, straw wrappers and a fork.

~There was a large (approximately 4 inches by 6
inches) sticky orange substance with smaller
spots surrounding it dried to the floor underneath
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one of the tables.

-The dining room was not ¢leaned prior to the
residents entering for their breakfast meal at
8:00am.

Review of the dietary cleaning schedule posted in
the kitchen on 12/18/18 revealed:

«The floors should be swept and mopped after
every meal,

~The dining room tables should be wiped and
sanitized daily.

~The dining room chairs should be wiped down
after every meal.

~The dish area should be swept and mopped
dally.

~The ice machine should be cleaned monthly.

Interviews with three residsnts on 12/19/18 at
various times revealed:

~One resident was hotherad by the dining room
being so dirty. "The dirty floots bether me the
most."

-A second resident reported the dining room was
often dirty. She sometimes had to use her cwn
napkin and dip it in her water glass to clean off
her tabla, She had complained to the dietary
sorvers before, but "it's still ditty a lot."

-A third resident reported the dining room was
dirty at most meals. The dirty floors did not
bother him, but "the tables being dirty did." He
had never complained to any staff,

Interview with a housekeeper on 12/18/18 at
1:57pm revealed;

-Two housekeepers worked Monday through
Friday from 7:00am ta 2:30pm.

-One housekeeper worked on Saturdays and
Sundays from 7:00am to 2:30pm.

-The housekeeping staff was responsible for
cleaning the dining room every day after the
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breakfast and lunch meal services.

-After the breakfast and Junch meal services, the
housekeeping staff would sweep, mop, wipe
down the chairs and wipe down the walls {if there
wera any spats on thermn) in the dining room,

-The dietary staff was responsible for clearing
and wiping down the dining room tablas.

-She did not know who cleaned the dining room
after the dinner meal service because the
housekgeping staif left at 2:30pm every day.

Interview with a cook on 12/18/18 at 3.45pm
reveated: )

~Some days she worked as a cook and other
days she worked as a dietary aide.

-She did not worlk the day prior an 12/17/18.

-The cooks were responsible for wiping down
"averything in the kitchen” including the food prep
tables, steam tables, oven and fryer dally.

-The cooks were also respansikle for sweeping
and mopping the kitchen area dally.

-The dietary aides were respcnsible for cleaning
the dining reom after the ditner meal service,
-She followed the cleaning schadules posted in the
kitchen.

Interview with a dietary alde on 12/18/18 at 3.47
pm revealad.

-Gome days she worked as a cook and other
days she worked as a dletary aide.

-Qn 12/17/18, she worked as a cook and another
one of the kitchen staff worked as the dietary
aide.

-On 12M7/18, she only had time to clean food
prep tables and did not have time to clean the
fryer or stove and oven. "We have to be out of
here between 7:30pm and 8:00pm."

-The dietary aides were responsible for clearing
the place settings from tha dining rcorm tables
and sanitizing the tables after the meal =ervice,
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-The dietary aides wers alsc responsible for
sweeping and/or mopping "whichever was
needed" in the dining room after the dinner meal
setvice.

-She did not know why the dining room was not
cleanad after the dinner meal servica on
1201718,

Interview with the Dietary Manager (DM) on
12/19/18 at 10:45am revealed;

~The housekeeping staff was responsible for
sweeping and mopping the dining room after the
breakfast and lunch meal services.

-The kitchen staff was responsible for clearing the
dining tables and wiping down the tables and
chairs after avery meal.

~He was responsible for the oversight of the
kitchen staff.

-He typically came into work at 7:30am, but on
12/18/18, he came into work arcund 8;18am after
the breakfast meal service had begun.
~According to the kitchen staff, prior to him
coming to work at the facility, no one had been
responsible for cleaning the dining room after the
dinner meal servica and there was no
management oversight for cleanliness of the
kitchen and dining room.

~The cleaning schedule posted In the kitchan was
an old one.

-He had creafed a new cleaning schadule, and
although he had not posted it yet, he had verbally
communicated it to all diefary staff,

-He had tnade it the responsibility of the cook to
clean the kitchen areas and the responsibility of
the dietary aide to either "gpot sweep or spot
mop" the dining reom after the dinner meal
service.

~He noticed the dining room was dirty on both
12117118 and 12/18/18 when he came into work
on those momings.
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-The distary aide who was responsible for
cleaning the dining room after the dinner meal
services on 12/16/8 and 12/17/18 was returning
fo work today (12/19/18) and he would speak to
him about it

-He was also working with the cooks o get the
kitchen areas cleaned up.

Interview with the Administrator on 12/20/18 at
4:20pm revealed:

-The DM was responsible for creating the
cleaning schedule for the kitchen and dining roocm
and assuring the tasks were completed by the
dietary staff.,

-The housekeeping staff was respensibie for
cleaning the floors in the dining room after the
breakfast and lunch meal sarvices.

-The dietary staff was responsible for cleaning the
dining room after the dinner meal service.

-She had noticed the lack of ¢leaniiness in the
kitchen and dining reom and planned to begin
using "In nhouse" housakeepers rather than a
contract cormpany and planned to do "some
re-education” with the dietary staff.

10A NCAC 13F .0904(c)(7} Nutrition And Feod
Service

T0A NCAC 13F .0904 Nutrition And Food Servica
(c) Menus in Adult Care Homes;

{7) The facility shall have a matching therapeutic
diet menu for all physician-ordered therapeutic
diets for guidance of food service staff.

This Rule is not met as evidenced by:
Basead on observations, interviews, and record
reviews, the facility failed to have a matching

D 282

D 2e8

The Regional Food Service Manager

or designee will review with the Dining
Service Manager Therapeutic Diets, and
posting of therapeutic diets.

Dining Services Manager will review/train
all dietary staff on therapeutic diets an
posting of therapeutic diets

The ED or designee will monitor this
pracess randomly weekly for 30 days
and then randomly monthly

2/8/2019
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therapautic menu for 5 of 5 sampled residents
with physician's orders for therapeutic diets as
evidenced by no mechanical soft (M8) menu for
Residents #5, #14, and #17 and no puread menu
for Residents #15 and #18.

Tha findings are:

Observation of the food serving line in the kitchen
on 12/117/18 and 12/18/18 revealed:

~There was one menu ("weekly menu") posted for
guidance of the food service staff, and It listed
foods for residents on a regular diet.

-The menu did not list what feods should have
been served to residants on a pureed diet or M3
diat.

1. Review of Resident #15's current FL-2 dated
08114118 revealad;

-Diaghoses included Alzheimer's dementia,
~The diet order was reguiar.

Review of Réaident #15's diet order dated
09/14/18 revealad an order for a pureed dist,

Review of the therapsutic diet list posted in the
kitchen on 12/17/18 revealed Resident #15 was
to be served a pureed diet,

Review of the facility menus revealed there was
no therapeutic menu for a pureed dist,

Qbservation of the lunch meal service on
12/17/18 between 12:00pm and 1:10pm revealed:
~Rasident #15 was served puread stuff cabbags,
mashed potatoes, pureed mixed vegetables,
applesauce with whipped cream, unsweetened
tea and water.

-Resgident #15 consumed 100% of the meal,
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Observation of the breakfast meal service on
12/18/18 from 7:45am to 8:35am revealed:
-Resident #15 was served pureed sausage,
pureed egys, grits, apple juice and water.
-Rasident #15 consumed 100% of the meal.

Refer to interview with the Dietary Manager (DIM)
on 121718 at 10:40am,

Refar to interview with a first shift cook on
12/17/18 at 11:45pm.

Refer to interview with a second shift cook on
12/18/18 at 3:45pm.

Refer to the second interview with the DIV on
12/19/18 at 10;:45am.

Refer to interview with the Administrator an
12/20M18 at 4:20pm.

2. Review of Resident #18's currant FL-2 dated
03/12/18 revealed:

~DHagnases included senile dementia, late
affected cerebrovascular accident and seizure
disorder,

-The diet order was puread.

Review of the therapeutic diet list posted in the
kitchen on 12/17/18 revealaed Resident #16 was
to be served a pureed diet.

Review of the facility menus revealed thers was
no tharapeutic menu for a pursed diet.

Observation of the lunch meal service on

12117118 betwesn 12:00pm and 1:10pm ravealed:

Resident #16 was served pureed stuff cabbags,
mashed potatoes, pureed mixed vegetables,
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applesauce with whipped cream, unswestened
tea and water.
-Resident #16 consumed 100% of the meal.

Observation of the breakfast meal service on
12/18/18 from 7:.45am to 8:35am revealed:
-Resident #16 was served pureed sausage,
pureed eqgs, grits, apple Julee and water.
~Rasident #16 consumed 100% of the grits, apple
juice and water and 50% of the sausage and

eggs.

Refer to interview with the Dietary Manager (DM)
on 12/17/18 at 10:40am.

Refer to interview with a first shift cook on
12117418 at 11:45pm.

Refer to interview with a second shift cook on
12/18/18 at 3:45pm,

Refer to the second interview with the DM on
12/18/18 at 10:45am.

Refet to interview with the Administrator on
12/20/18 at 4:20pm.

3. Review of Regident #5's current FL-2 dated
09/14/18 revealed:

-Diaghoses included schizophrenia, intellectual
disability and gastroesophageal raflux.

-The diet order was mechanical soft (MS) with

nectar thickenad liquids.

Review of the therapeutic diet list postad in the
kitchen on 12/17/18 revealed Resident #5 was to
be served a "chopped entire meal” diat,

Review of the facility menus revealed there was
no therapeutic menu for a MS diet.
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Observation of the lunch meal service on
127718 between 12:00pm and 1:10pm revealed
Resident #6 was out of the facility and did not eat
lunch in the dining room.

Observation of the breakfast meal service on
1218718 from 7:45am to 8:35am revealad:
Resident #5 was sarved ground sausags,
scrambled eggs, chopped hashbrown, grits,
nectar thick milk and nectar thick water,
-Reasident #5 consumed 100% of the meal.

Refer fo interview with the Dietary Manager (DM}
on 12/17/18 at 10:40am.

Refer to interview with a first shift cook an
12/17/18 at 11:46pm.

Reafer to interview with a second shift cook on
12/18/18 at 3;45pm.

Reafer to the sacond interview with the DM on
12/19/18 at 10:45am,

Refer to interview with the Administrator on
12/20/18 at 4:20pm.

4. Review of Resldent #14's current FL-2 datad
10/10/18 revealed:

~Diagnioses included depression and dizbstes,
-The diet order was mechanlcal soft (MS) with
nectar thick liquids,

Review of the tharapeutic diet list posted in the ;
kitchen on 12/17M18 revealed Resident #14 was !
not listed.

Review of the facility menus revealad there was
no therapeutic menu for a MS diet,
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Observation of the lunch meal service on
12/17118 between 12:00pm and 1:10pm revealed:
-Resident #14 was servad pulled pork, mashed
potatoes, chopped mixed vegetables, applesauce
with whipped cream and nectar thick arange
juice.

~Resident #14 consumed 100% of the meal,

Observation of the breakfast meal service on
12/18/18 from 7:45am to 8:35am revealed:
~Resident #14 was served ground sausage,
scrambled eggs, chopped hashbrown, grits,
cereal, nectar thick millk and nectar thick water.
~Resident #14 consumed 100% of the meal.

Refer to interview with the Dietary Manager (DM)
oh 12/17/18 at 10:40am.

Rafar to Interview with a first shift cock on
1211718 at 11:45pm.

Refer to interview with a second shift cask on
12/18/18 at 3:45pm.

Refer to the second interview with the DM on
12/19/18 at 10:45am,

Refer to interview with the Administrator on
12/20/18 at 4:20pm,

5. Review of Resident #17's current FL-2 dated
09/14/18 revealed: -

-Diagnoses Included cerebrovascular accident,
-The diet order was mechanical soft (MS).

Review of the therapeutic diet list postad In the
kitchen on 12/1718 revealed Resident #17 was
to he served a "chopped entira maal" diet.
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Review of the facility menus revealed there was
ho therapeutic menu for a MS dist.

Cbservation of the lunch meal service on
12117/18 betwsen 12:00pm and 1;10pm revealsd:
-Resident #17 was served pulled pork, mashed
potatoes, chopped mixed vegetables, applesauce
with whipped cream and unswesetaned tea.
-Rasident #17 consumed 100% of the meal.

Observation of the braakfast meal service on
12118/18 from 7:45am to 8:38am revealsd:
-Resident #17 was served ground sausage,
scrambled eggs, chapped hashbrown, grits, apple
juice and water,

-Resident #17 consumed 100% of the sausage,
eggs and hashbrown and 50% of the grits.

Refer to interview with the Dietary Manager (DM)
on 12/17/18 at 10:40am.

Reafar to interview with a first shift cook on
12117118 at 11:45pm,

Refer to interview with & sacond shift cook on
12118718 at 3:45pm.

Refer to the second interview with the DM on
1219/18 at 10:45am,

Refear to interviaw with the Administrator on
12/20/18 at 4:20pm.

Interview with the Dietary Manager (DM} on
12/17/18 at 10:40am revaaled the only menu
used to prepare and serve food to the residents
was the "weekly menu" containing only menu
items for residents on a regular dist.
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Interview with a first shift cook on 12/17/18 at
11:450m revealed:

~The only menu she used to serve food to the
residents was the "weekly menu" for regular
diets,

-All current residents were on either a regular
diet, a pureed diet, & "chop entire meal” diet or a
"chap only meats diet."

-For residents listed on the therapeutic diet list
under "pureed," she pureed all the food on the
"weekly menu" In the food processor.

-For residents on the "chop entire meal" diet, she
chopped all the food on the "weekly menu" in the
food processor.

Interview with a second shift cock on 12/18/18 at
3:45pm revealed:

-The only menu she used to serve food to the
residents was the "weekly manu" for regular diets
because it was the only menu posted.

-The facility had been without a DM for some
time, but when the formar OM was there, she
kept all the regular diet menus, therapeutic diet
menus and recipes in a notebook.

-Since the new DM had started about one week
ago, he had posted the "waekly menu" for regular
diets on the serving line and she could no langer
locate the therapeutic diet menus or recipes.
~3he had not told the DM she could not locate the
therapeutic dist menus or recipes,

-For residents on a pureed diet, she pureed all
the food on the "weekly menu” to a baby food
consistency in the food processor.

~For residents on a "chopped antire meal" diet,
she chopped all the food on the "weekly menu"
either with a knife or the food procassor,

-She knew how to prepare pureed diets and
chopped diets because she had formerly worked
in a hospital,
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A second interview with the DM on 12/19/18 at
10:45am revealad:

-He had therapeutic dist menus filed in a
notebook, but not posted for guidance of food
service staff, '

~Staff had never been made aware of the
notebook,

-+ had only been employed at this facility fer
one week and was in tha process of training
dietary staff.

Interview with the Administrator on 12/20/18 at
4:20pm revealed:

-She thought the dietary staff were using
therapeutic diet manus for guidance.

-She knew they had used them when the former
Administrator was there.

-The farmer Administrator had been gone for
about ten days so "this was a recent problem that
had arisen.”

10ANCAC 13F .0904(c}{3){H) Nutrition and Food
Service

T0ANCAC 13F .0904 Nutrition and Food Service
{d) Food Requirements in Aduft Care Homes:

{3) Dally menus for regular diets shall Include the
following;

{H) Water and Other Beverages: Water shall be
served to each resident at each meal, In addition
to other beverages.

This Rule is not met as evidenced by

Based on cbservations and interviews, the facility
failed to assure water was sorved to residents
during the lunch and breakfast meals.

The findings are:

D 296

D 308

ED reviewed with Dining Services
Manager and dietary staff water is
served at each meal.

EDfDRC and or Dining Service Manager

will ensure water is served at each mea|
and monitor this randomly weekly for 34
days then randomly monthly,
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Interviews with five resldents from 12/17/18 to
12/19/18 at various times ravealed:

-He was naver served water at meals, but if water
was served, he would drink it.

~He was only served water cccasionally, He
would like water at every meal,

~He was served water at meals "sometimes.” He
would drink water if it were served, He had never
requested water because "staff were too busy to
bring it."

-She was not served water with every meal,
When water was served to her, someatimes it
tasted good and sometimas it did not. If the
water tasted good, she would drink it.

~She was not offared water at meals, but instead
was given lwo glasses of tea at lunch, If water
was provided, she would drink it,

Observation of the lunch meal service on
12/17/18 from 12:00pm to 1;10pm revealed:

-A dietary aide placed pre-poured beverages on
the dining tables prior to residents entering the
dining room.

~Mo residents ware asked what they wanted to
drink,

-Boverages served to residents included tea and
water.

~Thirty-five of 88 residents were not served water.

Ohservation of the breakfast meal service on
12/18/18 from 7:30am to 8;35am revealed:

-All beverages were pre-poured and on the dining
tables prior to residents entaring the dining room.
-No residents were asked what they wanted to
drink,

~Beverages served to residents included juics,
milk and water,

-Forty of 78 residents ware not served water.

Interview with the distary aide who pre-poured the
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beverages on 12/17/18 at 11:5%am revealed:
~The dictary aides were responsible for serving
baverages during meals.

