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LELAND HOUSE

D000 Initial Comments Do Responses to the cited deficiencies do not |
constitute an admission or agreement by the
The Adult Care Licensure Section and Brunswick facility of the truth of the facts alleged or
County Department of Social Services conducted conclusions set forth in the Statement of

and annual survey and complaint investigation on Deficiencies or Corrective Action Report: the
July 31, 2018 - August 2, 2019 and August 5 - 6, Plan of Correction is prepared solelyas
2019. The Brunswick County Department of matter of compliance with State Law.

Social Services initiated a complaint investigation '
I on July 19, 2019,

D167 104 NCAC 13F 0807 Training On D 167
Cardio-Pulmonary Resuscitation

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
| cardic-pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by the American Heart Association,
American Red Cross, National Safety Council,
American Safety and Health Institute or Madic
First Aid, or by a trainer with documented
certification as a trainer on these proceduras !
from one of these organizations. The staff
person trained according to this Rule shall have
access al all times in the facility to a ane-way
valve pocket mask for use in performing
cardio-pulmonary resuscitation.

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

Based on observations, record reviews and
interviews, the facility falled to assure at least ane
staff was always on the premises who had
completed within the last 24 months a course on
cardio-pulmonary resuscitation (CPR) for 14 of 15
shifts on third shift from July 1, 2019 through July
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D 003 Initial Comments

The Adult Care Licensure Secticn and Bruriswick
County Department of Sociat Services condudad
-and annual survey and complaint investigation an
duly 31, 2018 S August 2, 2019 and August 5 - 6,
2019, The Brunswick County Department of
Social Services initiated a complaint investigation
onJuly 19, 2019,

187] 10A NCAC 13F 0507 Training On
Cardio-Pulmonary Resuscitation

10A NCAC 13F 10507 Tralning 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 i
cardic-pulmonary resuscitation and choking
‘managament, including the Heimiich maneuver,

| provided by the American Heart Association,
‘American Red Cross, National Safety Council,
‘American Safety and Health Instilute or Madic
Flrst Aid, or by a trainar with documented
cerfification as a trainer on these procadures
from one of these prganizations, The staff
person Irained according fo this Rule shall have
access al all times in the facility fo a one-way
valve pocket mask for use in performing
cardic-pulmonary resuscitation.

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

Based on observations, record reviews and
nterviews, the faciity felled fo assure =t teask ane
stafl was always on the premises who had
completed within the last 24 months & course on
cardio-pulmonary resuscitation (CPR) for 14 of 15
shifts on third shift from July 1, 20118 through July

D000 Responses to the cited deficlencies do not

constitute an admission or agreement by the
facility of the truth of the facts allsged or .
conclusiens sel forth in the Statement of |
Deficiencies or Corective Acfion Repart: the |
Plan of Corraction s prepared solely =s'a
matter of compliance with State Law.

D 187
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16, 2018.
|
The findings are:
Review of 14 of 15 staff personnel files revealed: 104 NCAC 13F .0507 Training on Cardio- ‘
-Staff D, G and N had documentation of CPR Pulmaonary Resuscitation
cerification within the past 24 months. ‘
-SlaffA, B, C,E,F.H, |, J, K, L, and M had no Schedule was immediately reviewed and 08200201
documentalion of completing a course in CPR In revised to assure coverage of CPR certifiad
the past 24 months: personnel were on duty as of 8/5/2019 & angoing.
|
Review of the staffing schedule and the punch Personnel files were audited by the business
time detail reports for third shift 07/01/19 through office manager to assure adequate number
07/15/19 revealed: of employees had a current CPR Certification
-Staff D, G, and N did not work on third hift from to include the Heimlich maneuver, The [
07/01/19 through 07/15/19. Divisional Director of Business will provide
-There were 14 of 15 night shifts where there was continuous mrelrsight and support in coordination
no CPR certified staff on the premises, with the Executive Director, 09/20/2018
Interview with medication aide/supervisor (MA/S) ! o
| on 0B/019 at 1:00pm revealed: Cardio Pulmanary Resuscitation clags was
| -She was responsible for completing the staff cumplgted on 81319 to increase the number
| ciiahite e vea f cility. of certified CPR personnel on staff.
! -0n first shift (7:00am-3:00pm) three MAz and
four parsonal care aides (PCAs) would be
| scheduled,
-On second shift (3:00pm-11:00pm) three MAs 09/20/2019
| and four PCAS would be scheduled,
=0n third shift (11:00pm-07:00am) two MAs and
| three PCAs would be scheduled.
| -The staffing schedule was also dependent on the
| current resident census.
| -5he was not aware of the current number of The schedule is reviewed dur'rng dal!ﬁ"
| facility staff wha had completed a course on CPR stand up with the Executive Director to
! within the last 24 months. assure CPR certified persannel are
{ -The facility staff who were current with their CPR designated on schedule. 09/05/20
certification could be found in the Executive
Director (ED)Y's office.
-3he was not aware of the regulation requiring at
| least one staff on sile per shift who had
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completed CPR training within the last 24 CPR cerlification was added to the
months. 4 v
-If a resident required CPR intervention, the Good ;:;fg::g;ﬁ’:ﬁ ;ﬁ:;::‘ﬁ p";ﬁ“:i‘f;m.r::
Esahmaritan HA R apaly. scheduler (Med Tech/Supervisor) will
~She was confident in thelsl.aﬂ M kmew o 1o ensure each shift has an associate that [
JpeRR G WM kg, _ is certified in CPR and will notate this on the
| -8he would now complete the staff scheduling schedule with a heart.
| with having at !aasd_une facility staff on site with This will be monitored ongoing by the
current CPR per shift. ) | Director of Resident Care, Business
-She had previously worked on shift due to a Office Manager and the Executive Director.
facility staff not having & current CPR training;
however; her CPR certification had expired (no
dates provided), 0s/20/2019
-She was not sure If the other MA/S or the
Director of Resident Care (DRC) were current
with their CPR certification, The Business Manager will schedule
CPR classes in coordination with the
Interview with the MCM on 08/05/19 at 1. 40pm Director of Resident Care and Executive
revesled she had not completed a CPR class in Director to ensure certified personnel
the last 24 months. are on duty as requried in the event ofan |
emergency requiring CPR, (09/20/2019
Interview with the ED on 08/05/2019 at 1:12pm
revealed:
-She was aware of the rule requiring one person |
| on each shift to be certified in CPR.
| -She approved the schedule after the MAJS
completed it.
-She was not sure which staff were CPR certified.
-She was aware the two MA/S's CPR had
expired.
-She was aware the Memory Care Manager's
(MCM) CPR had expired.
-She thought the staff would perform GPR If a
resident needed it even if they did not have a
CPR certification.
-The staff would call 911 if they nesded help.
-There was a CPR class scheduled for 07/31/18
' but it got canceled.
-Her expectation was to have someane on each
| shift with CPR cerification.
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-3he would have the staff switch shifts to get third
shift covered with someone that was CPR
certified,