-The residents sat at the same place for every
meal,

-He would pre-pour and sstve the heverages
prior to residents entering the dining rcom.

~He did not ask residents what they wanted to
drink each time a meal was served and did not
automatically serve water to evary rasident.
«He pre-poured beverages based oh what
residents fold him they liked to drink when he first
started working at the facilty eight months ago.

Interview with the Dietary Manager (DM) on
12/19/48 at 11:15am revealed:

-Residents were {0 be setved beverages based
on what was listed on the menu which was
fypically juice, milk and water for brezkfast, tea
and water for lunch, orange drink, milk and water
for dinner,

-Baverages were pre-pourad and sarved five to
ten minutes before residents came into to the
dining room for every meal,

~The dietary aides were responsible for pouring
and serving the beverages.

-Dietary aides did not serve water to every
resident because they thought some of the
rasidents did riof like water,

-Within his two weaks at this facility, he had
discussed with the dietary aides the need to serve
water in addition to other beverages at every
meal,

Interview with the Administrator on 12/20/18 at
4:20pm revealed:

-She knew water should be served tc each
resident at each meal, in addition to ather
baverages.

-8he knew the dietary aides did not always serve
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water to the residents because they thought
residents did not always want water.
-The dietary staff would need to be retrained.
-It was the DM's responshility to train the dietary
staff and ensure water was served at all meals.
-It was her respansibility as the Administrator to
provide oversight to the DM,
D 321 10ANCAC 13F .0906(a) Cther Resident Care D 321 Refer to Plan of Correction Tag D 183
And Services 10A NCAC 13F. .0603 (a)
10A NCAC 13F .0806 Other Resident Care And 1/26/2019

Services

{(a) Transportation. The administrator shall
agsure the provision of transportation for the
residents of acult care homes to necessary
resaurces and acfivities, including transportation
to the nearest appropriate health facilities, soslal
services agencies, shopping and recreaticnal
facilities, and religious activilies of the resident's
choice. The resident shall not be charged any
additional fee for this service. Socurces of
tranaportation may include community resources,
public systems, volunteer programs, family
members as wall as facllity vehicles.

This Rule is not met as avidenced by:
TYPE B VIOLATION

Based on interviews and record reviews, the
facllity failed to ensure 2 of 7 sampled residents
{Resident #1 and #7) were provided
transportation to scheduled physician's
appointments in regard to Resident #7 heart and
vascular appointments, primary care physician
appointments, and the digestive health physician
appointments after hospital admissions on
11/28/8 and on 12/11/18, and chemotherapy and
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oncology appointments for Resident #1 who had
a diaghoesis of breast cancer resulting in delays In
care and treatment,

The findings are:

1. Review of Resident #7's current FL2 dated
10/04/18 reveaaled:

-Diaghoses included renal insufficiency,
hypertension, chronic chstructive pulmonary
disease and Alzheimer.

-Resident #7's level of care was documented total
care,

Review of Resident #7's record revealed thera
was no care plan assessment.

Review of a discharge summary from a local
hospital for Resident #7 dated 11/28/18 revealed:
-Resident #7 was admitted ta the hospital on
11/25/18 and discharged back to the facility on
11/28/18.

-There was an order for Resident #7 to follow-up
with the heart and vascular center on 12/05/18 at
10:30am.

-There was an order for Rasident #7 to follow-up
with tha primary care medical physiclan in 5 days
after discharge and obtain laboratory studies
regarding hemoglchin lavsl,

There was an order for Resident #7 to follow-up
with the gastroenterology and hematology
physician,

Reviaw of a second discharge summary from a
local hospital for Resident #7 dated 12/11/18
revealed:

-Resident #7 was admitted to the hospital on
12/07/18 with diaghoses which included Gl bleed
and chronic heart fallurs.

~Resident #7 was discharged hack to the facility
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on 1211118,

~There was an order for a follow up appointment
with the gastroenterology and hematology
physician in 1 week.

~-There was an order for a follow- Lup appointment
with the heart and vascular center on 12/18/18 at
3:30pm,

-There was an order for a follow up appointment
with the primary care medical physician office on
12/19/18 at 11:00am.

Review of the facility appointment boak calendar
for November and December 2018 revealed
there were ne physician appaintments mads for
Resident #7.

Telephone interview with Resident #7's heart and
vascular office on 12/18/18 at 2:48pm revealed:
-Resident #7 had an appointment for 12/05/18,
but did not show up for the appaintment,

~The facility never called the cffice to reschedule
the missed appointment.

-The physician was sesing Resident #7 for a
follow- up from a hospital visit on 11/28/18,
-Resident #7 had another appointment schaduled
for 12/18/18 at 3:30pm from another hospital visit
on 12f11f18.

~The physician office did not provide
transportation to appointmants, the facility was
rasponsible for obtaining transportation for
Resident #7.

Telephone interview with Resident #7's
gastroenterology office Nurse revealed:

-Resident #7 was not saen in the office in
November 2018 or December 2018,

-Resident #7 was to be seen by the physician due
to a recent hospital visit referral.

-It was very important [Resident #7] kept his
appointment fo ensure the best therapy and
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treatment of his blaseding disorder.

-Resident #7 was last seen in the office on
056/28A17.

«The physician office did not provide
transportation to appoiniments, the facility was
rasponsibility for transporiing Residant #7 to the
physician office.

Attempted telephone interview with Resident #7's
primary care provider on 12/18/18 at 1:48pm was
unsuccessful,

Telephone interview with Resident #7 Power of
Attorney {POA) on 12/19/18 at 11:00am revealed:
-When resldent #7 was admitted to the facility
she was told the facility had a van for
fransportation.

-The Resldent Care Coordinator (RCC) had told
her it would be hard to fransport Resident #7 to
physician appointments due to "dialysis residents
come first."

~Bhe knew Resident #7 had 2 recent hospital visit
within one month.

~The facility never contacted har in regards to
Resident #7's heart and vascular, primary
medical physician, or the gastroenterology
physician appointments.

-She was not aware Resident #7 had missed the
physician's appointments after the two hospital
visits,

-She worked a full time job and rslied on the
facillty to transport Resident #7 to physiclan's
appointments.

Interview with & medication alde {MA) an
12/18/18 at 3:30pm revealed:

-The Activity Director or the RCC were
responsible for scheduling appointments for the
residents,
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-She was responsible for reviewing new orders
for residents and reviewing discharge summarias
from the hospital,

~8he did not know Resident #7 had physiclan
appointments on the hospital discharge summary
dated 11/28/18 or 12/12/18 with the heatt and
vascular center, the primary care physician, or
the gastroenterology physician.

-There was a facllity van usad for transportation
for the residents to the physiclan appointments,
but it had been broken for about 2 weeks.

~The facility used another facility's van to
transpott residents to physician appointments
during that time.

-She was not sure why the physician
appeintments were missed for Resident #7.

Interview with the Activity Dirastor (AD) on
12{18/18 at 4.00pm revelaed,

-8he did not handle or scheduls any
transportation for residents to physician
appointments.

-The AD prior to her hire schedule resident's
transportation, but she did not,

-The transporter was responsible for
transportation and scheduling all appointmants.

Interview with the Resident Care Cocrdinator
(RCC) on 12/18/18 at 4:15pm revealed:

~The facility van had "broken down" about 2
weelks ago and they had used another facilitizs
van for transportation.

-Transportation and the Activity Director were to
work together to transport residents to physician
appointments.

~"If | see or know of an appointment for a resident
| will put in on the appointment calendar.”

-She was hot aware Resident #7 had ordered
physician appointments from the two hospital
discharge summary that were nat on the
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appointment calendar,

«She did not know why Resident #7 had missed
the appeintments.

~She did not know Resident #7 had an
appointment on 12/18/18 at 3;30pm with the heart
and vascular center and was in the facility af that
time complaining of leg pain and swelling.

-The fransportation parson was to make tha
residents aware of their physician appointments
on the morning of the appointment so thay could
be ready to go on time,

Interview with the facility tranaporter on 12/19/18
at 11:45am revealed:

-He had been hired about a month ago for
transportation.

-He was the only one who transported residents
to appointments,

-He had never transported Resident #7 to any
physician appointmants,

~He was not in charge of scheduling
appointments; "The MA talls me who and where
to go."

-'"The MA never ask me transport [Resident #7].
-The RCC or the MA put the rasidant's
appointments in the transportation beok calendar,
-He was not aware Resident #7 had missad
physician appointments.

Interview with the RCC on 12/20/18 at 10:20am
revealed Resident #7 was fransported to the
hospital on 12/19/18 around 11:00pm and was
admitted to intensive care unit with a diagneses
of chest pain.

Interview with the facllity Nurse Practitioner on
12/19/18 at 11:30am revealed:

<Resident #7 was a new patient to her sarvices.
-She had seen Rasident #7 on 12/05/18 and
ordered laboratory studies because "this was
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sommiething she did for all new patients".

~She had known Resident #7 had been In the
hospital recently on 11/28/18.

-She dld not know Resident #7 had missed
follow-up appointments with the heart and
vascular, primary care physician, and the
gastroenterclogy physician appainiments.
-When the result of Resident #7's lab findings
came back she called the facllity and had
Resident #7 sent out to the hospital for a low
hamoglobin.

-She did not know Resident #7's hospital
discharge order on 11/28/18 was to follow-up with
the primary medical physician for lab work in 5
days after discharged,

-The facility did nof make her aware of any of
Resident #7's missed physician's appointments.
~The physician appointments were important for
follow-up care from the hospital visits,

-The faciity was responsible for transportation of
Resident #7 to the physician's appointments.

2. Review of Resident #1's ¢urrent FL-2, dated
8/25/18 revealed diagnoses included breast
cancer, prediabetas, hypattenslon, seizure, and
hypetiipidemia.

Review of Resident #1's register revealed she
was admitted to the facility on 10/11118.

Review of "After Visit Summary" from
appointment on 10/4/18 revealed:

-Resident #1 was seen for malignant necplasm of
upparctter guadrant of the right breast and she
had a chemotherapy appointment scheduled for
10/25/18 at 12pm and a physician's visit with her
oncologist scheduled for 11/5/18 at 10:20am.

Review of the transportation appointment
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calendar on 12/18/18 at 3:11pm revealed:

-In October 2018, Resident #1 had the following
appointments listed In the calendar, noted as
"Radiation/Oncology": 10/25/18, 10/26/18 and
10/29/18.

«Ih November 2018, Resident #1 had the
following appeointments listed in the calendar,
noted as "Radiation/Oncology": 11/6/18,
11/19/18, and 11/27/18. There was no
appointment listed on 11/18/18 for radiation,
-0n 12417/18, Resident #1 had an appeintment
listed in the fransportation calendar, noted as
"Radiation/Oncology".

-0On 12/4/18, Resident #1 had an appointment
listed on the calendar for "radiation/onsology”, but
it had been marked through.

Review of Resident #1's charting notes revealed
there was no documentation regarding medical
appointments.

Telephane Interview with Oncologist's office nurse
on 12/718 at 10;18am revealed:

«Residant #1 was supposed to receive
chemotherapy “every 3 waeks."

-Resident #1 had last received a chemotherapy
freatment on 10/4/18.

-Resident #1 had missed a fotal of 3
chemotherapy treatments on 10/25/18, 10/29/18,
and 1119713

-Resident #1 also missed an office visit
scheduled for 11/5/18.

-Due to Resident #1 delay in chemetherapy
treatment due to missed appointments, more
traatments would have to be added to make up
for those missed, lengthening her treatment
course,

Telephone interview with Resident #1's
Oncologist offica nurse on 12/18/18 at 11;18am
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revealed:

~Resident #1 had not attended any chemotherapy
treatmants since she had moved into the facility.
«Resident #1 had missed a fotal of 4
chemotherapy appointments, on 10/25/18,
10/29/18, 11/18/18 and 12/17/18.

-Resident #1 had missed an office visit on
11/5/18.

-Resident #1 missed an appointment for an
achocardiogram on 12/4/18.

~Resldent #1 was supposad to have
chemotherapy directly after an office visit on
12/10/18, however, due to missing the
echocardiogram on 12/4/18, she could not
receive chemotherapy as scheduled.

-At the time of the visit on 12/10/18, the
physician's office contacted the Resident Care
Coordinator (RCC} at the facility to make the
facility aware of appointments that were being
rescheduled, which included: An echocardiogram
was rescheduled for 12/11/18, and chemotherapy
was rescheduled for 12/17/18. She stressed the
importance of Resident #1 attending the
appoinimonts, The RCC assured her that
Resident #1 would have transportation to the
appeintments.

-Resident #1 was receiving chamotherapy to
"decrease the risk of recurrent disease.”

-Per Resident #1 oncologist, "Sub-optimal care,
Including not attending necessary cancer
treatments such as radiation, chemotherapy,
tests and appointments with her physicians, could
negatively Impact her outcome regarding her
diagnosis of breast cancey,"

Telephone interview with Radiation Treatment
office representative on 12/6/18 at 3:.01pm
revealed: .
~Resldent #1 had missed 2 appointments, on
11/18/18 and 11/27/18,
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-Any missed appointments were generally added
to the end of series of daily radliation treatments.
-Resident #1 finished her radiation treatments on
12/3/18, which is when she would have
completed the treatments originally. She was nat
sure why treatments had not been added.

Telephone interview with Resident #1's
Responsible Party (RP} on 12/8/18 at 3:10pm
revealod:

~At tha time of moving Resident #1 into the
facility, he provided the facility with information on
her upcoming medical appaintments, including
her daily radiation appointments. He had also
provided the facility a copy of the paperwork from
her last docter's appointment that had upceming
appointments listed on it, including her next
scheduled chemaotherapy treatmant,

~He became aware that Resident #1 missed
sorme of her radiation and chamotherapy
appoiniments because he received a call from
the physician's office to reschedule an
appointment,

~He went to the facility after learning that she had
missed multiple appointmeants and spoka with
"someone" who assured him that they would
make sure she got to her radiation and
chamotherapy appointments.

Interview with the transporter on 11/7/18 at
8:15am revealed:

-She had been working in the capacity of
transporter for about a month,

-Resident #1's RP cama to the facility yesterday
and was concerned becauss he had received a
call from the resident's physician's office stating
that she had missed a chemaotherapy
appointment,

-Prior to the RP coming to the facility, she had not
been aware that Resident #1 was supposed to be
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attending chermaotherapy treatment appointments,
-After talking with the RP, |t was her
understanding that Resident #1 was only
receiving chemotherapy every 3 weeka.

~She recalled recently receiving a message from
the formet Business Office Manager (BOM) to
return a cell to the radiation treatment office to
schedule an appointment for Resident #1, She
had called the radiation office and set up
Resident #1's radiations treatments.

-Bha began transporting Resident #1 to daily
racliation treatmants on 10/22/18.

-She was supposed to be notified in writing of any
scheduled appointments or treatments that
needad to be scheduled for new residents upon
admission by the Resident Care Director (RCD)
or Resident Care Coordinator (RCC).

~The facility nurse had guit worling in the fagility
very soon after Resident #1 had been admitted,
$0 no one had reviewed the record and informed
her of Resident#1's appointments that needed to
be on the transport calendar.

Interview with the transporter on 12/6/18 at
2:45pm revealed:

-Since M/7M18, Resident #1 had missed two more
radiation appointments, of which she was awara,
One of those days she was out sick and the
facility did not get anyone else to transport
Resident #1 to radiation appointment. She was
unsure of the exact date.

~The second appeointment Resident #1 had
missed was on 11/18/18, She was not working
that day but had arranged for another staff
member to assure Resident #1 attendad her
radiation appointment. She called the facility the
day before to make sure staff hadn't forgotten
about the appointment. The next day, about the
time of the appointment, she called the facility
again to make sure someone was taking her, and
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found out staff had not fransported the resident to
her appointment. She called Resident #1's
racliation office, which was about to close for the
day, and they offered to wait for her to arriva. She
hotified the facility the radlation offica was waiting
for Resident #1 to come in late for her
appointment, and it was her understanding a staff
member was taking her. She later learned that
the Executive Director told staff to call and
reschedule the appointment.

Interview with Resldent #1's primary care
physician (PCP) on 12/18/18 at 11:45am
revealed:

~He had been Resident #1's PCP since she had
moved into the facility in October 2018.

-He could tell that "something was not right” with
Resident #1 and was aware that she had missed
some treatment sessions for her diaghosis of
breast cancer.

-He had sfressed to the RCC the importance of
Resident #1 attending her cancer treatments.
-There was a petentiel cutcome of Resident #1's
cancer progressing due to missing treatments.

Interview with the RCC on 12/6/18 at 2:15pm
revealed;

-She did not know that Rasident #1 had missed
some appointments.

-She had discovered there was some confusion
about who would be transporting Resident #1 to
her radiation appointment on 11/18/18.

-She spoke with Resident #1's RP who Informed
her the resident had missed 2 radiation
treatmeonts since living in the facility.

-Resident #1 was admiitad to the facility the same
waek that she had startad working the facility, so
she was not familiar with her and was not aware
of her appointments for her cancear treatments.
-She did not know that Resident #1 had missed
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any chemothaerapy appointments,

-The RCD normally reviewed any records for new
admissions to the facility to assure that
transportation was scheduled for any upcoming
medical appointments; however, the facility had
baen without an RCD since just after Resident #1
had been admitted. Since the facility had besn
without an RCD, she was trying to review records
for new admissions to assure all needed services
were in place, including transportation, as much
as she could with her other responsibilitiss.

Interview with RCC on 12/18/18 at 4pm revealed:
-She did not know Rasident #1 had missed
chemotherapy treatment yestarday, 12/17/18,
-The facillty's van was in the shop for sarvice
yesterday (12/17/18) and some appointments had
to be rescheduled, but she was not aware that
Resident #1's appointment was one of them,
~Praviously, the activily director who was filling in
as the transporter was responsible for wiiting
appointments in the transportation calendar.
-She recalled speaking to the nurse from the
oncologist's office on 12/11/18 regarding
upcoming appointments that had been
scheduled, including an echocardiogram on
12/11/18 and chemctherapy on 12/17/18, and
was certain that she had given this infarmation to
the activity director to put on the calendar at that
time,

Interview with transporter on 12/18/18 at 3:23pm
revealed: :
-Resident #1 did not attend her chemotherapy
appointment yesterday (12/17/18) because the
van was in the shop for repairs. The van was
supposad to be ready vesterday morning in time
for appointments, but there was a delay, which
caused there to be missed appointments.
~Usually, when the facility van was not working,
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the facility borrowed a vehicle from a nearby
sister facllity so that residents could attend
appointments as scheduled.

-The facility had not previously made
arrangements with a sister facility to borraw a
vehicle for yesterday, because the van was
supposed to have been repaired fn time for
resident appointrents, This causad a few
residents to have missed appointments.,
-When the RCC notified him of an upcoming
appalntment, he would add the appointment to
the transportation calendar,

Interview with Executive Director on 12/6/18 at
3:50pm revealed:

<She did not become aware that Resident #1 had
missed any medical appgintments untll Adult
Protective Services inquired about it on 11/7/18.
-When a new rasident was admitted to the facility,
it was the nurse's responsibility to review the
record to assure any transportation for
appointments was set up aither through the family
or by the facility.

-The facility's nurse had quit about the time that
Reslident #1 was admitted, which resulted in no
one looking thoraughly at the record to see the
documentation the family had provided with
information about upcoming appoiniments.

-She and the RCC had also been trylng to assist
with reviewing records for new resldents, but they
had not revealed Resident #1's record,

-She did not know there was documentation in
Resident #1's chart with information about
upcoming medical appointments on 10/25/18 at
12pm for chemotherapy and 11/5/18 at 10:20am
for an appointment with her oncologist.

The facility failed to assura coordination of the
provision of transportation for Resident #1 who
had a diagnosis of breast cancer to oncology
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treatments and appointments, resulting in a delay
in treatment and for Resident #7 to cardiac and
vascular appointments, resulting in a
hospitalization for chest paln. The facility's failure
to ensure transport was in place resuited in
potential risk for disease progression for both
residents and was detrimental to their haalth,
safety, and welfars, constituting a Type B
Viciation.

The facility provided a Plan of Protection in
accordance with G5, 131D-34 on 01/16/19.

CORRECTICGN DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED FEBUARY
08, 2018,

10A NCAC 13F .0908 Resident Rights

10A NCAC 13F ,0809 Resident Rights

An adult care hame shall assure that the rights of
all residents guaranteed under G.S, 1310-21,
Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:
TYPE B VIOLATICN

Based on observations, interviews and record
reviews, the facility neglected to assura staff
providing personal care were in compliance with
the facility policy regarding fingernaills resulting in

D321

D 338

Refer to Plan of Correction Tag D 183
10A NCAC 13F .0603 (a)

Refer to Plan of Correction Tag D 338
10A NCAC 13F 0909

1/26/2019

21812019
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a trauma wound to one resident (#13).

The findings are:

Review of the facility employee's dress and
personal appearance from the employee
handhook revealed:

-The ED/ supervisor was responsible for assuring
adherance to this policy and he or she is the final
authority in determining whether the policy has
bean met.

-Lonhg fingemails and false fingernails that could
harm residents were not permitted.

Review of Resident #13's current FL2 dated
07/10/18 revealed;

-Diagnoses included bipolar, anxiety, and muscle
wasting.

-Ambulatory status was non ambulatory.
-Parsonal care assistance required were bathing,
dressing and toileting.

-Resident was incontinent of bowel and bladder.

Interview with Resident #13 on 121918 at
12:53pm revealed;

-She had a dressing to her lower right leg,

-The wound had ocourred about ohe and half
months ago.

-A staff person had "scratched her leg while
pulling her pajamas bottoms up."

-The staff person had on "leng artificial nails."
~The staff person was not wearing gloves,"
“"The wound is really bad."

<"l went to the hospital last week because my legy
hurt so bad."

-3he had told the Home Health (HH) Nurse and a
family member when it happened that a staff
person had scratched her who was wearing long
artificial nails.

-3he did not want to get the staff person in
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trouble, " know they are not to have those
artificial nalls."

Review of Resident #13's facility progress notes
revealed;

~On 10/26/18 at 11:13pm, the resldent had a skin
tear on her left leg and a medication aide (MA)
had placed a bandage on it.

-On 11/29/18 at 11:19am, the resident
complained of pain and requested to have her leg
dressing changed hacause it was letking. There
was redness and swelling to the right lower
extremity. The Resident Care Cocrdinator (RCC)
changed the dressing and nofified the physician
of the resident leg pain/fswelling.

-Cn 12/02/18 at 2:04pm, "Resident doing well
today. Is currently taking clindaraycin {an
antibiotic used to treat bacterial infections) 300myg
TID [three times a day] for 10 days.

-0n 12/14/18 at 11:33am, RCC scheduled an
appointment at the wound clinic for 12/21/18 at
10:00am.

interview with the Resident Care Coordinator
(RCC) on 12/19/18 at 3:45pm revealed.

-She first knew Resident #13 had a "gkin tear"
when a family member had called her in October
2018,

~The family member was concerned and wantad
the RCC ta look at Resident #13's [ag and the
skin tear.

"It was fike a small skin teai"

-Resident #13 never told the RCG a staff person
with long fake nalls had scratched her leg while
asslsting with pulling her pajamas up,

-She looked at Resident #13's wound again on
11/29/18 because Resldent #13 had complained
her leg hurt and the dressing had leaked.

~The RCC documented in the progress notes on
11/29/18 Resident #13's right lower leg was
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swollen and red, and she notified the physician of
the redness and swelling.

Review of an emergency room (ER) visit dated
12/09/18 for Resident #13's record revealed:
-The diagnosis was documented as a wound
infectionfleg pain.

~The ER had requested she follow up with her
primary physlcian,

Review of the facillty Nurse Practitioner (NP) visit
note dated 11/07/18 for Resident #13 revealad:
-Rasident #13 had indicated sha had an open
wound on her leg,

-The NP noted to get HH to evaluate and treat the
leg wound,

-Diagnoses included injury unspecified, initial
encounter wound.

-Plans were for HH to evaluate the wound and
treat accordingly.

Review of the facility NP's visit note dated
11/28/18 for Resident #13 revealed:

-Resident #13 was seen on 11/28/18 for a "ley
ulcer follow up.”

-The HH nurse had obtainad a wound culiure.
~"The wotnd looks intact and free from infection.”
-Resident #13 was ordered a broad apectrum
antibictic until the culture is bask.

-HH wound continue fo follow up with treatments.
-The NP would congider sending Resident #13 to
the wound clinic next week, if no improvement.
-Diagnoses included injury unspascifled, inltial
encounter, primary diagnosis waund,

-An otrder for Clindamycin 300mg three times
daily far 10 days.

Review of the facility NP visit note dated 12/18/18
for Resident #13 revealed:
-Resident #13 was seen on 12M8/18 fer a
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"chronic leg ulcer follow up."

~Resident #13 was sent to the ER for pain and
was concerned with the leg wound.

~Home Health was still following patient.
~Resident #13 had completed a course of
antibiotics,

-Resident #13 had an appointment scheduled a
for wound clinic this week,

-Diagnoses Included injury unspecified, initial
encounter, primary diagnosis wound.

~There was an order for an X-ray of tibia/ fibula to
rule out osteomyasilitis.

Telephone interview with Resident #13's NP
12/20/18 at 10:47am revealed:

-The HH nurse had informed him on 10/30/18
that Resident #13 had a wound to the right lower
leg.

-He could not recall the HH nurse referring to the
wolnd as a "trauma wound."

~The HH nurse contacted him in regards to
obtaining a& wound culture around the middle of
October 2018.

-Ha ordered a board spectrum antibiotic for
Resldent #13 after the culture was obtained.
-Resident #13 naver told him a staff person
wearing long artificial nails had scratched her leg
causing the trauma wound,

-He referred to Resident #13's leg wound in his
notes as an ulser, "The reason | used ulcer in my
notes was due to | actually did hot know what it
was."

~He orderad a wound clinic consult for Resldent
#13 and thought it was on 12/21/18,

Telephone interview with a family member of
Resident #13 on 12/19/18 at 5:30pm revealed:
~She talked with Resident #13 three timas weekly
and was in the facility every week,

-Resident #13 called her on 10/30/18 and told her
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a staff person had scratched her Jeg while pulling
her pajamas bottoms up.

-The staff person had "long fake nails" on.

~She called the RCC on 10/30/18 and told her
what had happened to Resident #13, and the
RCC was to look af Rasident #i13's leg,
-Resident #13 called her again about 2 weeks
later and told her the wound was "loaking real
bad."

-Resident #13 had HH following the wound but
the visits had to be increasad to every day.
-Resident #13 had heen sent to the ER 12/12/18
with lag pain and infected wound.

'l keep asking how bad is the leg, they tell me It's
not had."

~"if the wound is not bad why is she going to the
wound clinic."

Interview with the Resident Care Coordinator
(RCC) on 12/20/18 at 8:10am revealed:
~Resident #13 had told her on 12/19/18 a staff
person with fake nails scratched her right leg
resulting in the trauma wound.

-The RCC said Resident #13 had not told her
when the incident happened in October 2018
because "she did want to get the staff person in
trouble."

-She remembered Resident #13's family member
calling her on 10/30/18 hut could not recall the
family member menticning a staff person with
fake nails scratched Resident #13's leg.

<The HH nurse never told the RCC a staff person
had scratched Resident #13's leg resulting in a
diagnosis of a trauma wound.

-She had never seen the HH nurse visits notes
because "We do not keep them in the record.”
-She was not sure the physician was aware
Resident #13 was scratched by a staff parson,
-"| have talked several times to the girls about
fake nails, they are not allowed to have them."

E
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-1 would had completed an incident report if 1
knew a staff person had scratched Resident
#13's leg, especially now that the wound is bad
and requiring wound the ¢linic.”

-The staff were to report any incidents resuliing in
an injury to a resident to the RCC.

Obsearvation of Resident #13 leg wound with the
HH Murse present on 12/20/18 at §:45am
revealed:

-The leg wound was located on the top of the
lawer right leg about 4 inches below the knee,
-When the dressing was removed the dressing
was salurated with a purulent yellowish-green
drainage,

-The wound was approximately 2.5 inches long
and approximately 2 inches in width,

~The wound center was covered with a
whitish-ysliow slough (dead tissue build up that
impedes healing).

~The outer wound bed was bright red and raised
approximately 1/8 inch from the slough.

Interview with the HH Nurse on 12/20/18 at
8:45am revealed:

-Resident #13 had told her about the leg wound
oh 10/30/18, a staff person had scratzhed
Resident #13's leg while assisting with her
pajamas,

-She told the RCC and the physiclan about the
wound on 10/30/18 and received an order to
evaluate and treat the wound,

-8he had documented in her initial notes "trauma
wound due to a nail scratch from staff.”

-The RCC and the physician wers both aware of
the trauma wound diagnosis, but she was not
sura they were aware a staff person had
scratched Resident #13,

-When she started treating the wound it was 0.5
cantimaters {om) x foem.
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"It was like a small scratch with an open center
area."

-She measured the wound last weelk and it
measured 5em x 4cm.

-She contacted the physician in Novamber 2018
when the waund appeared to be getting bigger
and waorse,

-She obtained a wound culture and the physician
otdered an antibiotic for 10 days,

-Resident #13 had an X-ray of the leg ordered on
12/18/18, but she was not sura It had been done.
“"The wound locks pretty bad."

-The physician ordered a wound clinic evaluation
for Resident #13 and was scheduled for 12/21/18.

Interview with the Resident #13 on 12/20M18 at
8:00am revealed:

-The RCC had spoken to her on 12/19/18 about
the leg wound.

-She had told the RCC on 12/19/18 a staff person
had scratched her leg and the staff was wearing
fake nails.

~The RCC told her the staff ware not to wear fake
nails.

Review of Resident #13's wound care clinic noted
datad 12/21/18 revealed;

-The wound was caused by frauma,

-The wound was on the right lower leg and
measured 7cm in length X 4em in width X 0.1ecm
in depth.

«There was no underling funneling of the wound.
-There is a medium amount of serosanguineous
{a thin, blood tinged, watery drainage) drainage to
the wound.

~There is a large area {§7%-100%) of necrotic
{(dead of cells in living tissue) tissue within the
wound bed including slough (dead tissue that i5
yellowish or white in appearance).

~The resident could not tolerate light touch to the
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area, therefore no debridement (the removal of
dead tissue) could be performed.
Based on gcbservations, Interviews and record
raviews,.the facility neglected to assure staff
providing personal care were in compliance with
the facility policy regarding fingeralls rasulting in
a trauma wound to one resident (#13) requiring
medical evaluation at the wound clinic for
treatment. The facility's failure was detrimental {o
the health and safety of the residents and
constitutes a Type B violation.
The facility provided a Plan of Protection in
accordance with G.S. 131D-34 on 01/16/18,
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED FEBRUARY
8, 2018,
D 358 } icaii D 358 , .
1?1%@&%? 1004(a) Medicaiion The DRC will create a current list of all
Diabetics to assure residents with
10ANCAC 13F .1004 Madication Administration appointments scheduled are identified the
(&) An adult care home shall assure that tha day before the appointment, and Med
preparation and administration of medications, Techs are notified to confirm resident
prescription and non-preseription, and treatments has eaten prior to administrating any
by sfaff are in accordance with: short acting insulin.
{1} orders by a licensed prescribing practitionar
which are maintained in the resident’s record; and If resident refuses to eat it will be
(2) rules in this Section and the facility's policies documented and the DRC /RCM / Lead
and procedures, supervisor will be notified, the PCP
contacted for further orders to hold insulin..
This process will be menitored by the
DRC or RCM weekly to ensure medication
are administer according to physician
orders
1/26/2014
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to assure medications
were administared as ordared by a licensed
prascribing practitioner for 3 of 7 residents
{Resident #3, #5, #6) including Novolin 70/30
insulin and amlodipine (Resident #3), Buspar and
chlorhexidine gluconate (Resident #5), and
acetaminophen (Resident #6),

The Findings are;

1. Review of Resident #3's FL2 dated 10/02/18
revealed diagnoses included type 2 diabetes,
post cerebral vascular accident, and diabetic
neuropathy.

8. Review of Resident #3's FL-2 dated 10/02/18
revealed;

~There was a medication order for Novolog
Flexpen 100 units (a rapid acting insulin used to
tower blood sugar), chack finger stick blood sugar
{FSBS8) before each meal and inject per sliding
scale: 150-200=2 units, 201-250=4 units,
251-300=6 units, 301-350=8 units, 351-400=10
units, if greater than 401 go the emargency room
of urgent cars,

~There was a medication crder for Novolin 70/30
{a comblnation of 70% intermediate acting insulin
and 30% rapid acting insulin used to lower blood
sugar), inject 100 units every morning before
breakfast.

Review of Resident #3's August 2018 elestronic
Medication Administraticn Record (eMAR)
revealed:
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-There was an entry for Novolog 100 units, check
5BS before each maal and administer per
sliding scale at 7:30am, 11:30am, and 4:30pm.
~The resident's FSBS reading on 08/03/18 at
7:30am was 252, he raceived 6 units of Novalog
insulin,

~There was an entry for Novolin 7030 inject 100
units every marning befors breakfast at 7:00am.
=Qn 08/03/18, the resident raceived 100 units of
Novelin 70/30 insulin,

Review of progress note regarding Resident #3's
appointment with the Nephrologist on 08/02/18
revealed:

~-Resident #3 was late fo his scheduled
appointment at 8:00am and was thersfore
rescheduled for 1:00pm.

-Resident #3 arrived at 1:00pm appointment and
attempted to be weighed, however the resident
was "unsteady on his feat and his speech was
slurred".

-The resident reported he had not had anything to
eat ptior to coming to the appointment.

-The glucose check was 27, "normal range is
between 70 and 110",

-After receiving food, juice, and sugar packets,
the blond glucose elevated to 98.