The facility failed to assure staff on duty for
fourteen shifis had completed a course on CPR
within the last 24 months. The facility's failure was
defrimental to the health and safety of the
residents in case of an emergency requiring
cardio-pulmanary resuscitation of a resident,
which constitutes a Type B Vialation,

| The facility provided a plan of protection in

accordance with G.5. 1310-21 on 08/05/19 for
this vialation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
20, 2018,

10A NCAC 13F .0605 Staffing Of Personal Care
Aide Supervisors

104 NCAC 13F .0805 Staffing Of Personal Care
Alde Supervisors

(@) On first and second shifts in facilities with a
capacity or census of 31 or more residents and
on third shift in faciliies with a capacity or census
of 81 or more residents, there shall be at least
one supervisor of personal care aides, hereafter
referred to &8s supervisor, an duty in the facility for
less than 64 hours of aide duty per shift; two
supervisors for 64 to less than 56 hours of aide
duty per shift; and three supervisors for 96 to less
than 128 hours of aide duty per shift, In facilities
sprinklered for fire suppression with a capacity or
census of 81 to 120 residents, the supervisor's
time on third shift may be counted as required

D187

D22
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' aide duty. (For staffiing chart, see Rule .0606 of
| this Section.)

| This Rule is nol met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure a Supervisar of personal
care aides (PCAs) was on duty and available for
19 of 24 shifts sampled for eight dates in May
2018 -August 2019,

| The findings are:

Review of the facility's 2019 license revealed the
| facility had a capacity of 78 residents.

| Review of the Daily Census Report (DCR) dated

05/14/19 revealed the facility census was 74

| which required at least 8 Supervisor hours on first
and second shifts and Supervisor hours in the
bullding, or within 500 feet and immediately

| avallable on third shift.

Review of the individual employee time card
punch detail reports dated 05/14/19 revealed:
-There were 2 Supervisor hours for second shift,

| & shortage of 6 Supervisor hours.

-There was not a Supervisor within the building or
within 500 feet on third shit,

Review of the DCR dated 05/22/19 revealed the

facility census was 74 which reguired at least 8
| Bupervisor hours on first and second shifts and
Supenvisor hours in the bullding, or within 500
feat and immediately available on third shift,

Review of the individual smployee time card
| punch detail reparts dated 05/22/19 revealed:

STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION [%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A, BLUILDING
c
HALO10007 B.WING 08/06/2019
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
1835 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
(®4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ v} PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S5HOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TD THE APPROPRIATE | DaTE
DEFICIENCY)
D 212 | Continued From page 4 D212

10A NCAC 13F .0605 Staffing of Personal |
Care Aide Supervisors

Employee files were audited to identify and |
assure the qualifications for Supervisors In
Charge. 09/20/201%
Supervisars are identified for each shift and
are designated on the schedule as

the Supervisor for the identified shift/unit.

Staff have been inserviced regarding

schedule designation to ensure all staff are

aware of who is in charge on each shift. |

09/20/2014

os/20201p

Manitoring Compliance: Director of Resident
Care in coordination with the scheduler will
review the schedule daily and present at
daily stand up for review by the Executive

Division of Health Servce Regulation
STATE FORM

; 09/20/2018
Director to assure compliance,
Business Manager will review time recards
daily in coardination with the Executive | perzoizo1
Director.
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DWVPO reviewed 10A NCAC 413F .0605

-There was no Supervisor on second shift,
-There was not a Supervisor within the building or
within 500 feet on third shift.

Review of the DCR daled 06/13/19 revealad the
facility census was 74 which required at least 8
Superviscr hours on first and second shifts and
Superviser hours in the building, or within 500
feet and immediately available on third shift,

Review of the individual employes time card
punch detail reports dated 08/13/19 revealad:
-There were 4.77 Supervisor hours for second
shift, leaving the facility short 3.23 Supervisor
hours.

-There was not a Supervisor within the building or
within 500 feet an third shift.

Review of the DCR dated 07/20/19 revesled the
facility census was 69 which required at least 8
Supervisor hours on first and second shifts and
Supervisor hours in the building, or within 500
feet and immediately available an third shift.

Review of the individual employee time card
punch detail reporis dated 07/20/105 revealed:
-There were 2.75 Supervisor hours for second
shift, leaving the facility short 5.25 Supervisor
hours.

-There was not a Supervisor within the building or
within 500 feet on third shift.

Review of the DCR dated D7/21/19 revealed the
facility census was 68 which raquired at least 8
Supervisar hours on first and second shifts and
Superviser hours in the building, or within 500
feet and immediately available on third shift,

| Review of the individual employes time card
| punch detail reports dated 07/21/19 revealed:

requirements for Staffing of Personal Care |
Aide Supervisors with the Executive Director. 09/20/201%

Quality Assurance: Shift staff analysis
reports are run weekly as a measure to | 08/20/2018
assure compliance with staffing of
personal care aide supervisors. DVPO
reviews reports for compliance and
follows up with Executive Director
weekly, .

Note: The preceeding internal systems

‘are utilized throughout daily operations |
to assure compliance in Staffing '
of Personal Care Aide Supervisors.

Divisson of Health Service Regulation
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-There was nof a Supervisor on first or second
shift.

-There was not a Supervisor within the building ar
within 500 feet on third shift.

Review of the DCR dated 07/22/19 revealad the
facility census was 58 which required at least 8
Supervisor hours on first and second shifts and
Supervisor hours in the building, or within 500
feet and immediately available on third shift.

Review of the individual employee time card

| punch detail reperts dated 07/22/19 revealed:
-There were Supervisor 7 hours for first shift, a
shortage of 1 Supervisor hour.

| -There was not a Supervisor on second shift,
-There was not a Supervisor within the building er
within 500 feet on third shifi.