«The resident was unable to complete
appointment and was reschaduled to 08/03/18.

Review of Resident #3's October 2018 eMAR
revealed:

-Thera was an entry for Novolog 160 units, chack
FSBS before each meal and administer per
sliding at 7:30am, 11;30am, and 4:30pm.

-The resident's FSBS reading on 10/23/18 at
7:30am was 108, he received 0 units of Novolog
insulin.

-There was an entry for Novelin 70/30 inject 100
units every morning before breakfast at 7:00am.
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-On 10/23/18, the resident received 100 units of
MNovolin 70/30 insulin,

Review of progress note regarding Resident 3's
primary cara physician (PCP) appeintment on
10/23/18 revealed:

-Resident #3 arrived at follow-up appointrent
and he was "shaky, sweaty, and his blood sugar
was 35",

~Rasident #3 reported to staff that he gets insulin
but at times did not get breakfast hecause he had
to leave to go to his appointment.

Interview with Resident #3 on 12/17/18 at 3:40pm
revealed:

-He knew ha was on insulin to control his blood
slgar.

-He received insulin daily before meals.

«He remembered going to medical appointments
and hls blood sugar dropping.

-He did not eat on those days ha received insulin
argl his blood sugar dropped.

-He was going out to his appointment and, "I
forgot that | needed to eat”.

~The staff did not ask him if he was going to eat
prior to administering his insulin.

-The insulin was still administered even though
he had not eaten breakfast hefore going to his
doctor's appointmant.

Interview with a medication aide (MA) on
12119/18 at 2:00pm revealed:

-She had administered insulin to Resident #3
"sometimas"”,

-5he always checked the blood sugar before
administering insulin.

-She tried to make sure rasidents ate before
going to appointments,

-She usually administered insulin before residents
do to the dining room,
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~-She thought Resident #3 always went to the
dining room to eat breakfast after insulln was
administered, "I never chsck on him, he always
eats".

Interview with a first shift MA on 12/15/18 at
1:50pm rovealed,

~She administered Resident #3's medications
according to the order.

-She knew rasidents were supposed to eat after
receiving Insulin,

~She did not administer insulln if the resident did
not plan to eat.

~She would not administer insulin if blood sugar
was less than 100,

Interview with the primary care physician (PCP)
on 12/19/18 at 2:47pm revealed:

-Bhe expected Resident #3 to receive insulin as
ordered,

-Resident #3 needed to eat after insulin was
adrninistered.

-Insulin should not be administered if Resident #3
was not planning to eat,

-If the resident did not eat after receiving insulin
his blood sugar would drop and he would be at
risk for passing out, seizure, or hospitalization,

Interview with the Resident Care Coordinator
{RCC) on 12/19/18 at 2:31pm revealad:

-Ghe did not know about the incidents regarding
Resident #3's blood sugars.

-She expected medications to be administered as
ordered,

-Insulin should net be administered without
eating.

~She was not sure what training the MAs had
recelved regarding dlaketes.

Interview with the Administrator on 12/19/18 at
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10:28am revealed:

~She expected staff to administer medications as
ordered and following instructions of physician.
-All MAs receive diabetes training before
administering insulin and should know how to
administer,

-There was no nurse available in the facility for
MAs to consult.

b. Review of a physician's ordar dated 11/01/18
for Resident #3 revealad an order for amlodipine
10myg (used to treat high blood pressure and
chest pain}, 1 tablet every morning for heart.

Revlew of Resident #3's Novamber 2018
electronic Medication Administration Record
(eMAR) revealad;

-There was an entry for amlodigine 10 myg, one
tablet every morning for heart at 8:00am entered
on 11/27/18.

-Resident #3 migsed 27 out of 30 doses of
amlodigine.

-Amlodigine was dacumentad as administerad
once daily at 8:00am on 11/28/18-11/30/18.
~Bload pressure readings ranged from
167/84-208/123.

Interview with Resident #3 on 12/18/18 at 3:20pm
revealed;

-He felt "dizzy and sluggish" kast month when his
blood pressure medication was missed.

-He also expearienced "light chest pain" when
medication was missed, and he had notified staff,
however he was nat sure if his physician was
notified,

-There was a problem getting refills from the
contracted pharmacy,

-He could not remember how long he went
without amlodipine.

-He was not familiar with amlodipine or why if was
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prescribed.

Telephone interview with a representative from
Resident #3's contracted pharmacy on 12/18/18
at 10:3%am revealed;

-The order for amlodipine was received on
11/01/18.

-A 90 day supply of amiodipine 10mg was filled
for the resident on 11/01/18 and deliversd via mail
to the facility.

~There had been no refills for the amlodipine.

Telephons interview with the pharmacist at the
facility's contracted pharmacy on 12/20/18 at
10:18am revealed:

~They provided eMAR services for the facility.
-Orders were faxed from the facility and added to
the eMAR when received.,

-The pharmacy received the order for amlodipine
on 11/27118 for Resident #3 and that was when it
was entarad on the sMAR,

-They had not filled amlodipine for Resident #3,
as he received his medications from another
pharmacy.

Interview with a first shifc Medication Aide (MA) on
12/18/18 at 9:50am revealed:

~-She did not know why Resident #2 amlodipine
was nat administered until 11/27/18.

-All MAs were responsible for faxing the order to
the pharmacy to be added to the eMAR.

-She administered medication according to the
eMAR and did not administer if It did not appear
on tha screen.

-She was not sure what happened with the
amiodipine,

Intarview with a second shift MA on 12/18/18 at
3:33pm revealed:
-Resident #3 was out of his some of his
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medications, and she notified the Resident Cars
Coordinator (RCC}.

~She did not know Resident #3 was orderad
amicdipine on 11/01/18.

-She administered medications as they appeared
on the eMAR.

Interview with another MA an 12/18/18 at 3.40pm
revealed:

-8he knew Resident #3 was out of some of his
medications in November,

-She was not sure what happened with Resident
#2's amlodipine.

-"It has been a mess, | am not sure who is
responsible for following up with orders”.

Tolephone interview with Resident #3's ptimary
care physician on 12/19/18 at 2:47pm revealsd:
~She was not aware Resldent #3 missed 27
doses of amlodipine,

-She would expect to be nctified about missed
medications.

-She would want to know about missad
medications so that she could adjust madications
if nesded.

-Resident #3 was at risk for chest pain and
elevated blood pressure when the amlodipine
was missad.

Interview with the RCC on 12/19/M18 at 2:31pm
revealed:

-She worked at the facility as the RCC for 2
months.

~She did not know about missad doses of
amlodipine and would have expacted the
medlcation order to be faxed immediately to the
pharmacy.

-She expected MAs to fax orders to the pharmacy
once recaived.

-The amliodipine ordsr should have heen faxed to
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the facility pharmacy to be added to the sMAR.
~She did not know why Resident #3 missed 27
doses of amlodipine.

Interview with the Administrator on 12/19/18 at
10:28am revealed;

~She did not know Resident #3 missed 27 doses
of amlodipine.

~She expected the RCC to follow physician orders
and fax orders when received.

~The RCC was responsible to ensure all orders
were faxed to the pharmacy when received.

2. Review of Resident #6's currant FL2 dated
08/14/18 revealed:

-Diaghoses included acute osteomyeiitis, right
fibula fracture, and stress fracture.

-There was a medication order for
acetaminophen 1000mg every 8 hours.

Review of a subsequent physician order dated
10/05/18 revealed acetaminophen was
discontinued,

Review of Rasident #8's October 2018 electronic
Madication Administration Record (eMAR)
revealed:

~There was an entry for acetaminophen 1000mg
to be administered at 12:00am, 6:00am,
12:00pm, and 6:00pm.

-Acetaminophen 1000mg was documented as
administered daily at 12:00am, 6:00am, 12:00pm,
and 8:00pm from 10/01/18-10/31/18 with the
exception of 2 doses on 10/21/18 at 6:00pm with
"rasident refused" and 10/24/18 at 6:00pm with
"out of facility/appointment” documented as
exceptions,

Review of Resident #5's Novamber 2018 eMAR
revealed:
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~There was an entry for acetaminophen 100Cmg
to be administerad at 12:00am, 6:00am,
12:00pm, and 6:00pm,

-Acetaminophen 1000mg was documented as
administered daily at 12:00am, 6:00am, 12:00pm,
and 8:00pm from 11/01/18-11/30/18 with the
exception of 3 doses on 11/11/18, 11/15/18, and
1123118 at 6:00pm with "rasident refused”
documented as the exception.

Review of Resident #8's Decsember 2018 eMAR
revealed:

~Thero was an entry for acetaminophen 1000mygy
to be administered at 12:00am, §:00am,
12:00pm, and &:00pm,

-Acetaminophen 1000mg was documented as
administered daily at 12:00am, 6;00am, 12:00pm,
and 6:00pm from 12/01/18-12/18/18.

Based on review of Resident #6's October,
November, and December 2018 eMARs , the
resident continued to receive acetaminophen
1000mg every 6 hours after it was discontinued
oh 10/05/18 due to physician visit notes/orders
not being the record.

Interview with Resident #6 on 12/20/18 at 3:15pm
revealed:

-He thought he was receiving his medications as
ordered by his primary care provider (PCP).

-He received acetaminophen four times per day
for pain.

-He did not know if any of his pain medications
had been discontinued.

Observation of Resident #6's medications on
hand on 12/20/18 at 2:57pm revealed:

~There were 2 medication cards with 56 bubbles
of acetaminophen 500mg available to be
administerad.
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-There was 1 bubble pack that contained 24
bubbles of acetaminophsan 500mg tablets.

-Each bubble on the medicatlon card contained 2
tablets to equal 1000mg per doss.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 12/20/18 at
10:18am revealed: '

-The order for Rasident #6's acetaminophen
1000mg svery hours was received on 08/14/18.
«The acetaminophen order was still current and a
discontinue order had not besn received,

-The pharmacy dispensed 224 pills {a 28 day
supply) on 12/07/18, 11/09/18, and 10/12/18.

Interview with a first shift medication aide (MA) on
12119/18 at 3;40pm revealed:

-She administered Resident #6's medications
according to the eMAR system.

-Ehe did not know Resident #8's acetaminophen
had been discontinued on 10/05/18.

-Physician orders were normally written by the
physician and provided to the RCC befere he loft
the facility.

~The facility was going through a transition and
Resident Care Coordinator {(RCC) may have
missed the order to discontinue acetaminophen.
-The MAs were responsible for removing
discontinuad meadications fram the medication
cart.

Interview with the RCC on 12/20/18 at 3:15
revealed:;

-She worked zit the facility for 2 months.

-The order for Resident #6's acetaminophen
changed when she first starting working at the
facility.

~The order should have bean faxed to the
pharmacy.

-Orders to discontinue medications were faxed to
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the pharmacy and the pharmacy was responsible
for removing orders for the eMAR.

-She was responsitle for making sure the MAs
had entered all new madication orders into the
eMAR correctly,

Interview with Resldent #6's PCP on 12/19/18 at
3:00pm revealed:

«The resident's acetaminophen was supposed to
be discontinued in Cctober 2018,

-He did not want the resident te be administered
too much of this pain medication because it would
effact the resident's liver over a period of time.
«He expected the facility to follow his orders as
written.

Interview with the Administrator on 12/18/18 at
10:28am revealed:

-Residents were o be administered medication
as orderad.

~The RCC was responsible for making sure
orders were reviewed and followed,

~The RCC and MAs wers responsible for faxing
orders to the pharmacy so the eMAR could be
accurate.

-The pharmacy was responsible fore removing
discantinued medications from the eMAR,

~The RCC and MAs were responsible for
removing discontinued medications from the
medication cart,

3. Raview of Resident #5's current FL-2 dated
00/14/18 revealed diagnoses included
schizophrenia and intellectual disability,

.a. Review of Resident #5's physician's orders

dated 10/11/18 revealed an order for Buspar 5mg
three timas daily (a medication used fo treat
anxiety).
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SUMMARY STATEMENT OF DEFICIENCIES

Raview of Resident #5's mental heaith provider's
notes revealed:

-Resident #5 was evaluated and provided
psychotherapy for moderate generalized anxiety
discrder on 06/06/18, 06/13/18, 06/20/18,
07/04/18, 07/18/18, 08/01/18, 08/08/18, 08/15/18,
08/22/18, 09/05/18, 09/26/18, and 10/03/18,
-Resident #& was seen by the mental health
physician's assistant (PA) for medication
management on 08/07M18, 06/21/18, 08/02/18,
08/30/18, and T0/11/18,

-On 18/11118, the PA ordered Buspar 5mg three
times daily due to patient reports of feeling
anxious and not safe,

Review of Resident #5's October 2018 electronic
Medication Administration Record (eMAR)
revaaied:

-There was an entry for Buspar 5mg to be
administered at 8;00am, 12:00pm and 8:00pm
with a start date of 10/11/18.

~There was documentation Buspar was not
administered on 10/13/18, 10/14/18, 10/25/18
and 10/29M18 at 12:00pm for four of twenty
opportunities due to "out of facility/appeintment.”

Review of Resident #5's November 2018 eMAR
revealed:

~There was an entry for Buspar Smg to be
administered at 8:00am, 12:00pm and 8:00pm.
~There was documentation Buspar was not
administerad on 11/01/18, 11/03/18, 11/04/18,
11/05/18, 11/06/18, 11/12/18, 11/13/18 11/20418,
11422118, 11724118, 11/27/18, 11/28/18, 112918
at 12:00pm for thirteen of thirty oppottunities due
to "out of facility/appointmant.”

Review of Resident #5's Dacember 2018 sMAR
revesled,
-There was an entry for Buapar 5mg to be
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administerad at 8:00am, 12:00pm and B:00pm.
~Thers was documentation Buspar was not
administered on 12/01/18, 12/03/18, 12/04/18,
12/05/18, 12/06/18, 12/074118, 12/11/18, 12/14/18,
and 121718 at 12:00pm for nina of saventaen
opportunities due to "cut of facllity/appolntment."

Observation of Resident #5's medications
available for administration on 12/17/18 at
4:29pm revealed Buspar 5mg was available for
acdministration.

Telephone interview with a phamacist from the
facility's contracted pharmacy oh 12/18/18 at
1:24pm revealed:

-Resident #5's Buspar was cn a 28 day automatic
refill cycle.

-The phammacy had dispensed 24 tablets of
Buspar 5mg for Resident #5 on 10/11/18, 48
tablots on 10/30/18, 84 tablets on 11/11/18 and
84 tablets on 12/07H18,

Interview with Resident #5 on 12/18/18 at 8:40am
revesalad:

-Ha went to "school" a few times each week,

-He did not carry any medications to "school" with
him.

Telephone interview with Resident #5's peer
support specialist on 12/18/18 at 2:28pm
revealed:

-Resident #5 had problems with social anxiety
and stress.

-Her responsibility was to help Resident #5 with
coping skills, encourage him to sccialize with
pears and encourage him to attand psychosocial
rehabilitation (rehab) group mestings.

-Resident #5 usually lsft for psychosocial rehab
mestings around £:00am three times per week
and she would be at the facility during those times
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tq encourage him to go.

-Resiclent #5 often had to be coaxed into
attending the meetings because his anxiety was
80 high.

-She had not observed Residant #5 leaving the
facility with any medications to be taken at the
peychosocial rehab facility.

Interview with 2 medication aide (MA)} on
12/19/18 at 10:00am revealed;

~Resident #5 attended psychosoclal rehabilitation
three days each week leaving around ¢:00am
and returning around 2:30pm.

-She did not administer 12:00pm medications to
Resldant #5 when he was out of the facility at
rehab and would document “out of
facility/appolintment.”

-She had not considerad discussing with
Resident #5's Primary Care Provider (PCP) or
mental health provider's physician assistant (PA)
about him missing medications, but "l probably
should have" so he could adjust his dosa or
dosing schedule.

Interview with the Resident Care Coordinator
(RCC) on 12/19/18 af 2:00pm revealed:

-She sometimes worked as an MA and
administered medications to Resident #5.

4f Resident #6 was out of the facility during the
12:00pm medication pass, she and the cther MAs
would not administer medications to him and
would docurment he was "out of
facility/appoiniment.”

-The psychosacial rehabilitation facility would not
take on the responsibility of administering
medications to residents.

-She knew Resident #5 routinely missed his
12:00pm medications when he attended the
rehab program, but "it never registered to me to
speak with his PGP or mental health provider's
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PA to see If the timing of his medications could be
changed."

Telephone interview with Resident #5's
psychosocial tharapist on 12/19/18 at 8:50am
revealed:

-She had been providing psychosocial therapy to
Resident #5 since March 2018.

-Resident #5 was orderad Buspar by the mental
health pravider's Physician's Assistant (PA) due fo
his diagnosis of arndety.

~At times, Resident #5's anxiety was s0 severe
that it affected his breathing.

-Resident #5's overall functioning was better
when his anxiety was well controlled.

-t was important for Resident #5 to attend
psychosocial rehab mestings to teach him
appropriate social skills and reduce his social
anxiety, but due to his anxiety, he would often
hide in the facility's bathroom when the van driver
would atrive to take him to the meetings.

-She did nct know Resident #5 was missing his
12:00pm dose of Buspar when attending the
psychasocial rehabilitation meetings, but it was
the policy of the rehab facility to not administer
medications ta residents.

-She expected facility staff to notify the PA
regarding Resident #5 missing doses of Buspar
so the PA could detarmine any changes that
neaded to be made,

-She did not think Resident #5's PA had been
notified because the PA had not communicated
the information to her.

-Resident #5 missing doses of Buspar would
cause him to cantinue to have symptoms of
anxiety and would impede his traatment goals.

Telephone interview with Resident #5's mental
health provider's PA on 12/19/18 at 11:C0am
revealed:
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-He vislted Resident #5 at the facility once
maonthly.

-He had ordered Buspar 5mg three times dally for
Residaent #5 on 10/11/18 {o treat his anxiety.

-He did not know Resident #5 was missing doses
of Buspar.

-He had last visited with Resident #5 on 11/08/18
and he continued to have complaints of anxiety.
~Missing doses of Buspar could cause Resident
#5 fo have increased levels of anxisty.

~He would expect to be notified if a rasident was
toutinely missing a medication so the dose or
timing of the madication could be adjusted.

Interview with Resident #5's PCP on 12/18/18 at
11:00am revealad:

-Resident #5 was ordersd Buspar 8mg three
times dally to treat his anxiety.

-He did not know Resident #5's Buspar 12;00pm
doge was not being administered if he was out of
the facility,

-Missing doses of Buspar could be contributing to
Resident #5's continued anxiety.

Interview with the Administrator on 12/20/18 at
4:00pm:

-She did not know Resident #5 was not being
administered his 12:00pm medications when he
was routinely out of the facility,

-She expected the MAs to discuss the issue with
Resident #5's PCP and ideally he wolld give an
order to change the dosing schedule of his
madications to allow for Resldant #5 to have all
ordered doses administered.

b. Review of Resident #5's current FL-2 dated
09114/18 revealed a medication order for
chlorhexidine gluconate {a mouthwash used to
treat gingivitia), rinse with 15 millfiters (mLs)
thres times a day at 8:00am, 12:00pm and
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8:00pm.

Review of Resident #5's October 2018 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for chlorhexiding gluconate
15 mLs to be administerad at 8:00am, 12:00pm
and 8:00pm.

-There was documentation chlorhexidine
gluconate was not administered for seven of
thirty-one opportunities at 12:00pm due to "out of
facility/appointment.”

Review of Resident #56's November 2018 sMAR
revealed:

-There was an entry for chlorhexidine glucenate
15 mLs to be adminiatered at 8:00am, 12:00pm
and 8:00pm.

~-There was documentation chlorhexiding
gluconate was not administered for thirteen of
thirty opportunities at 12:00pm due te "out of
facilityfappointment.”

Review of Resident #6's December 2018 eMAR
revaaled:

-There was an entry for chlorhexidine gluconate
15 mLs to be administered at 8:00am, 12:00pm
and 8:00pm.

-Thers was documentation chlorhexidine
gluconate was not administered far nine of
seventeen ocpportunities at 12:00pm due to "out of
facility/appointment.”

Observation of Resident #5's medications
availabla for administration on 12/17/18 at
4:29pm reveated there was na chlorhexidine
gluconate available for administration,

Interview with & medication aide (MA) on _
12/17/18 at 4:2%pm revealed she had placed a
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pharmacy order for Resident #5's chlorhexidine
gluconats and it would be avaitable for
administration that night (12/17/18),

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 12/18/18 at
1:24pm revealed:;

~The pharmacy had dispensed a 473 milliliter
{mL) container (10 day supply) of chiorhexidina
gluconate for Resident #5 on 07/17/18, 10/09/18
and 11/30/18,

~The pharmacy received a refill request from the
facility on 12/17/18 and would dispense another
473 mL container today (12/18/18),

-Resident #5's chlorhexidine gluconate was not
on an automatic refill cycle so facility staff had to
raorder it each time.

Interview with Resident #5 on 12/18/18 at 8:40am
revealed:

-He went o "school" a few times each week.

~He did not carry any medications to "school” with
him.

Interview with a medication aide (MA) on
12119/18 at 10:00am revealed:

-Resident #5 attended psychosocial rehabilitation
{rehah) three days each week leaving the facility
around 2:00am and returning around 2:30pm.
-She did not administer 12:00pm medications to
Rasident #5 when he was out of the facility at
rehab and would docurnent "out of
facility/appointment.”

Interview with the Resident Care Coordinator
(RCC) on 12/12/18 at 2:00pm revealed:

-If Resident #5 was out of the facility during the
12:00pm medication pass, she and the other MAs
would not administer medicaticns to him and
would document he was "out of

D 358
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facility/appointment.”

~The psychosacial rehabilitation facility would not
take on the responsibility of administering
medications to residents.

~She knew Resident #5 routinely missed his
12:Q0pm medications when he attended the
rehab program, but "it never registered to me to
speak with his PCP to see if the timing of his
meadications could be changed."

Interview with Resident #56's PCP on 12/18/18 at
11:00am revealed:

-He didl not know Resldent #5's chlorhaxidine
gluconate 12:00pm dose was not being
administerad If he was aut of the facility,

~He expected all medication orders to be followed
and for facility staff to nctify him if any changes
needed to be made to assure the residents were
administered all medications.

Interview with the Administrator on 12/20/18 at
4:00pm;

~3he did not know Resident #5 was not being
administered his 12:00pm medications when he
was routinely out of the fagility.

-She expected the MAs to discuss the issue with
Resident #5's PCP and ideally he would give an
order to change the dosing schedula of his
medications to allow for Resident #5 to have all
ordered doses administared,

Based on observations, interviews, and record
reviows, the facility falled to assure medications
were administered as ordered by a lfcensed
prescribing practitioner for Resident #3 recelved
100 units of Novolin 70/30 insulin without eating
breakfast or lunch and was sent to a physician
appeointment and arrived with symptom of
dizziness and weakness and a blood sugar of 27
and Resident #3 missad 27 out of 30 doses of
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amlodipine on November 2018, Resident #5
including Buspar {used to treat anxiety) and
chlorhexidine gluconate {a mouthwash used to
treat gingivitis), Resident #6 administered
acetaminophen without an order for 3 months
and Resident #9 related to hydralazine (used to
conirol blood pressure) was not administered 27
timas out of 49 times in December 2018 and
Januvia (used to treat diabetes) not administered
12 times out of 17 times in December 2018, This
fallure to assure medication administration
resulted in substantial risk that sericus physical
harm of residents will occur and constitutes a
Type A2 Violation.

The facility provided a Plan of Protaction in
accordance with G.S. 131D-34 on 12/19/18 for
this violation,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JANUARY 28,
2019.

T0A NCAC 13F .1104{c) Accounting For
Resident's Personal Funds

10A NCAG 13F .1104 Accounting For Resident's
Personal Funds

{c) Arecord of each transaction involving the use
of the resident's perscnal funds according to
Paragraph (b} of this Rule shall be signed by the
resident, legal representative or payee or marked
by the resident, if not adjudicated incompetent,
with two withesses' signatures at least monthly
verifying the accuracy of the disbursermant of
personal funds. The record shall be maintained
in the home.

This Rule is not met as evidenced by:

D 368
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The facility failed to assure a record of each
fransaction involving use of a resident's parscnal
funds was signed by the resident, lsgal
representative, or payae at laast monthly for 6 of
7 rasidents (Residents #1, #3, #4, #5, and #10).

The findings are:

Interview with the Regional Business Office
Manager (BOM) on 12/20/18 at 10:15am
revealed:

-Since she had been assisting in the facility in tha
absence of a BOM, she had been paying
pharmacy bills for residents.

-She had not discussed their pharmacy bills with
the residents prior to paying on them and she had
not had them sign a atatement reflecting how
much would be paid to the pharmacy from their
account,

~-She had instructed the new BOM, who was no
tonger employed, not to pay mare than "sround
$40.00" per resident toward their pharmacy hill.
She had not paid more than "around $40.00" per
resident since she had been assisting in the
community as well. -

-Residents were not provided a capy of their
pharmacy bill unless they requested It

1. Review of Resident #1's personal fund trust
account ledger revealed:

-0n 11/09/18 the pharmacy was paid $3.51.
-0n 12/09/18 the phammacy was paid $32.05.

Review of Resident #1's parsonal fund cash
trangaction log did not reflect the resident had
signed for the pharmacy transactions on 11/09/15
or 12/08/18.

Raview of Resident #1's "Addendum to Resident
Agreement - Resident's Personal Funds
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Management Election" document revealed on
10/11/18 Resident #1 elected to "manage histher
own personal funds, with the exception of that
portion required for payment of medication and
drug expense which the Resident or Responsible
Party authorizes the Community to deduct from
the Resident's monthly personal funds
allowance."

Refer to the interview with the Administrator on
12/06/18 at 3:50pm.

2. Review of Resident #5's personal fund trust
account ledger revealed:

-On 11/01/18, the pharmacy was paid $7.00.
-0On 11/09/18, the pharmacy was paid $48.00.
~0On 12/09/18, the pharmacy was paid $25.00.

Review of Resident #5's personal fund cash
transaction log did not reflact the resident had
signed for the pharmacy transactions on
11/01/18, 11/09/18 or 12/09/18.

Review of Resident #5's "Addendum to Resident
Agreement - Resident’s Parsonal Funds
Management Election" document revealed on
12/01H17 Resident #5 elected to "manage hisfher
own personal funds, with the exception of that
portion required for paymant of medication and
drug expense which the Resident or Respansible
Party authorizes the Community to deduct from
the Resident's monthly personal funds
allowance."

Refer to the interview with the Administrator on
12/06/18 at 3:50pm.

3. Review of Resident #4's personal fund trust
account ledger revealad:
«On 11/09/18, the pharmacy was paid $6.10.
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-On 12/09/18, the pharmacy was paid $60.18,

Review of Resident #4's pargonal fund cash
transaction log did not reflect the resident had
signed for the pharmaay iransactions an 11/09/18
or 12/09/18.

Review of Resident #4's "Addendum to Resident
Agreement - Resident's Personal Funds
Management Election” document revealad on
09104118 Resident #4 elacted to "manage his/her
own personal funds, with the exception of that
portion required for payment of medication and
drug expense which the Resident or Responsible
Party authorizes the Community to deduct from
the Resident's monthly personal funds
gllowance."

Interview with Resident #4 on 1211718 at 3:35pm
revealed:

Last month, she was only able to withdraw
$40.0¢ from her personal funds account because
the facility "made her pay on her pharmacy bill."
«This month, the Executive Director (ED) had told
the residents that "no ohe was getting any money
this month because it was all going to pharmacy
bills."

-She had asked the ED for a number to call in a
complaint and she "looked at her and walked off."
~The prior busingss office manager used o
raviaw her pharmacy bill with her and have her
sign on the agreed upen amount ta pay toward
her pharmacy bill.

«Since the old business cffice manager left a few
months ago, sha no longer aven saw a copy of
her pharmacy bill or had a gay in how mugch was
paid toward If.

-She had not agreed to pay $60.18 toward her
pharmacy bill from her account this menth and no
one had told her this is how much had been paid.
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Refer to the interview with the Administrator on
12/08/18 at 3:50pm,

4. Review of Resident #3's personal fund trust
account ledger revealed:

-0n 11/09/18, the pharmacy was paid $7.65,
«On 12/09/18, the pharmacy was paid $7.66.

Review of Resident #3's personal fund cash
transaction log did not reflect the resident had
signed the pharmacy transactions on 11/09/18 or
12/09/18.

Review of Resident #3's "Addendum to Resident
Agresment - Resident's Personal Funds
Management Election" document revealed on
08/01116 Resident #3 elected "the community wilf
manage the Resident's personal funds following
procedures outlingd in the Resident Agresment
and by State regulation and will pay the Resident
or Responsible Party all persenal spending
monies due to the Resident on a regular monthly
basis after appropriate collections and
disbursemeants."

Refer to the interview with the Administrator on
12/06/18 at 3.50pm.

5. Review of Resident #10's personal fund trust
account ledger revealad;

-On 11/01£18, the pharmacy was paid $50.00
-On 11/09/18, the pharmacy was paid $3.05.
-On 12/09/18, the pharmacy was paid $115,00,

Review of Resident #10's parsonal fund cash
transaction log did not reflect the resident had
signed for the pharmacy transactions an
11/01/18, 11/09/18, or 12/09/18.
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Review of Resident #10's "Addendum to Resident
Agreament « Resident's Personal Funds
Management Election” document ravealed it was
incorrectly completed by Resident #10 on
08/18/17, who chose all options on the form,
when only one should have bean selected,

Interview with Resident #10 on 12/20/18 at
3:15pm revealed:

-The fagility had never had her sign her pharmacy
statement or discussed how much she wanted to
pay toward her pharmacy bill from her personal
funds account,

-She only signed documentation regarding her
personal funds to acknowledge she was
withdrawing cash from her personal funds
account,

-She had not agreed to pay $115.00 toward her
pharmacy bill in December 2018. No ong hag
informed her this ameunt would be pald from her
account.

Refer to the interview with the Administrator on
12/068/18 at 3:60pm,

Interview with another resident on 12/2618 at
3:25pm revealed:

~The facility had not shown her a pharmagy bill or
discussed with her the amount to be pald out of
her personal funds account toward her pharmacy
bill. She did not have a say in how much was paid
toward her pharmacy bill.

-She only signed documentation regarding her
personal funds to acknowledge she was
withdrawing cash from her personal funds
account,

Interview with the Administrator on 12/06/18 at
3:50pm revedled,
~The fagility did not have a ans-an-one discussion
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with each resident regarding their pharmacy bill
and how much would be paid aach month.

~The facility "gave residents the option to keep
some money and the rest went toward their
pharmacy bill,"

-The facility did not have a policy regarding how
pharmacy bills should be paid related to personal
funds accounts,

-Resident's or RPs signed a consent form upon
admission related to personal funds accounts and
pharmacy hills. As long as the option selectad
reflected that the "facility had the right tc manage
the partion of the funds that went toward
pharmacy payments”, no further consent was
needed to pay the pharmacy bills, and no
communication with the resident regarding the
amouni paid was required.

-Residents often did not understand that not
everyona's money was received by the facifity at
the same time. The faciiity had recsived funds for
"about half' the residents last week. Once the
money was recsived, their room and koard had to
be paid and then the facility had to "look at their
pharmacy bill" before money from thel personal
funds account could be disbursed.

10A NCAG 13F .1104(e) Accounting For
Rasident's Personal Funds

10A NCAC 13F 1104 Accounting For Resident's
Personal Funds

{(e) All or any portion of a resident's personal
funds shall be available to the resident or his
legal representative or payee upon request during
ragular office hours, except as provided in Rule
.1108 of this Subchapter.

This Rule is hot met as evidenced by:
Based on interviews, record reviews, and

D 421
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Refer to Plan of Correction Tag D 183
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observations, the facllity failed to assure that 3 of
7 residents’ (Residents #4, #10, #13) funds were
accounted for and avallable as reqguired.

1.} Review of Raesidant #10's personal funds
account log on 12/19/18 revealed her balance "as
of 12/19118" was $71.03.

Interview with Resident #10 on 12/20/18 at
3:15pm revealed:

-She went to the office yesterday to request
$40.00 and was fold that she could only have
$26.00 becauss "“if they had given her what she
had requested, they wouldn't have enough left to
hand ouf to other people in line who were
requesting funds.” She had maere than $40.00 in
her account at the time she made the request.
-She had wanted to purchase a few Christmas
gifts this week for family members, hut because
she could only gat $25 from her acsount, rather
than the $40.00 she had requested, she would
not be able to buy for everyone that she'd
pfanned te,

«The facility often ran out of money during
banking hours and anyone who was in [ine at that
time was just "out of luck” for that day.

-Banking days at the facility were frequently -
canceled, and residents were "out of luck" then
as well,

~The facility frequently varied the banking hours
from what was posted.

~Recently, she had requested funds and was
asked what the funds were for. She did not agres
that she should have to disclose why she wanted
her personal funds but reluctantly fold the office
staff. She was then told that she could not have
funds for that because "sha should have gone fo
the recent trip to the store to purchase what she
needed." She was not given any money that day.
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2.) Review of Resident #4's personal funds
account log on 12/19/18 revealed her balance "as
of 12/19/18" was $50.72. :

Interview with Resident #4 on 12/17/18 at 3:35pm
revealed:

~This month she wanted to get her $68.00
personal funds to purchase Christmas gifts for
family and to get a few things she needed.

-She had not yet been able to get any of her
personal funds this month because there had not
bean any banking hours in which the office had
been open.

-Last month, she was only able to get $40.G0
because the facility "made her pay on her
pharmacy bill."

-The fagility just took money from me from to pay
the pharmacy and | had no choice."

~December 2018, the Executive Director (ED) told
the residents that "no onz was getting any money
this month because it was all going to pharmacy
bills."