Review of the DCR dated 08/03/19 revealed the
facility census was 68 which raquired at least 8
Supervisor hours on first and second shifls and
Supervisor hours in the building, or within 500

. feel and immediately available on third shift

Review of the individual employee time card
punch detail reports dated 08/03/19 revealed:
-There were 2 Supervisor hours for second shift,
leaving the facility short 6 Supervisor hours.
-There was not a Supervisor within the building or
within 500 feet on third shift.

Review of the DCR dated 08/04/18 revealed the
facility census was 68 which required at least 8
Supervisor hours on first and second shifts and
Supervisor hours in the building, or within 500
feet and immediately available on third shift.

Review of the individual employee fime card
| punch detall reports dated 08/04/19 revealed:
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-There was not a Supervisor on first shifl.

-There was not a Supervisor on second shift.
-There was not a Supervisor within the building or
within 500 feet on third shift.

Interview with the MA/Supervisar on 08/06/19
11.32am revealed:

-Ehe acknowledged the facility did not have a
Supervisor on all shifts.

-A Supervisor was recently hired for third shift and
was starting on 08/06/19.

-The staff schedule also known as the
assignment sheets was completed on weekly
basis (Wednesday to Wednesday).

-The MA/Supervisor and the Executive Director
(ED) would go over the staff scheduling before it
was finalized.

-A copy of the final schedule would be given to
the ED.

Interview with the Director of Resident Care
(DRC) on 08/06/19 at 02:30pm revealed:

-There was a MA/Supervisor assigned to
complete the staff schedule for the entire facility.
-The DRC reviewed the staffing schedule daily.
-She was not aware if there was a Supervisor
scheduled on every shift.

Interview with the ED on 08/06/19 10:20am
revealed:

-She was aware of the daily staffing schedule for
the facility,

| -3he wasn'l aware that she had fo have a
Supervisor on duty on second shift and a
Supervisor on duty in the facility or within 500 feet
of the facility during third shift.

-Every weekend there was a Supervisor on duty
from 10:00-02:00pm,

| -She acknowledged the MA/Supervisor who

| completed the staff schedule was not aware of

Division of Health Service Regulation
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the required s,taﬂ‘i'ng ratios. 104 NCAC 13F .D‘gﬂl“}} Health Care
| -The Memory Care Manager (MCM) and the ED
would look over the schedule before it was Resident chart audits were initiated immediately
finalized. during survey and completed by 9/5/19 to assure
health care referral and follow up needs wers
| Interview with the ED on 0B/06/19 at 4 45pm addressed. Any outstanding needs identifiad
revealed she expected for staffing to be were addressed with the primary care provider
maintained in accordance with the rules and to and any additional order processed accardingly. 09/5/2018
| meet the residents’' needs.
o 2?3! 10A NCAC 13F .0902(b) Heslth Care D273 Health care referral and follow-up needs are
monitored through the following processes as| 09/5/2019
104 NCAC 13F .0902 Health Cara outlined in the plan of correction far
(b) The facility shall assure referral and follow-up 13F .0902(b), Tag 273 to assure compliance. ‘angoing
to meet the routine and acute health care needs
of residents. , process
| -Communication logs are reviewed daily by the
Care Mgrs and monitored by the ED at daily dept
head meetings.
| -Shower sheets/body assessments are |
documented on resident bath days and reviewed
by the Care Mgrs, ED monitors compliance
| during daily dept head meetings,
| -Appointment calendars are reviewed by the
Care Mgr and appts coordinated with transport
| personnel daily. ED maonitors daily during dept
This Rula is not met as evidenced by: E head meetings.
TYPE A1 VIOLATION | =Medication administration compliance is
| reviewed daily by the Care Mgrs and monitore
| The facility failed to assure the acute and chranic | bﬂfrt;l; iﬂ fi:;l;ﬁ da:rl:tg;nft‘lzia;: :‘tee;:f:d
health care needs were mel for 5 of 8 sampled " COM-ROME % ’ ik
residents (#1, #3, #4, #13, and #15) related to | Sy Cae Mas-diity and monitored by €0t
| primary care provider (PCP) natification of pain | -Daily reports including, but not limtied to
and signs and symptoms of infection and not | Incident reports are reviewed by Care Mgrs dajly
| receiving antibiotics as orderedfor an axillary i and monitored by the ED daily dept head
| abscess (#4); notification of the PCP for a change Th ;
: s : | The preceding processes are monitored by the
| In status (#13); missed and rescheduling of {ED with additional senior level oversight weekly, 3/5/12013
dental appainiments and notification to the PCP {SVP will follow-up with weekly compliance calls|
| andfor dental provider of ongoing facial swelling tand frequent on-site visits at least monthly to DRESINg
i and oral pain after missed doses of an antibiotic imonitor progress and compliance.
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ordered prior to the dental procedure (#15);
coordination of care betwsen the PGP and
endocrinclogist, scheduling of endocrinclogy and
orthopedic consults as ordered, and notification of
the endocrinologist and the PCP for finger stick

| blood sugars outside of the ordered parameters
(#3); ); and coordination of & refarral for
counseling services (#1),

The findings are:

¥ utilizing reparts, systems & tools at the daily
tand-up meetings presented by the Memory

are Manager and Director of Resident Care L
to the Executive Director. 09/05/201
|
Training provided to the ED, DRC & MCM on
order processing system completed 8/15/19, | 09/05/2019

Training provided to medication aides on the
order processing system on 8/22/15. The
Memory Care Manager and Director of
Resident Care are responsible for processing