Interview with Resident #13 on 12/20/18 at
3:25pm revealed:

-Banking days were supposed to be Tuesday and
Thursday fram 11:00am-4.00pm but the office
was rarely open for banking during those hours.
~Yesterday, she tried to get some of har money,
hut she was only given $10,00, When she asked
why she could not have mors, she was told there
were "too many people in line and there wouldn't
be enough for everyone to get money if they gave
het more." She had more than $10.00 in her
account,

-It was a commeoen occurrence that she received
less than the amount she requested, even though
she should have had funds available.

-Residents were frequently asked what they
needet money for. Last month she had
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requasted money and told the office it was to
purchase Christmas gifts for her children, to
which she was told "we will give you $20.00;
$10.00 to spend on sach child." She did not think
it was right that the office decided how much she
could have to spend if she had funds available,

Telephone interviews with Resident #13's family
member revealed:

-The resident was har own guardian but called
her when there was a problem in the facility.
~The resldent called me crying because tha
facility only gave her $10.00 of har monthly
money.

-She wanted to purchase a Christmas present for
another resident in the facility, '

-The resident has told the family member "they
ran out of money."

"l do not think this fa fair to the residents when
they only get $66.00 a month."

Interview with Business Cffice Manager (BOM)
on 12/06/18 at 2:00pm revealed:

-She was aware that there was a gap In time
when residents were not getting their personal
funds as scheduled bacause there was no BOM
on staff and she was just recently hired,

-She had not yef dishursed any personal funds
and was currently reviewing resident's account
infarmation to assure there was no balance and
that they had money to request in their accounts.
~She was currently in training and had not yet
learned how the bank account for persenal funds
was replenished.

-She was nof sure of the specific banking
schedule for the facility, but she was planning to
start disbursing funds as scheduied 1o residents
next waek.

Interview with the Exacutive Director on 12/06/18
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at 3:50pm revealed: .

«There was "about a weak" in the past few weeks
that residents were not able to request persanal
funds because the previous BOM had left
amployment in the facility, She was not sure of
the exact dates this might have happened.

«The facility had Just hired a new BOM that
started this week and was being trained.

-Due to the new BOM being trained and currently
reviewing resident funds accounts, next Tuesday
{12/11/18) would be the nest scheduled banking
day that residents would be able to request their
funds.

-Residents often do not understand that not
avaryoneg's money was received by the facility at
the sarme time. The facility had receivad funds for
"about half* the residents last week, Once the
money was received, their room and board had to
be paid and then the facility had to "look at their
pharmacy bili* before maney from their personal
funds account can be digbursed.

Interview with the Regional BOM on 12/20/18 at
10:15am revealed:

-L.ast week the facility had disbursed personal
funds to residents.

-This week, the facility did not have sufficient
funds to disburse to all residents who wantad
funds because the BOM did not follow the
process last week fo assure the account was
replenished. The BOM failed to enter the amount
disbursed'in Into a corporate tracking system,
which resulted in the personal funds account not
being replenished with funds to disburse personal
funds to residents this week.

~Because the bank account was not replenished
this week, the facility was short on the amount of
cash they had to disburse to residents requesting
personal funds and they were waiting on their
corporate office fo deposit more money into the

Division of Heaith Service Regulation

STATE FORM

GBBY

PEPP11

If continuation sheet 161 of 195




PRINTELD: 01/1&/2019

: FCRM APPROVED
Divigion of Health Service Regulation
STATEMENT OF DEFICIENCIES (%)) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING: A COMPLETED
HALOB0O77 B, WiNG 12/21/2018
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4815 NORTH SHARON AMITY ROAD
E E QA
AST TOWN CHARLOTTE, NC 26205
£X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDELD BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFY!NG INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
D 423| Continued From page 161 D 423

account.

~She was not sure why the BOM had net followed
the process. The BOM had only worked in the
facility a few weeks and was still learming,

-She was unabls to disburss cash fo resident's
yesterday during banking hours because there
were no funds in the account,

=Prior to the former BOM leaving in Octoker, she
had posted banking hours on the days she
thought she would be in the facility to asslst until
anew BOM was hirad. The Executive Director
was responsible for assuring funds wete
disbursed if she was not In the facility, until a
BOM was hired.

-The factlity did not keep enough cash on hand to
cover all resident's personal funds at all times
upon request of the residents as it would be a risk
to have that amount of cash in the facility,

Obsaervation on 12/20/18 at 11:20am revealed:
-Regional Director informed a residant that
Resldent Funds were not being disbursed
because they had to "get files."

Interview with the Administrator on 12/20/18 at
3:28pm ravealed.

-Soma of the residents were in a nagative
balance and do not have monay to receive,
-We had conversations with residents about
personal funds.

-"Yes, rasldents can ask for all their money."
«Room and board came out of the resident’s
personal funds as well as thair pharmacy Lill,
~There was not curmrently enough cash on hand to
disburse personal funds fo residents.

~"Our funds are off this week due to the
distribution of previous funds."

<"The previous BOM distributed toc much funds
to residents the last fime money was
reimbursed.”
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-"The funds are in the process of being
replenished by the corporate cffice.”

-Yesterday the BOM went to get the money from
the bank , but it was already closed.

~The process that was supposed to be followed
required entaring all funds that were dishursed
into a corporate tracking system so that the
personal fund bank account could be replenished
by the corporate offica before funds were
scheduled to be disbursed again.

10A NCAC 13F .1201(a) Resident Recards

10A NCAG 13F .1201Resident Records

{a) The following shall be maintained on each
resident in an orderly manner in the resident's
record in the adult care home and made available
for review by representatives of the Division of
Hgzalth Service Regulation and county
departments of social sarvices:

(1) FL-2 or MR-2 forms and the patient transfer
form or hospital discharge summary, whan
applicable;

(2) Resident Register;

(3) receipt for the following as required in Rule
0704 of this Subchapter;

{A) contract for services, accommaodations and
rates;

{B) house rules as specified in Rule .0704{a)(2)
of this Subchapter;

(C) Declaration of Residents' Rights {G.S,
131D-21);

(D) the home's gilevance procedures; and

(E} civil rights statement;

(4) resldent assessment and care plan;

(6) contacts with the resident's physician,
physician servics ar other licensed health
professional a3 required in Rule .0902 of this
Subchapter;

D423

]

D 433 Refer to Plan of CorrectionTag D 183

13F NCAC .0603 (a)

1/26/2019
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(6) orders or written freatments ar procedures
from a physician or other licensed health
professicnal and their implementation,

{7} documentation of immunizations against
influenza virus and pneumococcal disease
according to G.S, 131D-9 or the reason the
rasldent did not receive the immunizations based
on this law; and

{8) the Adult Care Home Notice of Discharge and
Aduit Care Home Hearing Request Form if the
resident is being or has been discharged.

When a resident leaves thes facllity for 2 medical
evaluation, records necessary for that medical
evaluation such as Subparagraphs (1), (4), (8),
(8} and (7) above may ba sent with the resident.

This Rule Is not met as evidenced by,

Based on observations, record reviews and
interviews, the facility failed to assure resident
records ware maintained In an ordarly manner by
updating and maintaining current documentation
for 3 of 7 residents (Resident #13, #6, and #5).

The findings are;

Réview of Resident #13's current FL2 dated
07/10/18 revealed diagnoses included bipolar,
anxiety, and muscle wasting.

Interview with Resident #43 on 12/19/18 at
12:83pm revealed:

-She had a dressing to her lower right l2g.

~-The wound had occurred about one and half
months age.

“"Fhe wound is really bad."

~3he had told the Homa Health (HH) Nurse and a
family member when it happened that a staff
person had scratched her who was wearing long
artificial nails.
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Review of Resident #13's record revealad a
subsequent physician ordered dated 10/30/18 for
HH wound care consult to evaluate and treat.

Interview with the Resident Care Coordinator
(RCC) on 12/20/18 at 8:10am revealed:
-Resident #13 had told her on 12/16/18 a staff
person with fake nails had scratched her right lag
resulting in the traurna wound.

~The HH nurse never told the RCC a staff person
had scratched Resident #13's leg resulting in a
diagnosis of a frauma wound,

-She had naver sean the HH nurse visits notas
bscause "We do not keep them in the record.”
-The HH nurse only documents a short narrative.
-She was not sure the physician was aware
Resident #13 was scratched by a staff person.

Interview.with the HH Nursa on 12/20/18 at 8:45
revealed:

-On 10/30/18 Resident #13 tok! her a staff person
had seratched her on the leg.

-Bhe told the RCC and the physician about the
wound on 10/30/18 and received an order to
evaluate and treat the wound,

-The RCC and the physician wara both aware of
the trauma wound diagnosis, but she was not
sure they were aware a staff person had
scralched Resident #13's leg.

-The facility could request her HH notes at any
time for Resident #13's record.

Refer to interview with RCC on 12/20/18 at
3:36pm,

Refet to interview with Administrator on 12/20/18
at 4:00pm.
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2. Review of Resident #6's current FL-2 dated
08/14/18 revealkd:

-Diagnoses includad acute sstasmyzlilis, stress
fracture, and right fibula fracture.

~There was an order for acetaminophen 1000my
every 6 hours,

Review of Resident #6's facility record revealed:
~Thete were a no physiclan visit notes from the
primary cara provider (PCP) since 08/17/18.

Review of additional resident records faxad by the
PCP's office on 12119718 and not contained in the
facility records revealed there was an order
documented on the visit note dated 10/05/18
discontinue acetaminophen 1000mg every 6
hours.

Based on review of Resicdent #6's October,
November, and December 2018 eMARs , the
resident continuad to receive acetaminophen
1000mg every 6 hours after it was discontinued
on 10/05/18 due to physiclan visit notesforders
not beingin the record.

Interview with Resident #5's PCP on 12/19/18 at
3:00pm revealed:

-The resident's acetaminophen was supposed to
be discontinued in October 2018.

-He did not want the resident to be administered
too much pain medication which would affect
resident's liver over a period of time.

-He expected the facility to follow his orders as
wrilten.

Refar to interview with RCC o 12/20/18 at
3:36pm.

Refer to interview with Administrator on 12/26/18
at 4:00pm.

EAST TOWNE
CHARLOTTE, NC 28205
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3. Review of Resident #5's current FL-2 dated
09/14/18 revealed diaghoses included
schizophrenia and intellectual disability.

Review of Resident #5's record on 12/17/18
revesled one documentation note from Resident
#5's mantal health provider dated 07/18/18,

Review of Resident #5's mental health provider's
nates printed by the Resident Care Coordinator
(RCC) on 12/19/18 revealad:

-Raesident #5 was svaluated and provided
paychotherapy for moderate genaralized anxlety
disorder on 06/06/18, 06/13/18, 08/20/18,
07/04/18, 07/18/18, 08/01/18, 08/08/18, 08/16/18,
08/22/18, 08/06/18, 09/26/18, and 10/03/18.
~Resident #5 was seen by the mental health
physlcian's assistant (PA) for medication
management on 06/07/18, 08/21/18, 08/02/18,
08/30118, and 10/11118.

Telephone intervisw with Residant #5's mental
health provider's PA on 12/1918 at 11:00am
revealed:

-He visited Resident #5 at the facility once
monthly with his last visit being on 11/08/18.
-He did not know why the facility did not have
records of his or the psychosacial therapist's
visits with Resident #5,

-He securely emailed all visit notes to the RCC
and the Administrator the day after each visit.
f the mental health notes had been in the
regident's record, the siaff would have been
aware of his continued anxiety and could have
evaluated the administration of his anxiety
madication (Buspar).

Refer to interview with RCC on 12/20/18 at
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3:36pm,

Refar to interview with Administrator on 12/20/18
at 4.00pm.

interview with the RCC cn 12/20/14 at 3:36pm
ravealed:

~She and some of the madication aides (MA)
were responsible for filing documents in
residents' records.

-The filing was behind "several years."

~She was still finding physicians' orders from
2017 that needed to be filed.

~The facility had recently brought an MA over
from a sister facility to help her with the filing until
& new hurss could be hired.

~The MA had started helping her to file on
12/17/18.

«The MA had shadowed other MAs at the fagility
the weekend prior to 12/17/18 in case she
needed to "fill in for them and adminlster
medications."

~The MA would only be helping her part-time and
would continue warking at both this facllity and
the sister facility.

Interview with the Administrator on 12/20/18 at
4:00pm revealed;

~We have a system for fillng alphabetically by
resident's name.

-"Wa do not have time to fila in residents’
records.”

~The RCG is new and we have a regional support
person halping with the residents' records and the
filing system,

-The RCC is responsible for filing the orders in
the resident's record.

-"It's hard for the RCC ta stay on top of the filing."
<"It's not the respensibility of the whole staff to file
in resident's records.”
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-“The system has worked well in other facllities."
DO11} G.S. 131D-21(1) Declaration of Residents' Rights | D911 Refer to Plan of Correction Tag D183 |1/26/2019
, , _ 10A NCAC 13F. .0603 (a)
G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights: i
. ; 2 ction Tag D 338
1. To be treated with respect, consideration, Tg/f\elr\fc(:) APéa1n 3<:|>__f %ggge 9 2/8/2019

dignity, and full recognition of his or her
individuality and right to privacy.

This Rule is not met as evidenced by:

Based on observations, interviews and recerd
reviews, the facility failed to assure 1 of 7
residents were treated with respect and
consideration related to (Resident # 7) requiring a
cane for ambulation but was placed in ancther
resident's wheelchair.

The findings are:

Review of Resident #7's currant FLZ dated
10/04/18 revealed diaghoses which included
hypertension, ranal insufficiency, Alzheimer and
chronic obstructive pulmonary disease.

Review of Resident #7's Resident Register
revealed the resident was admitted to the facility
on 11/01/18 from home.

Review of Resident #7's record revealed thers
was no care plan completed.

Interview on 12/18/18 at 2:30pm with the
Resident Care Coordinator (RCC) revealed:
-Resident #7 was admittad to the facllity on
11/05/18 not on 11/01/18.

«3he thought Resident #7 was total care but
could feed himself,
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-Rasident #7 had used a cane on admisslon but
currently used a wheelchair for ambulation.
-Resident #7 had been admitted to the hospital
twice in 30 days of admission to the facility.
-Resident £7's legs hurt all the fime that was why
he was using the whaslchalr.

-Resident #7 did not have an order for a
wheelchalr,

Review of Resident #7's record revealed;

-A hospital admission from 11/25/18 to 11/28/18
diagnosed with a gastrointestinal blead (GI)
bleed,

~Documentation Resident functional status was
semi-ambulatory (cane) and perscnal care
assistance with bathing.

~There was no physician order for a whaelchair.

Telephone interview with Resident #7 Power cf
Attorney (FOA) on 12/19/18 at 11:00am revealad.
~She knew Resldent #7 had 2 recent hospital visit
within ona month,

-Rasident #7 had used a cane at home for
ambulafion prior to tha admission to the facility.
-She was unsure why he was using a wheelchair
in the facility.

QObservation of Resident #7's on 12/18/18 at
4:07pm revealed:

-He was In his reom laying in the bed with his
head covered with a blanket.

~There was a wheelchair located in the room near
the bad.

Interview with a pergonal cars alde (PCA) on
12/19/18 at 9:35am revealed;

-Resident #7 needead assistance with dressing
and getfing out of bed.

-Resldent #7 was walking with a cane when he
first was admitted but, "he is a wandzarer and
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always wanted to get out and go home."

-He is how in & wheelchair so we can "keep an
eye en him."

~The wheelchair belonged to another resident
who was no lenger in the facility,

Interview with a medication aide (MA) on
12/19/18 at %:40am revealed:

-Resident #7 had declined since he was admitted
to the facility.

‘esident #7, “is too much for the staff to watch.”
-Resident #7 had Alzheimer and raquired staff to
watch him all the time.

-Resident #7 fried to leave the facility on several
occasions, "He said he wanted to go home."

Interview with a personal care aide (PCA) on
12/19/18 at 3:40am revealed:

-She had been a PCA for "a long time and knew
how to take care of the residents.”

-Resident #7 used a wheelchalr for ambulation,
but he had to be watched all the time.

~The whaelchalr balonged to another resident but
that resident was not in the facility anymore,
-"We can kesp an sye on him batter in the
wheelchair."

Obsarvation of Resident #7's on 12/16/18 at
1:35pm revealed:

~Resident #7 was sitting in a wheelehair in the
COMIMOon area,

~He could not recall where he was or know what
day it was.

-He stated, "l want to go see my family.”

Interview with the facility Nurse Practitioner on
12/19/18 at 11:30am revealed:

~Resident #7 was a naw patient to her services.
-She had not ordered a wheelchair for Resident
#7.