1. Review of Resident #4's FL-2 dated 01/17/18 arders. Monitared at daily meetings by the ED. | 08/05/201p
revealed diagnoses of major depressive disorder, _ _ _
unspecified personality disorder, chronic pain with Executive Director is responsible for followin
disc disease, hypotension, and unspecifisd up fo obtain a status report fram the Memoary
somatization disorder. Care Manager and Director of Resident Care
daily on outstanding orders by reviewing the | 09/05/2019
Interview with Resident #4 on 07/31/19 at 3:17pm order processing files.
revealed; Memory Care Manager (MCM) and Directar af
-In May 2018, Resident #4 had a large abscess Resident Care (DRC) are running medication
under her arm near her right breas! that was administration compliance reports each
painful, itchy, and hot to the touch. marning to review during daily maetings
-The staff kept telling her it was nothing to be with the Executive Director, 08/05/2018
about.
“The abscess under her arm “was bothering me g MCM and DRC are monitoring medication
for several weeks before | called the doctor” administration compliance to include but
-The abscess was hurting so she contacted her | not limited to medications or orders with
primary care provider (PCP) to schedule an parameters to assure compliance. 09/05/2019
appointment and a friend took her to the
appointment on 05/01/18, " :
-The PCP was very concerned about the abscess 24 hour communication log implemented 8/7i19
as a tool to report resident needs from shift to
and referred her to a surgeon that day., ! )
-The abscess "got a litfle better” after she saw the Ehg 'r;‘:I: M and DREESFEV{;.W tr:;:za. hr regort 09/05/201k
surgeon in May but started bethering her again AN address any outstanding items.
"this menth” (July 2019),
-She showed multiple staff the area was red, MCM and DRC review daily activity reports
| itehing, and swollen but they told her it was to assure continuity of care. 0S/05/201p
nothing to worry abaut,
-There were a couple of times when "infection”
| drained from the abscess,
Divisian of Health Service Regulation
STATE FORM L

IJHWM1 If confinuation ahesl 10 of 208



PRINTED: DB/28/2019

FORM AFPROVED
Division of Health Service Requlation
ETATEMENT OF DEFICIEMNCIES (#1} PROVIDER/BUPPLIERCLLIA (X2) MULTIPLE COMSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLELDING COMPLETED
G
HALO10007 B. WING 08/06/2019
NAME OF PROVIDER O& SURPLIER STREET ADDRESS, CITY, ETATE, ZiP CODE
1935 LINCOLM ROAD
LELAND HOUSE
LELAND, NC 28451
o | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION | 5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD RE COMPLETE
TG REGULATORY OR LEC IDENTIFYING INFORMATICH) TAG CROSES-REFERENCED T0) THE APFROPRIATE [ batE
DEFICIEMEGY) |
D273| Continued From page 10 D273 MCM and DRC review shower sheets/body

-One staff told her it was probably a mosquito
bite.

-The abscessed area progressively worsened.
-She called her PCP and scheduled ancther visit
and a friend tock her to the appointment on
07Tn7He.

-On 071719, "My doctor told me | needed 1o see
| the surgeon right away and he called and got me
in that day".

=The surgecn "cut the abscess and got the
infection out."

-3he was prescribed an oral antibiotic,

Review of Resident #4's electronic progress
notes for April 2019 revealed:

-There was an entry dated 04/28/19 describing &
small bump under the resident's right arm,

-A message was left for the PCP.

-There was no further documentation about the
area,

Review of the PCP's *After Visit Summary" for
Resident #4 dated 05/01/19 revealed:
-Resident #4 was brought into the office by a
friend to be seen for an abscess of the night
axilla.

-Resident #4 was prescribed an antibiotic for 10
days and referred to be seen by a surgeon that
same day.

|
i Review of the surgeon's "After Visit Summary” far
| Resident #4 dated 05/01/19 revealed:
-Resident #4 was seen for an abscess of tha right
axilla,
-She was referred urgently by the PCP far
consideration of incision and drainage.
-She had instructions to apply a hot compress to
the area, to clean with soap and water, (o begin
- an oral antibiotic two times daily for ten days, and
| to return in 48 hours after taking the antibiofic o

assessments {o assure identfiied concerns

are addressed accordingly as of 8/12/19, | 09/05/2019

Training provided on the importance of medical
appointments and notification of primary care
provider on 8/22/19, 09/05/2019

Procedure established: The Executive
Director must approve any changes or
cancelation of appointments initiated due to
scheduling conflicts. If any appointments |
are re-scheduled by the provider, then the

chart will reflect the documentation, 09/05/2015

MCM and DRC are responsible for
coemmunicating Resident needs and
expectations with the nurses' aides and |

medication aides to assure continuity of care. 09/05/2018

Divisional Director of Clinical Services or
qualified desgines will conduct site visits at
least weekly to manitor for health care

referral and follow up. 08/05/2018

Health care referral and follow up needs will
be monitorad by the DRC and Executive
Diractor for compliance.

05/05/2019

Continued ongoing compliance will be
monitored through utilization of systems,
toals and processed outlined on page 10. | 09/5/2019

angoing

Additional chart audits to equal a total of

10% of the census will be conducted

by qualified personnel at least manthly

to assure compliance with health care

referral and follow up. Audits will be .
reviewed with the Care Mgrs and ED by |

the qualified person who conducted the

audit. | Ongoing
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assess the need for incision and drainage,

Review of the surgeons “After Visit Summary” for
Resident #4 daled 05/03/19 revealed:

-Resident #4 had been using a hot compress on
the abscess,

-There was a small amount of bloedy drainage,
but the symptoms had improved.

| -Continued care instructions were given, including

keeping the area clean, continuing with warm
compresses, and taking the full course of
antibictics, which were "not seen on medication
sheet as being started".

Review of a "Results Report” for Resident #4
dated 05/06/19 revealed:

-Resident #4's abscess was cultured by the PCP
during the office visit on 05/01/19,

-The culture results were positive for methicillin
resistant Staphylococcus aureus (MRSA s a
bacterial infection that is tough to treat due to it's
resistance to commonly used antibiotics).

Review of a "Physician's Note" for Resident #4
daled 05/06/19 revealed:

-The note was faxed by the PCP to the facility on
05/06/1 9,

-The PCP provided written notification of the
abscess culture testing positive for MRSA.

Review of an electronic progress note for
Resident #4 dated 05/06/19 revealed the staff
were notified by the physician of the positive
MRSA culture and Resident #4 was reminded to
wash her hands throughout the day.

Review of the PCP's "After Visit Summary” for

| Resident #4 dated 07/17/19 revealed:

-Resident #4 was seen on 07/17/19 for a “large
carbuncle/abscess™ in the right axilla area with

outlined an page 10 for an overview
of processes and tools for monitoring
compliance in health care referral
and follow-up.
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“failure to treat in an outpatient setling for several
days".

-Resident #4's abscess had grown and
worsaned.

-Resident #4 had partial drainage from the
abscess;

-Resident #4 had a low-grade fever and chills.
-After the resident called the PCP and described
the sympioms of her abscess, she was started on
antibiotics 34 days ago for a period of seven
days.

-The PCF now wanited the antibistic continuad for
10 days and recommended using bactericical
soap.

-The PCP was concerned the abscess was still
MRSA.

-The PCP was concerned the area had not
improved after taking a prescription of 10 days of
antibiotic therapy in May 2014

-Resident #4 was referred to the surgeon.

| Review of the surgeon's "After Visit Summary” for

Resident #4 dated 07/17/19 revealed:
-Resident #4 was referred on 07/17/19 for an
emergent visi for right axilla abscess.
-Resident #4 had incisian and drainage of the
abscess,

Review of Resident #4's alectronic progress
notes for July 2019 revealed:
-The first entry related to Resident #4's abscess
was dated 07/18/19 when there was an entry the
resident went out to have a surgical procedure of
having a boil lanced,
-The wound was to be washed with antibacterial
soap at each shower,
-The staff was awaiting the delivery of an
| antibacterial soap,

-The Director of Resident Care (DRC) spoke with
| the nurse and received instructions for afler-care,

D273
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Interview with the DRC on 08/02/19 at 12:00pm
revealed:

-She had nothing to do with scheduling the PCP
or the surgeon's appointments far the resident on
OTMTHY.

-Resident #4 "did that on her own".

-Resident #4 and lols of other residents

| "schedule appointments and don't even tell us™.

| A second interview with the DRC on 08/02/19 at
12:15pm revealed:

-To her knowledge, Resident #4 had never tested
positive for MRSA in the abscessed area under
her arm,

-If Resident #4 had a prior positive MRSA culture
in the abscess under her arm, she would have

| considered it to be very important to seek medical
care if the resident was subsequenlly
symptomatic.

A third interview with the DRC on 08/02/19 at
3:45pm revealed:

-She was the staff who received care instructions
from the surgeon's office after the resident had
her abscess lanced,

-She "had no idea" Resident #4 had a positive
culture for MRSA in May 2018,

-If she had known about the positive MRSA
culture in the abscess, it would have bean her
expectation that any subsaquent symptoms
should have been referred out for medical care.
-She did not know why the staff did nat schedule
an appaintment for Resident #4 to see the PCP
about the abscess but she guessed it was
because the resident scheduled it herzalf

Interview with the Medication Aide/s uparvisor on
08/05M19 at 10:20am revealed:

| -She saw Resident #4's abscess but it did not
Divigian of Health Service Regulation
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lock bad to her.

-She did not know why the staff had not made a
referral to the PCP to treat Resident #4's
abscess.

-She knew the abscess had previously tested
positive for MRSA and the staff were notified o |
use the box of gloves placed outside Resident
#4's door,

Confidential staff interview revealed:

-The staff "saw how bad her (Residant #4)
abscess looked before she went to the doctor in
July”.

-It was about 3 to 4 inches around and appeared
to be filled with infection.

-Resident #4 "definitely needed to see a doctor
about getting it treated”. |
-The staff did not report Resident #4's abscess
because she thought the resident had already

| told a Supervisor,

-It was every staff's responsibility to scheduled
healthcare appointments.

-She did not know why an appointment had not
been scheduled for Resident #4.

Confidential interview with a second staff
revealed:

-She remembered seeing Resident #4's abscess
| and it looked "pretty bad".

-She did not know why a staff had not scheduled
a healthcare appointmeant for the resident.

Telephone interview with a representative of
Resident #4's surgeon's office on 08/05/19 at
10:38pm revealed:

-Resident #4 was referred to them by the PCP on
O7A7/19 as an emergent visit,

-Resident #4 was having fever and chills when
she came into the surgeon's office on 0771 718,
-The PCP was concemed the abscass may still
Dwvision of Health Senvice Ragulation
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be MRSA positive.

-The surgeon's office lanced the abscess but did
not culture it.

-If Resident #4 was symptomatic of infection, she
should have been scheduled to see the PCE as
soon as the symptoms began, especially since
 the abscess previously tested positive for MRSA.

Telephone interview with a represantative of
Resident #4's PCP's office on 08/06/19 at

| 10:35am revealed:

-Resident #4 contacted their office on 07/11/19
and informed them of her symptoms regarding
the abscess,

-Resident #4 was given an appointment date of
o7iTMe,

| -Due to the abscess praviously testing positive for
| MRSA, the PCP faxed over a prescription to the
facllity for the resident to immediately begin an
antibiotic for 7 days. A voicemail was alzo left at
tha facility with the instructions for the order.
-The abscess was not cultured during this visit
but was treated as though it were MRSA,
-Resident #4 was immediately referred to the
surgeon's office.

~The resident should have been referred to their
office when symptoms began,

Interview with the Executive Director (ED) on
08/06/19 at 11:25am revealed:

-She did not know why staff had not scheduled a
healthcare appointment far Resident 4.

-All staff were responsible for scheduling of
healthcare appointments,

-It was her expectation the resident should have
been scheduled with her PCP whan her
symploms started, especially if the abscess
previously tested positive for MRSA,

Division of Heallh Service Regulation

STATE FORM L] lHW W eanBnuation sheed 16 of 208



PRINTED: 08/20/2019

2, Review of Resident #13's current FL-2 dated
1011118 revealed:

-Diagnoses included Alzheimer's Disease,
hypertension, diabetes mellitus type 2,
hyperlipidemia, vitamin O deficiency, and anxiaty.
-The resident was intermittently disoriented,
required assistance with bathing and persanal
care, reminders for feeding, and was continant of
bowel and bladder,

a. Confidential staff interview revealed:

-Around May 2019, Resident #13 was stable with
mobility and activities; Resident #13 would
shower three times a week with stand by
assistance from stafl when showering, would
sweep the floor, and work in the garden outside.
-Around June 2019, Resident #13 began needing
assistance with a walker for ambulation,

-Around 07/04/19, Resident #13 became "total
care” it would take 3 staff to pick Resident #13
up out of the bed and put the resident into a
wheelchair most of the time.

-The staff did not know if Resident #13's primary
care provider (PCP) was notified of the change in
her condition,

-If Resident #13's PCP was notified. it would ba
documented in the resident's progress notes.
-The medication aides (MAs) were responsible
for notifying the PCP of any resident concems
and change in conditions.

-[MA's name] was told “many times" Resident #13
needed to go to the hospital because the resident
was not using her legs and daclined to do
anything for herself and needed assistance with
feeding.

-[MA's name] said Resident #13 had been sent to
the hospital in on 0872019, X-=rays were faken
and the resident's labs ware okay.