EAST TOWNE
CHARLQTTE, NC 28205
o) 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
Dg11| Continued From page 170 Do

Divislon of Health Senvice Regulation
STATE FORM

6849

PEPPT1

If continuation sheet 171 of 105




PRINTED: 0171672019

C FORM APPROVED
Division of Health Service Regulation : .
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING: COMPLETED
HALB60077 B. WING 1212172018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
4815 NORTH SHARON AMITY ROAD
EAST TOWNE CHARLOTTE, NG 28208
X4y D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {XB)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Da11| Continued From page 171 Dg11
“"Each time I've seen him [Resident #7] he's been
in the bad."
Interview with a second shift MA on 12/19/18 at
3:22pm revelaad:
-She was walking into the facility and noticed
Resident #7 was near the front door exit.
Resident #7 was not in his wheelchair.
-Resident #7 was not to be near the front docr
without a staff nearby,
-Resident #7 had Alzheimer and was a wanderer,
“'He could had gotten out."
D912 G.S. 131D-21(2) Declaration of Residents' Rights { De12 Refer to Plan of Correction Tag D183

(.8, 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regutations.

This Rule is not met as evidenced hy:

Based on observations, interviews, and record
reviews, the facllity failed to ensure residents
recelved care and services which ware adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
related to health care referral and follow-up,
management of facility, medication
administration, infection prevention requirements,
health care implamentation of orders, resident
records, distribution of resident funds, and
cardio-pulmonary resuscitation (CPR)
certification.

10A NCAC 13F. .0603 (a) 1/26/2019
Refer to Plan of Correction Tag D338
10A NCAC 13F .0909

2/8/2019
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The findings are:

1. Based on observations, interviews, and record
reviews, the Adminisfrator failed to assure fulltime
and consistent responsibility for the operatian,
administraticn, managament and supervision of
the facility which resulted in significant non
compliance with state rules and regulations
related fo infection control, heaith care,
medication administration, supervision,
implementaticn of orders, resident records, care
plans, resident funds, CPR fralning, nutrition and
food services, transporiation and resident rights,
[(Refer to tag 183, 10A NCAC 13F .0603
Management of Facilities with a Gapacity or
Census of 81 or More Residents {a) {Type A1
Violation)].

2. Based on observations, interviews, and record
reviews, the facility failed to assure refarral and
follow up for 5 of 7 sampled residents regarding
physician natification of fingerstick blood sugar
{FSBS) checks and scheduled Humalog insulin
before meals to treat hyperglycemia were not
administered for 19 days, resulting in a
hospitalization with a blood sugar of 1200
{Resident #2); physician notification regarding
blood pressure measurements outside of ordered
parameters and medications not administered
including Buspar (used to treat anxiety) and
chlorhexidine gluconate (a mouthwash used to
treat gingivitis) (Resident #5); follow-up with the
pharmacy and physician related to 8 missed
medications including metoprolol tartrate (used to
freat high blood pressure), atorvastatin (used to
treat high cholesterol}, clonidine (used to treat
high blood pressure), clopidegrel (used as a
prevantative for strokes), lisinopril (used to treat
high bload pressure and heart failure), sertraline
{used to treat clinical depression), amlodipine

EAST TOWNE
CHARLOTTE, NC 28205
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{used to freat high blood pressure and chest
pain}, and a multivitamin {Residant #3); a scraich
to the lower right leg from a staff person’s long
nails resulling it a wound requiring treatrent at
the wound clinic (Resident #13); and missed
appointments due to a lack of transportation fora
resident who required chemotherapy and
radiation freatment for a diagnosis of braast
cancer (Resldent #1). [(Refer to tag 0273, 1CA
NCAC 13F .0902 (b) Healthcare Refarral and
Followup (Type A1 Violation)).

3. Based on observations, interviews, and record
reviews, the facility failed to assure medications
wers administered as ordered by a licensed
prescribing practitioner for 3 of 7 sampled
residents including Buspar {(used to treat anxiety)
and chlorhexidine gluccnate (a rmouthwash used
to treat gingivitis) {Resident #5); Novolin 70/30
insulin (used to treat high blood sugar) and
amlodipine (used to traat high blood prassure and
chest pain) (Resident #3); acetaminophen
{prescribed for pain) (Resident #6); and related to
hydralazine (Used to treat high blood pressure)
and Januvia {used to treat high blood sugar)
{Resident #9). [(Refer to tag 0358, 10ANCAC
13F .1004 {a) Medication Administration (Type A2
Violation}].

4, Based on abservations, interviews, and record
reviews, the facility failed to assure
implementation of orders for 2 of 7 sarmplad
residents including & resident diagnosed with
breast cancer unhable to get transportation from
the facility for chemotherapy and radiaticn
treatments, an appointment with her cardiologist
for ah echocardiogram and an appointment with
her ancologist, resulting in the potentlal for a
negative outcoime for her cancer diaghosis
{Resident #1); and a resident who had a
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diagnosis of chronic obstructive pulmenary
disorder (COPD) with orders for a nebulizer
treatment 4 times a day, who did not receive tha
medication potentially contributing to the
exacerbation of their respiratory condition, [(Refer
to tag 0278, 10A NCAC 13F ,0902 {c} (4)
Healthcare implementation of Ordars (Type A1
Violation)].

5. Based on interviews and record reviews the
facillty failed to provide documentation of
cardiopulmonary resuscitation training (CPR)for
22 of 23 employess in a 2 week scheduiing
period. [(Refer fo tag 0167, 10A NCAC 13F .0507
Training on CPR (Type B Violation}].

8. Based on observations, interviews, and record
reviews, the facility falled to assure proper
infaction control procadures for the use of
glucometers for & of 7 residents sampled
(Residents #3, #9, #10, #11, and #12) with orders
for blood sugar monitaring. 2 of the diabetic
residents in the fagility had blocd borne diseases.
[(Refer to tag 932, G.8. 1310 4.4 A Infaction
Prevention Requirements (Type B Violation)].

G.8. 131D-21(4} Declaration of Residents' Rights

G.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and expleitation,

This Rule is not met as evidanced by:

Based on observations, interviews and record
reviews, the facility failed to assure residents are
free of neglect in compiiance with federa! and

Dg12

D914

Refer to Plan of Correction Tag D 183
10A NCAC 13F .0603 (a)

Refer te Plan of Correction Tag D 276
10A NCAC 13F .0802 (c) (3-4)

Refer to Plan of Correction Tag D 338
10A NCAC 13F .0909

Refer to Plan of Correction Tag D 273
10A NCAC 13F .0902(b)

1/26/2019

Divislon of Health Service Regulation

STATE FORM

6899

PEPP11

If continuation sheel {76 of 185




PRINTED; 01/16/2019

_ _ FORM APPROVED
Division of Health Servics Reguiation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
-~ HALDBOOTT B. WING 12/21/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
- 4815 NORTH SHARON AMITY ROAD
EAST TOWN
WNE CHARLOTTE, NC 23205
%4) ID SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED TO THE APPROFPRIATE DATE
DEFICIENCY)
D914} Continued From page 175 Do14

state laws and rules and regulations related to
staff providing personal care were in compliance
with the facllity policy regarding fingernails
resulting in a trauma wound to one resident (#13);
proper infection control procedures for the use of
glucometers for 4 of 7 diabetic residents sampled
{(Residents #3, #10, #11 and #12); medications
anhd treatments not adminlstered or followed up
with prescribing physician for clarlfication
{Residents #1, #2, #3, #5, and #13);
implementation of orders (Resident #1 and #4

The findings are:

1. Based on observations, interviews and record
reviews, the facility neglected to assure siaff
providing personal care were compliance with the
facility policy regarding fingernails resulting in a
trauma wound to one rasident (#13). [Refer fo
Tag 338, 10ANCAC 13F. 0309 Resident Rights
(Type B Violation).]

2. Based on obsetvations, interviews, and record
reviews, the facility failed to assure proper
infection control procedures for the use of
glucometers for 5 of 7 resldents sampled
(Residents #3, 8, 10, 11, and 12) with orders for
hlood sugar monitoring. 2 of the diahstic
residents in the facility had blood borne dissases.
[Refer to tag 932 G.S. 131D 4.4 A(b) ACH
Infection Prevention Requirements (TYPE B
VIOLATION}Y .

3, Based onh observations, interviews, and record
reviews, the facility failed to assure referral and
follow up for 5 of 7 sampled residents regarding
physician notification of fingerstick blood sugar
(FSBS) checks and scheduled Humalog insulin
befora meals to treat hyperglycemia were not
administered for 19 days, resulting in &
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hospitalization with a blood sugar of 1200
(Resident #2); physiclan notification regarding
blood pressure measurements outside of ordered
parameters and medications not administered
including Buspar (used to treat anxiety) and
chlorhexidine gluconhats (a mouthwash used to
treat gingivitis} (Resident #5}; follow-up with the
pharmacy and physician related tc 8 missed
medications including metoprolol tartrate (ussd to
treat high bicod pressure), atorvastatin (used to
treat high cholestersl), clonidine (used to treat
high blood pressure), clopidagral (used as a
preventative for strokes), lisinopril (used o treat
high blood pressure and haart failure), sertraline
(used to treat clinical depression), amlodipine
(used to freat high blood pressure and chest
pain), and a multivitamin {Resident #3); a scratch
to the lower right leg from a staff person’s long
nails resulting in a wound requiring treatment at
the wound clinic (Resident #13); and missed
appointments due to a lack of transportation for a
resident who required chemothsrapy and
radiation treatment for a diagnosis of braast
cancer {Resident #1). [Refer to tag 0273 10A
NCAC 13F .0902 (b) Health Care {TYPE A1
VIOLATION)].

4. Based on observations, inferviews, and record
raviews, the facility fafled to assure medications
were administered as orderad by a licensed
prescribing practitioner for 3 of 7 sampled
residents including Buspar (used to treat anxiety)
and chlorhexidine glucanate (& mouthwash used
to treat gingivitis) (Resident #5); Novolin 70/30
insulin {used to treat high blood sugar) and
amlodipine (used to treat high blood pressure and
chest pain) (Resident #3); acetaminophen
{prescribed for pain) (Resident #38); and related to
hydralazine (used to treat high blood pressure)

and Januvia (used to treat high blood sugar)
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{Resident #9),

[Refor to tag 0358 10A NCAC 13F 1004 (a}
Medication Administration (TYPE A2
VIOLATION)).

5. Based on observations, interviews, and record
reviews, the facility falled to assure
implementation of orders for 2 of 7 sampled
residents including a resldent diagnosed with
breast cancer unable to get transportation from
the facility for chemotherapy and radiation
treatments, an appointment with her cardiolagist
for an echocardiogram and an appointmant with
her oncologist, resulting in the potantial for a
negative cutcoms for her cancer diagnosis
{Resident #1); and a rasident who had a
diagnosis of chronic obstructive pulmonary
disorder {COPR)} with orders for a nebulizer
treatment 4 times a day, who did not receive the
medication potentially contributing to the
exacerbation of their respiratory condition
{Resident #4).

[Refer to tag 0276 10A NCAC 13F .0902 {¢}{(3)(4)
Health Care (TYPE A2 VIOLATION}].

6. Based on inferviews and record reviews the
facility failed to provide documentation of
cardiopulmonary resuscitation training (CPR)for
22 of 28 employees in a 2 week scheduling
period. [Refer to tag 0167 10A NCAC 13F .05CT
Training on Cardiopulmonary Resuscitation
(TYPE B VIOLATION})].

7. Basad on observations, record raviews, and
interviews, the facility falled to provide supervision
according to the resident's assessed needs, care
plan and current symptoms for 1 of 2 sampled
residents with a history of falls (Residant #5).
[Refer to tag 0270 10A NCAC 13F .0901(k)
Personal Gare and Supervision (TYPE B
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VIOLATION)].
D932 5.5, 131D-4.4A {b) ACH Infection Preventian D32 Refer to Plan of Correction Tag D183 2/8/2019
Requirements 10A NCAC 13F .0603 (a)
G.S. 131D-4.4A Adult Care Home Infection
Prevention Requirements Refer to Plan of Correction Tag D 273
(b) In order to prevent transmission of HIV, 10A NCAC 13F 0902 (b) 2/8/2019

hepatitis B, hepatitis C, and other bloodborna
pathogans, each adult care home shall do al of
the following, beginning January 1, 2012:

(1) Implement a written infection contrel policy
consistent with the federal Centers for Disease
Control and Pravention guidelines on infection
control that addresses at least all of the following:
a. Proper disposal of single~-use equipment used
to puncture skin, mucous membranes, and other
tissues, and proper disinfection of reusable
patient care items that are used for multiple
tesidents,

b. Sanitation of rooms and equipment, including
cleaning procedures, agents, and schedules,

c. Accessibility of infection control davices and
supples.

d. Blood and bodily fluid precautions.

e. Procedures to be followed when adult cares
home staff is exposed to blood or other body
fluids of another person In a manner that poses a
slgnificant rigk of transmission of HIV, hepatitis B,
hepatitis C, or other bloodborne pathogens,

f. Procedures to prohibit adult care home staff
with exudative lesions or waeping dermatitis from
engaging in direct resident care that Involves the
potentlal for contact between the resident,
equipment, or devices and the [esion or
dermatitis until the condition resolves.

(2) Require and monitor compliance with the
facility's infection controf policy.
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{3) Update the infection control policy as
hecessary to prevent the transmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens.

This Ruls is not met as evidenced by:
TYPE B VIOLATION

Based an observations, inferviews and record
reviews, the facility falled, consistent with the
Federal Center for Disease Control and
Prevention guidelines, to assure propar infection
control procedures for the use of glucometers for
4 of 7 diabetic residents sampled (Residents #3,
#10, #11 and #12) with orders for blood sugar
monitoring resulting in sharing of gluicometers
betwesn diabetlc residents,

The findings ars:

Observations on 12/17/18 at 10:00am revealed;
~The facility had 1 medication cart for the A hall
containing 10 residents' glucometers sfored in
plastic containers.

~The containers wera each labelad with the
tesldent's name and included black pouches
labelsd with the resident’s name and each
container had one Brand A glucometer, labeled
"Divisigh of Health Service Regulation
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with the resident's name,

Observation on 12/17/18 at 10:18am revealed;
-The fagility had 1 medication cart for the B hall
cantaining 10 residents' glucometers stored In
plastic containers,

-The containers were each labeled with the
resident's name and included black pouches
labeled with the resident's name and each
container had one Brand A glucometer, labeled
with the resident's name

Observations on 12/17/18 at 10:25am revealed:
=The facility had 1 medication cart for the C halil
containing 11 residents' glucometers stored in
plastic containers.

-The containers were each labeled with the
resident's name and included black pouches
labeled with the resident’s name and each
container had cne Brand A glucometer, labeled
with the resident's name

Review of the CDC {Center for Diseasz Control
and Prevention) guidelines for infecticn contral
revealed klood glusose rmenitoring devicas
(glucometers) should not be shared betwaen
residents, If the glucometer was to be used for
more than one person, it should be cleaned and
disinfectad per the manufacturers instructions. If
the manufacturer doas not list disinfection
information the glucometer should not be shared
between residents.

Review of the owner's manual for Brand A
glucometer revealed:

-The glucometer was "infended to be used by a
single person and should not be shared.”

~The glucometer "should be cleated whenever it
is visibly dirty by wiping the ocutside of the meter
using a cloth dampened with either mild detergent
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mixed with water or 70% isopropyl alcohol."

-"If the glucometer is being operated by a second
person, who is providing testing assistance to the
user, the device should be decontaminated prior

to use by the second person.”

Telephone interview with the manufacturer's
reprasentative of the Brand A glucometer on
12M7M8 at 10:08am revealed:

~The Brand A glucometer was not recommended
for use by more than one person, and should not
be shared.

-The use of alcohol to wipe the glucometers
wollld not kill all bacterial germs.

~Hepatitis and the HIV virus would stay on surface
areas for hours, even days.

Obsarvation on 12/17/18 at 11:50am of a first
shift medication aide (MA) revealed;

-The MA put on disposable gloves, obtained a
glucometer for a resident (labeled with the
rasident's name and stored in a black pouch
labeled with the resident's name).

~-The MA used an alcohal swab to cleanse the
resident's left middle finger, and obtained a blood
sample using a single use disposable lancing
devica, :

~Tha MA used standard Infection control
techniques for obtaining the FSBS valug and
disposing of the FSBS supplies,

-The MA did not wipe the glucometer before or
after use with any cleansing wipe.

~There were no Environmental Protection Agency
(EPA} approved disinfecting wipes observed on
the medication cart,

Interview with the MA who performed the resident
blood sugar oin 12/17/18 at 11:50am ravealed;
-8he cleaned the glucometers on the weekends
when she worked.

D932

Divislon of FHealth Service Regulation

STATE FORM

5699

FEPP11

If continuation sheat 182 of 106



PRINTED: 01/16/2019

. . . FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/QLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL0S0077 B. WING 1212172018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4815 NORTH SHARON AMITY ROAD
EAST TOWNE
CHARLOTTE, NC 28205
(X4 1D SUMNMARY STATEMENT OF DEFICIENGIES 10 ' PROVIDER'S PLAN OF CORREGTION {%8)
RREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIEYING INFORMATICON) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D932| Continued From page 182 D932

-She used alcohal to clean the glucometers,
-She did not document when she cleaned the
glucometers.