-Resident #13 declined aver approximately three
weeks, around the beginning of duly 20183,
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-Resident #13 could not use her legs
approximately 2 weeks before she went o the
hospital on 07/24/19,

-When staff would try to pick up Resident #13 for
transfer, the resident's legs would “fold".
-Resident #13 did not go to the hospital in July
2018 prier to 07724119,

 -Resident #13 had swelling to her lumbar and

coccyx ares in June 2019,

-[MA's name] was fold about Resident #13's
swelling to her lumbar and coceyx area in June
2019 and the MA |ooked at the area,

Interview with a MA on 08/02/19 at 10:00am
revealed:

| =She had previously worked with Resident #13.
| -She would assist the PCAs with transferring
| Resident #13 from the bed to the chair,

-She last assisted with Residant #17's transfers
approximately two weeks ago,

-At that time, Resident #13 could not move her
legs or stand.

-It was not normal that Resident #13 could not
mova her lags,

-[MA's name] told Resident #13's PCE the
resident could not walk or move her legs.

| -She did not know when the named MA told

Resident #13's PCP.

-Resident #13's change in condition was sudden.
-"0One day she was walking and the next day she
was not,"

-Resident #13 began complaining of pain
sometime in June 2019, approximately 1 month
ago.

-Resident #13's pain began in her hips, and she
had x-rays.

-Resident #13 began complaining of spine pain.

-Resident #13 bagan to have to use a wheelchair.

-Staff would get Resident #13 out of bed and into
a wheelchair about 7:00am daily.
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-Staff would put Resident #13 to bed about
12:00pm daily.
~Staff would put Resident #13 back in the
wheelchair about 2:45pm daily.
' -Staff would put Resident #13 back to bed about
7:00pm nightly. |
-Resident #13 could shift in the wheelchair "a
fittle",
| -Resident #13 would be put to bed on her side
and turned every 2 hours to prevent skin
| breakdown.
| -[MA’s name] or the Memoary Care Manager
(MCM) would be responsible o notify the PCP's
of decreased mobility and change in condition.
Interview with a second MA on 08/02/13 at
| 4:25pm revealed:
-She had provided personal care to Resident #13.
| -Resident #13 required total care and could not
| walk for about 1 week before being admitted to
the hospital on 07/24/19,
-Resident #13 advanced from a walker to g
wheelchair.
-Resident #13 could not move her legs, walk,
stand, ar transfer,
-Resident #13 required 4 staff io transfer from the [
bed to the wheelchair and back to the bed. |
-Staff had tried using a gait belt for Resident #13,
but the gait belt was more difficult for the resident
because it caused the resident more pain,
-It would take 1 person to sit up Resldent #13 and
another person to drass the resident
-Staff would have to position Resident #13 1o sit
on the side of the bed like she was "a
manneguin®,
| ~She and staff had to pick up Resident #13 with
their arms around the resident's waist whan
standing the resident up to transfer the resident to
the wheelchair because tha resident's legs would
| o limp. '
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-Bhe remembered telling Resident #13's PCP
over the phone and in person the resident could
not stand or walk, and her legs would go limp.
She did not remember the date.

-She remembered Resident #13's FCF came to
the facility and saw the resident in a wheelchair,
She did not remember the date.

Interview with the MCM on 08/02/19 at 3 10pm
revealed:

-In May 2018, Resident #13 was independent
with verbal ques for dressing.

-In May 2018, Resident #13 was independent
with feeding.

| -In May 2018, Resident #13 was independant
with ambulation, did not require verbal ques, and
did not use an assistive device,

=In May 2018, Residant #13 would help sweep

-Resident #13 began complaining of low back
pain in early June 2019 and advanced to a rolling
| walker in June 2019,

-Resident #13's back pain progressed to bath
| thigh and hip pain.
-Resident #13 had previous x-rays of har hips
and lower back (on 06/20/19) ordered by the
resident's PCP,
-When Resident #13 would try to walk with her
walker the resident's legs would "give out” and
CTOSS OVEr,
-Resident #13's knees would buckle and one leg
would leg behind the other leg when walking.
-Resident #13 advanced to a whealchair
approximately 1 - 2 weeks after using the walker.
-Resident #13 required 2 persons assist when
she advanced fo the wheelchair,
-She or a MA had notified Resident #13's PCP
about her change in condition by either fax or
calling.
| -lt would be documented in Resident #13's

the dining room and clean the dining room tables.

D273
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progress notes when the resident's PCP was
| notified, ‘

| Review of electronic documentation received

| from Resident #13's PCP's office dated 0672019
| revealed:

-The facility staff had called to report Resident
#13 was in pain not relieved with Naproxen
{Mapraxen is an anti-inflammatory used to traat
pain,)

-Resident #13 was sent to the emergency

| department (ED),

Review of Resident #13's hospital emergency

department notes dated 06/20/18 revealed:

-The resident was sent for evaluation of bilateral

hip and leg pain that had been going on for 2

weeks.

-The resident's hip pain was located on the fram

parl of her thighs.

-The resident was ambulatory with a walker,

~The resident had good range of mation in all

| major joints.

-The resident did not have tendemess to

| palpation or major deformities noted.

=The resident was diagnosed with bilateral

degenerative change in her hips, the left greater
than the right.

Review of Resident #13's accidentfincident repart
dated 06/23/19 revealed:

-The resident was walking with water in har hand
and pushing her walkar,

-One side of her walker was closed.

-The resident slipped in the water.

| -The resident was found on her bathroom floor
with water beside her and one side of her walker
was closed.

-The fall was urwitnessad,

-The resident did not have injuries.
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-The resident did not exhibit or complain of pain,
-The resident was nat takan to the hospital for
examination.

-The resident was not seen by her PCP,

Review of Resident #13's progress note dated
06/23/19 at 10:23pm revealed:

i =The resident was ambulating with a walker,

-One side of the walker was closed.

-The resident was carrying water in her other
hand.

-Water was found on the floor besids the
resident.

-The resident did not have signs of injuries,

 ~There was no documentation the resident's PCP

was notified,

Interview with the MA/S who reported Resident
#13's 06/23/19 fall to the MCM on 08/06/13 at
9:30am revealed:

-Resident #13 was walking with her walker and
carrying water when the water spilled, and the
resident slipped in the water,

| -She found Resident #13 in her room sitting on
| the flacr.

-Resident #13 complained of back pain at the

| time of the fall,

-Resident #13 did not show or tell the Ma where
her back pain was located.

-The MA did not ask Resident #13 1o show or tell
her where her back pain was located because the
resident always complained of "bad” back pain,
-She did not tell Resident #13's PCP of the

| residents’ complaints of back pain because the

resident already had pain medication ordered
prior to the fall,

-She documented the PCP notification in
Resident #13's progress notes,

-The M4 also faxed the PCP notification of finding
Resident #13 on the floor.
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-She filed the faxed notification to Resident #13's
PCP in the resident's record.

| A second interview with a MA/S an 0B/06MS at
| 11:50am revealsd:

-She did not see Resident #13 fall on 06/23/19.
-A personal care aide (PCA) witnessed Residant
#13 fall on 06/23/18,

| ~When she found Resident #13 on 06/23/19, the

resident was at the door in her room sitting on her
buttacks with her legs extended siraight in front of

| her with her walker on her right side.

 -One side of Resident #13's walker was folded in

and was standing.
-There was water on the floor located on the |ef
&ide of the resident,

A third interview with the MA/S on 08/08/19 at
2:00pm revealed:

| =5he had completed the 08/23/1%

accidentfincident report on Resident #13
-Resident #13 fell around 9:30pm in the SCU.
-5She had called Resident #13's PCP on 08/23/19
telling her the residant had fallen.

-Resident 13's PCP reguested to be faxed the
natification of the resident's fall.

-5he had faxed Resident #13's PCP natification
of the resident's fall.

-The faxed notification should be in Resident
#13's facility chart.

Interview with the MCM on 08/06/19 at 9:10am
revealad:

-She thought Resident #13 sustained a fall
around the middle of June 2019 but could not
remeamber the exact date.

 -Resident #13 was walking with her walker and &

cup of water in her hand when she spilled the
waler causing her to fall.
-Resident #12 did not have redness, bruising, or

Dz7a
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other injuries when she fell,

-The MA reported Resident #13's fall to her whan
it occurred,

-The fall Resident #13 sustained would be
documented in her progress notes.

Interview with the Executive Director (ED) on
08/06M19 at 10:20am revealad:

-Resident #13 sustained a fall in the middle of
June 2018,

-Resident #13 was walking with her walker and
carrying water.

-Resident #13 spilled the water and "slid down”,
-Resident #13 did not sustain injuries with the fall,
-Resident #13's PCP was notified of the residents
fall.

-She believed Resident #13's fall was witnessead
by a staff.

Review of Resident #1:3's PCP visit note dated
06/28/19 revealed:

-The resident denied pain.

-The resident was walking with a walker.

-The resident had an abnommal gait.

Review of Resident #13's PCP visit note dated
07/08/19 revealed:

-The resident was complaining of back pain.
-The resident was waiting a nuclear bone scan,
~The resident had an abnormal gait.

-The resident was walking with a walker,

Review of electronic documentation received
from Resident #13's PCP dated 07/11/19
revealed:

-The MCM called to report Resident #13 was
having difficulty walking with a walker, the
resident could not bear weight on her legs, and
her legs would get crossed up.

-The MCM asked for an order for a wheelchair,
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-Resident #13's PCP would see the resident an
07115189,

Review of Resident #13's nuclear bone scan
report dated 07/16/19 revealad:

-There was an accumulation of dye at the
tharacic (T) 10 and T-11 vertebra which could
mean neoplasm, compression fracture, or other
bone disease.

-There was an accumulation of dye at the laft
front third and fourth ribs would was probably dus

to trauma,

Review of Resident #13's progress note dated
U7/18/18 at B:44am revealed the resident was
unwilling to help the PCAs assist her,

| Review of Resident #13's progress note dated

07H8/18 at 2:08pm revealed:

| ~The resident complained of pain in her hip and

sping,

=The resident would not use her legs at all to
move in the chair.

-The resident required 3 - 4 staff for assistance
with transfers out of the bed, dressing, and
toileting.

-There was no documentation the resident's PCE
was informed of the residents’ complaints of pain,
riot using her legs, and needed 3 - 4 staff for
assistance.

Review of Resident #13's physician
communication revealad there was no
documentation the PCP was informed on 0718/19
the resident complained of hip and spine pain and
required 3 - 4 staff to assist in getting the resident
in and out of bed, dressing, and toileting.

Interview with a MA on 08/06/19 at 3:35pm
revealed:
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-She documented the progress note for Resident
#13 dated 07/18/19 at 2:08pmi

-Resident #13's PCP was at the facility on
07/18M19 and was told about the resident needing
3 - 4 staff for transfers, dressing, and toileting.
-She could not remember if Resident #13's PCP
saw her on 07/18/19 or 07/19/19.

-Bhe did not document speaking to Resident
#13's PCP regarding the residents need for

| assistance.

Interview with the MCM on 08/02/19 at 4:00pm
revealed;

-In reviewing the 07/18/19 progress note, she
thought Resident #13 was not able to help the
PCAs.

-If Resident #13 would try to turn herself she
would yell in pain,

-She could not remember if she helpad with
Resident 13's care on 07/18/19,

-She expected Resident #13's PCP 1o have been
notified of the 07/18/19 documentation in the
resident's progress notes of requiring 3-4 staff
assist and not being able to use her legs.

-She was unable to locate in Resident #13's
record where the provider was notified on
07118189 of the resident requiring 3 - 4 staff agsist
and the resident's inability to use her legs.

-She expected Resident #13's PCP o have been
notified on 07/18/19 of the resident's decline as
documented in the 07/18/18 prograss nota,

Review of Resident #13's progress note dated
OT/20419 at 4:38pm revesled:

-The resident was not using her legs at all,

-The resident required 4 staff to help her do
anything “(toileting, laying down, ete, )",

-The resident was complaining of pain in her
spine and hips,

-There was no documentation the resident's PCP
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was informed of the resident's complaints of pain,
not using her legs, and needed 4 siaff for [
assistance.

Review of Resident #13's physician notifications

' revealed there was no documentation the
resident's PCP was informed on 07/20/18 the
resident was not using her legs at all and required
4 staff to assist to the resident and had spine and
hip pain,

Interview with a MA on 08/06/19 at 3:35pm

| revealsd:

-She documented the progress note for Resident
#13 on O07/20/19 at 4:38pm.