~The lead MA told the MAs when the glucometers
were to be cleaned,

Interview with the Administrator on 12/17/18 at
3:45pm revealed:

~The facllity pollcy was for the single use of
glucometers for all residents with FSBS orders.
-The MAs were trained to parform FSBS on
residents with their individually labeled
giucometers,

~There were no house glucometers on the
medication carts,

-The clinical consultant for the facility provided
training to the MAs regarding the single use of
glucometers, cleaning the glucometers and
clearing the glucometers of readings weekly.
-There werse no residents recelving FSBS
diagnosed with bload borne diseases.

Record review of residents diagnosed with
diabetes in the facllity revealed 2 residents
receiving FSBS checks were also diagnosed with
blood barne infections.

Interview with the clinical consultant for the fagility
on 12/18/18 at 8:00am revealed:

~He had trained the MAs to clean the glucometers
with an alcohol wipe and erase the bload sugar
readings from the glucometer history once a
waek.

~Tho glucometers were for single resident use
ohly.

-He had instructed the facility to labsl all
glucometers with the resldents' names as well as
the black pouches and plastic containers the
glucometers were stared in.

-He provided staff training quarterly, or as
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needed, to instruct the MAs on infection control
and the importance of coumadin and blood sugar
monitoring for the health of the residents.

-Bleach should be usad to clean the glucometer if
there was any evidence of blood on the
glucometer itself,

Interview with the first shift MA on 12/18/18 at
9:30am revealed:

~There wasa no bleach in the facility to clean the
glucometers.

-She does not recall any blsach being stocked In
the medication room for ¢leaning biood from
olucomeaters.

1. Review of Resident #12's current FL2 dated
10/12/18 revealed;

~The diagnoses Included diabetes mellitus.
~There was a physician's order for fingerstick
biood sugar checks three times a day beforg
meals, and 2 hours aftar meals, scheduled at
7:30am, 9:30am, 41:30am, 2:30pm, 4:30pm and
6:30pm.

Observation on 12/17/18 at 11:28am of Resident
#12's glucometer revealod:

-The glucomater was located on the C hall
medication cart in a black pouch.

~The black pouch was containad in & plastic
container with Resident #12's name labeled on
the lid of the container.

-The black pouch was labeled with Residant
#12's name. _

-The Brand A glucometer was located in the black
pouch and was labeled with Resident #12's
name.

-There was a dark red dried stain on the kack of
the glucometer,

Review of Resident 12's glucometer histary
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revealed:
~The glucometer history was recorded from
12/1318-12/17/18.

-F8BS values recorded in tha glucometer's
histoly compared to values documented on
Resident #3's eMAR dated 12/13/18 ~12/17/18
were inconsistent.
~0On 12M185/18 at 11:30am, there was no FSBS
value recorded in the glucometer history. The
results documented on the eMAR was 365,
«On 12/15/18 at 4:30pm, tha FSBS result
recorded in the glucometer history was 437, The
results documented on the eMAR was 401,
-On 12/16/18 at 1130am, there was no FSBS
result recorded in the glucometer history. The
results documented on the eMAR was 395,
-On 12/16/18 at 4:30pm), thare was no FSBS
rasult recorded in the glucometer history, The
results documented on the eMAR was 279.
~On 12/16/18 at 8:30pm, there was no FSBS
result recorded in the glucometer history, The
results documented on the eMAR was 213.
~Qn 12/17/18 at 9:30am), thare was no FSBS
result recorded in the glucometer history, The
results documented an the eMAR was 398,

Review of Resident #12's December electronic
medication administration record (eMAR)
revealed:

-There was an entry to check FSBS 6 times daily,
scheduled for 7:30am, 9:30am, 11:30am,
2:30pm, 4:30pm and 6:30pm,

~FSBS results were documented dally at 7:30am
with a FSBS range from 200-356.

-FSBS results wers documented dally at 9:30am
with a FSBS range from 187-398.

-FSBS results were documented daily at 11:30am
with a FSBS range from 208-395,

-FSBS results were documented daily at 2:30pm
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with a FSBS range from 209-546.
~F8BS results were documeantad daily at 4:30pm
with a FSBS range from 236-41% .
~F 58S resuits were documented daily at 6:30pm
with a FSBS range from 213-458,

Review of Residenti#12's glucometer history
compared to Rasident #12's eMAR from
12/14/18-121718, 6 of the 17 FSBS results
recorded in the giucometer's history were
inconsistent with the documentation on the
eMAR,

Attempted telephone interview with Residant #12
oh 12/18/18 at 2;45pm was unsuccessful.

Refer to interview with a first shift MA on 12/18/18
at 9:30am.

Refer to interview with a second first shift MA on
12M18M18 at 10:35am.

Rafer o interview with anothsr second shift MA
on 1217118 at 4:18pm.

Refer {o interview with the lead MA on 12/18/18 at
3:05pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/17/18 at 11:32am.

Refer to interview with the facility's Clinical
Consultant on 12/18/18 at 8:35am.

2. Review of Resident #3's current FL2 dated
10/04/18 ravealsd:

-Diagnoses included diabetes mellitus,

~Thera was a physician's ordsr to to measure the
fingerstick blood sugar (FSBS) three timas a day
before meals, scheduled at 7:30am, 11:30am and
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4:30pm,

Chbservation on 12/17/18 at 11:12am of Resident
#3's glucometer revealad:

~The glucometer was located on the C hall
madication cart in a black pouch,

-The black pouch was contained in a plastic
container with Resident #3's name labeled on the
lid of the contalner,

~The black pouch was labeled with Resident #3's
nams,

-The Brand A glucometer was located in the black
pouch and was [abeled with Resident #3's name,

Review of Resident #3's glucometer history
revealed:

-The glucometer history was recorded from
12/10/18-12M17H 8.

~The FEBS values recorded in the glucometer's
history compared to values documented on
Resident #3's eMAR dated 12/10/18 -12/17/18
were inconsistant.

-0On 12/10/18 at 4:30pm, the FSBS value
recarded in the glucometer history was 295, The
value documented on the eMAR was 267,

-On 12M11/18 at 11:30am, the FSBS value
recorded in the glucometer history was 270. The
value documentad on the eMAR was 180,

Review of Resident #3's Decamber eMAR
revealed:

-There was an entry to check FSBS 3 times daily,
scheduled for 7:30am, 11:30am and 4:30pm.
-FSBS values were documented daily at 7:30am
with & FSBS range from 158-298,

-FSBS values were documented daily at 11:30am
with a FSBS range from 122-322.

-F8BS valuaes were documented daily at 4:30pm
with a FEBS range from 109-344,
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Review of Resident#3's glucometer history
compared to Resident #3's aMAR from
12/10/18-12{17118, 2 of the 20 FSBS values
recorded in the glucemeter's histery were
inconsistent with the documentation on the
elAR,

Interview on 12/18/18 at 4:07pm with Resident #3
revealed:

-He did not know what glucometer the MA used (o
perform the FSBS.

~He thought it was his glucometer but he did not
pay mugh attention to the process.

Refer to interview with a first shift MA on 12/18/18
at 9:30am.

Refer to Interview with a second first shift MA on
12/18/18 at 10:36am.

Refer to interview with another second shift MA
on 12H7/18 at 4.18pm,

Refer to interview with the lead MA on 12/18/18 at
3:08pm.

Refar to interview with the Residant Care
Coordinator (RCC) on 1217/18 at 11:32am.

Refer to Interview with the facility's Clinical
Consultant on 12/18/18 at 8:35am.

3. Reviaw of Resident #10's currant FL2 dated
08/31/18 revealad the diagnoses Included
diabstas mallitus.

Review of Resident #10's record revealad a
physician order dated 11/16/18 for Finger Stick
Blood Sugar (FSBS) every morning and at
badiime.
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Obsetvation on 12/17/18 at 10:08am of Resident
#10's black glucometer pouch revealsd:

-The black glucometer pouch was located on the
B hall medication cart.

~The black pouch was contalned in a plastic
container with the resident's name labeled on the
lid of the container.

~The black pouch was labaled with Resident
#10's name.

-The Brand A glucometer was located in the black
pouch and was lebeled with Resident #10's
nama,

~The Brand A glucometer labeled with Resident
#10 name had dark reddish dried blood smearad
on the back of the glucometer.

Review of Resident 10's glucometer history:

~The glucameter history was recorded from
06/04/18 to 06/11/18 and was not sef to current
date or tima.

~The glucometer history had 20 FSBS readings
recorded.

-FSBS results recorded In the glucometer's
history compared to results documented on
Resident #10's eMAR were inconsistent.

~Tha first 8 reading in the glucometers history
matched Resident #10"s December eMAR.

~On 06/08/18 at 9:44am the FSBS result recorded
in the glucometer history was 136. The resulf was
not documented on the eMAR.

~0On 08/08/18 at 3:31pm the FSBS result recorded
in the glucometer history was 232. The rasult was
nct documented on the eMAR.

~On 06/07/18 at 12:37pm the FSBS result
recorded in the glucometer history was 204, The
result was not documsnted on the eMAR.

-On 06/07/18 at &:01pm the FSBS result recordad
in the glucometer history was 205. The result was
not documented on the eMAR.
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Review of Resident #10's December slectronic
medication administration record {eMAR)
revealed;

~There was an entry 1o check FSBS 2 times daily,
scheduled for 8:00am and 8:00pm,

-F3BS checks ranged from 119-393,

Review of Resident#10's glucometer history
compared to Resident #10's Decambper 2018
eMAR revealed 4 of 20 FSES values recorded in

the glucomater's hisfory were inconsistent with

the documentation on the eMAR.

Interview with Resident #10 on 12/15/18 at
8:52am revealed:

~The MAs tock her bleod sugar two times a day.
-She had naver noticed her name on the
glucomater or the pouch.

-1 think they use their glucometer, | don't have my
own." :

Refer to inferview with a first shift MA on 12/18/18
at 9:30am.

Refar to interview with a secand first shift MA on
12/18118 at 10:35am.

Refer to interview with another second shift MA
on 12/17/18 at 4:18pm,

Refer to interview with the lead MA on 12/18/18 at
3:05pm.

Refer to intetview with the Resident Care
Coordinator (RCC) on 12/17/18 at 11:32am.

Refer to interview with the facility's Clinical
Consultant on 12/18/18 at 8:35am.
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4. Review of Resident #11's current FL2 dated
08/14M18 revealed:

A diagnoses included diabstes mellitus.
~There was an order t¢ measure Finger Stick
Blood Sugar (FSBS) daily.

Observation on 12/17/18 at 10:40am of Residant
#11's glucometer revealed:

~The glucometer was located on the A hall
madication cart in a black pouch.

~The black pouch was contained in a plastic
container with Resident #11's name labsled on
the lid of the container.

~The black pouch was labeled with Resident #11's
hame.

-The Brand A glucometer was located in the black
pouch and was labeled with Resident #11's
name.

Review of Resident 11's glucometer history
revealed:

-The glucometer history was set to the current
date and time 12/14/18 af 10:35.

-The glucomster history had 8 FSBS readings
recorded.

-The FSBS results recorded in the glucometer's
history compared to results documented on
Resident #11's eMAR ware inconsistent,

-On 12/12/18 at 8;00am the FSBS result
documented an the eMAR was 140, The result
was not recorded in the glucometer,

-0On 12/09/18 at 8:00am the FSBS result
documented on the eMAR was 201. The result
was nof recorded in the glucometer,

Review of Resident #11's December electronic
medication administration record (eMAR)
revealed:

-There was an entry to check FSBS dally,
scheduled for 8:00am.
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-The FSBS readings ranged from 140-289,

Review of Resident#11's glucameter histery
compared to Resident #11's December 2018
eMAR revealed 2 of 8 FSBS valuas recorded in
the glucometar's history were inconsistent with
the documentation on the eMAR.

Intetview with Resident #11 on 12/19/18 at
9.30am revealed.

-The MAs took her blood sugar ance in the
morning.

~3he thought her hame was on the glucometer,

Refar to interview with a first shift MA on 12/18/18
at 9:30am.

Refer to interview with a second first shift MA on
12/18/18 at 10:36am.

Refer to interview with another second shift MA
oh 12/17/18 at 4:18pm.

Refer to interview with the [sad MA on 12/18/18 at
3:05pm.

Rafar to interview with the Rasident Care
Coordinator (RCC) on 12/17/18 at 11:32am.

Refer to interview with the facility's Clinical
Consultant on 12/18/18 at 8:35am.

Interview with a first shift MA on 12/18/18 at
8:30am revealed:

~The MAg cleaned the glucometers and cleared
the history weekly.

-She thought it was last week on Tuesday she
cleaned the glucometers.

-8he used an alcohol wipe to clean the
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glucometers,

-She did not document she had cleaned of the
glucometers,

<'The glucometers should not have blood on
them."

Interview with a second first shift MA on 12/18/18
at 10:35am revesled;

-The palicy required sach resident to have their
own glucomster.

-The glucometers were not to be shared between
residents,

-She was responsible for FSBS checks in the
morning and at lunch when she worked.

~The glucometers were to be cleaned with an
alcohol wipe,

-The facility did not have bleach in the building to
clean the glucomelers,

Interview with another second shift MA on
12/17/18 at 4:18pm revealed ‘
~She checked FSBS at 4:00pm and 8:00pm for
the rasidents with physician orders.

-The facility policy required every resident to have
their own glucometar.

~There were no "house” glucometers. Each
resident received thsir own glucomster.

-The glucometers were cleared of their history
every week by the MA who was on the cart on
Monday or Tuesday,

-The glucometers were cleanad with an alcahol
pad when they were dirty or once a week.

Interview with the lead MA on 12/18/18 at 3:05pm
revealed:

-The facility policy required every resident to have
their own glucometer.

-Glucameters were not shared between
residents.

-Each resident's glucomster was labeled with the
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resident's name, placed in a black labeled pauch
in a labeled plastic container and kept on the
medication cart,

-Every Monday the MAs were to clean the
glucometers with an alcohol wipe and delete the
glucometer history.

Interview with the Resident Care Coordinator
(RCC) on 12/17f18 af 11:32am revealed.

-The facllity policy required each resldent to have
their own glucometer,

~Glucometers were not shared between
rasidents.

-Every Monday the MAs ware to claan the
glucometers with an alcohol wipe and delste the
glucometer history.

~The facility did not use bleach to clean or
disinfect the glucometers,

-The facility had a clinical consultant who did in
services and aducation on the glucometers and
insulin use.

Interview with the facility's clinical consultant cn
12/18/18 at 8:35am revealed;

-He woriad for the facllity completing staff
education and training on infection pravention.
~The staff were aware they should nof share
glucometers,

-The policy was one glucometer for each resident
and it was o be used only for that resident.
-The glucometers were to be cleaned and the
memory cleared every waek,

-He did not know residents’ glucemeters had
dried blood an the back simeared on the
glucometers,

-He recommended Clorox for disinfection
instructions along with cleaning the medicaticns
cart as well.

~Alcohol will not kill all bacterial virus,
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The facllity's failure to implement infection control
procedures consistent with the federal Centar far
Disease Control (CDC) guldelines were followad
for placed residents receiving finger stick blood
sugar at risk due to possible exposure of blood
borne pathogens diseases for (Residents #3,
#10, #11 and #12), This failure was detrimental to
the health, safety and welfare of the residents
and constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.8. 1310-34 on 1211718 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED FEBRUARY
08, 2018,
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East Towne, ADM - Dalton, Chris
m

From: - Dawn McKenzie

Sent: Tuesday, February 05, 2019 11:36 PM

To: Kathy Vidal; East Towne, ADM - Dalton, Chris; East Towne, RCD ~ McAuley, Cynthia
Cc: Kathy Barrett; Sandra Korzeniewski

Subject: Plan of Correction final

Attachments: East Towne POC final 2.5.2019.pdf

Importance: High

Good Evening All,

Attach is the final draft of the POC I have written. I urge you to review for content and to assure all
listed training has been completed and the correction dates are in alignment with the tags. T highly
recommend a binder is started for this survey and all associated documentation filed in the binder to
include:

Copy of SOD
All POPs written
Copy of SOA
Copy of POC
Copies of all trainings/in-services to include ( BOM Training, DRC Training, ED Peer
Orientation, RCM and Lead SIC Training, CPR, Glucometer Management & Sanitation , 3Hr.
Infection Control, Medication Administration, Order Implementation, Bucket System, Resident
Rights, Documentation) by no means is this all-inclusive as it relates to the POC but this is off
the top of my head
a. In-service Sign in Sheets with Training Topics listed
b. Include any training In-service conducted by Kathy Vidal, Kathy Barrett or Chris Dalton
c. Ensure all training listed in the Plan of Correction was completed and cross referenced
(Sandra K. will request all of the trainings after the POC is submitted to demonstrate the
training was completed to the state)
d. Resumes for all Licensed Professionals conducting any training- Affinity Policy and
Requirement

Viaw oo

Since this is the final draft, if there are any edits or changes Kathy please have them completed and
please forward the final copy to me for filing. Once finalized sign the first page of the SOD and be sure
to confirm with the team leader an email copy of the POC will be accepted, then email the POC and
copy RVPO, myself, Sandra K. and Kyle, and also send a certified return receipt hard copy to the team
leader in Raleigh. Send a final copy to Ben Honeycutt also for tracking.

Thank you
Dawn
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