-5She " ...had to have spoken ..." with Resident
#13's PCP because the PCP gave her an order
for the resident to have a bone scan,

-She did not remember dates she spoke with
Resident #13's PCP regarding the residents

| 07/20/19 progress note.

Interview with the MCM on 08/02/19 at 4:00pm
revealsd:

-In reviewing Resident #13's 0720119 progress
notes she knew some days it took more than 2
staff to get the resident up. She did not know far
that specific day.

-Resident #13's PCP was aware the resident was
in pain and could not use her legs becauss he
would make facility visits.

-She could not locate in Resident #13's recard
where the resident's PCP was notified of the
07/20419 documentation of the resident requiring
4 or more staff to assist the resident in daily
routines and/or complaints of spine and hip pain,

Telephone interview with a represeniative of
Resident #13's PCP's office on 08/02/19 at

| 11:01am revealed there was no documentation of
Divizion of Health Service Regulation
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notification on 07/20/19 of 4 or more staff to
assist the resident in daily routines andfor
complaints of spine and hip pain.

Review of Resident #13's progress note dated
07721119 at 2:03pm revealed:

-The resident was * ...still not using her legs .."
-The resident " .._still required 4 or more staff to
assist her in her daily routines .,

| ~The resident complained of pain in her spine and
legs. '
-The resident was =ating less of her food. '
| -The resident's PCP would see her when at the
facility that week.

-There was no documentation the resident's PCP
was informed of the resident's complaints of pain,
not using her legs, needed 4 or more staff 1o
assist, eating less food, and her faet had been
dragging the floor in her whaelchair,

Review of Resident #13's physician notifications
revealed there was no documentation the
resident's PCP was informed on 07/211% the
resident was still not using her legs and required
4 or more staff to assist in daily routines and
complained of hip and spinge pain.

| Interview with 3 MA on 08/08/15 at 3:35pm
revealed:

-Bhe documented the progress note for Resident
#13 on 072119 at 2:03pm and 8:52pm.

| -Resident #13's PCP knew everything about the
resident she had documented in the progress
notes because they had spoken about the
resident needing 3 -4 staff for assistance with
daily routines, transfers, and the resident not
walking. |
-She did not remember the date she spoke with
Resident #13's PCP about the resident needing 3 [
- 4 staff with assistance with daily routines, |
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transfers, and the resident not walking.

Interview with the MCM on 08/02/19 at 4.00pm
revealed in reviewing Resident #13's 07/21/19
progress notes, she could not locate in the
resident’s record where the resident's PGP was
notified of the resident not using her legs, and still
requiring 4 or more staff to assist the resident.

Telephone interview with a reprasentative of
Resident #13's PCP's office on 08/02/19 at
11:01am revealed there was no documentation af
notification on 07/21/18,

Review of Resident 13's progress note dated
0772319 &t 9:54pm revealed:

| -The resident complained of back and spine pain,
| -The resident's PCP was aware of the resident's

issues and the resident would be seen when the

PCP came to the facility.

-There was no documentation the resident's PCP
was informed of the resident's complaints of pain
on 0723119,

Review of Resident #13's Physician notifications
revealed there was no documentation the
resident's PCP was informed on 07/23M13 of her
complaint of spine and back pain

Telephone interview with a representative of

| Resident #13's PCP's office on 08/02/15 at

11:01am revealed there was no documentation of
notification on 07/23/19,

Review of Resident #13's progress note dated
07/24/19 at 2:10pm revealed:

-The resident was seen by her PCP for
uncontrolled diabetes mellitus, skin breakdown.

| and severe vaginitis,

-The resident was transported 1o the hospital ED

D273
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for evaluation,

Review of Resident #13's PCP visit note dated
07/24/19 revealed:

 -Facility staff had requested evaluation for decline
of the resident's funclional status,

-Staff reported a general decline,

-The resident was no longer able to walk with &
walker,

-The resident was using a wheelchair.

-The resident was in a wheelchair and unable to
rise.

-The resident required feeding assistance the
week of the visit,

| -The resident's required care was beyond
assisted living facility level of care.

-The resident was transported to the ED for

| admission.

Review of Resident #12's physicians order dated
0712418 revealed;

-The resident had uncontrolled disbates mellitus,
skin breakdown, vaginitis, and new gait inability,
abnormal bone scan of thoracic 10211

-There was an order to send the resident to the
ED.

Review of Resident #13's hospital ED note dated
07/24/19 revealed:

-The resident had back tendermess,

| -The resident could not move her lower

| extremities,

=The resident had a compression fracture of T-10
| that had burst.

-The resident had a fracture of her jumbar 5
vertebra,

-The resident had lowsr extremity paralysis.

Review of Resident #13's hospitalist admission
| note dated 07/24/19 revealed:
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-The resident could not fesl or mave her lower
extremitias.

-The rasident's back was tender ta palpation with
any mevement of back.

| -She had no strength in her lower exiremities,

could not feel anything and missed legs when
touching.

-The resident was incontinent of uring, which was
MEw.

Review of Resident #13's neurosurgical
consullation note dated 07/24/19 revealed:
-The resident was reportedly walking with a
walker 10 days ago.

-The resident arrived at the ED with new onset
bilateral lower extremity paralysis urinary
incontinence, and difficully with sensation.
-The residents' bilateral lower extremities were
flaccid.

-The resident had no sensation in her bilataral
lower extremities.

-Diagnosis was a T-10 burst compression
fracture with questionable etiology, chronic L-5
fracture,

Review of Resident #13's hospital discharge
summary dated 07/26/19 revealed:

-Discharge diagnoses included paralysis,
paraplegia, and closed unstable burst fracture of
10th thoracic vertebra,

-The resident was evaluated by neurosurgery and
was not a surgical candidate because surgery
would not repair the neurclogical symptoms.

-The resident was transferred to hospice because
of dementia, frailty, and paraplegia.

Telephane interview with Resident 13's family
member on 08/01/19 at 7:11pm revealed:
-The resident arrived at the emergency
department on 07/24/19,

D273
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-The resident was paralyzed from her waist down
when she arrived at the emergency department.
-It was unknown if the resident had an injury,
-0On 07/05/19 the resident was ambulating with a
| walker,

=On 07/12119 the resident was in a wheelchair,
-0n 0713189 a visit was made to the facility, and
the resident was in a wheeichair yelling of back
pain with movement,

Review of Resident #13's current care plan dated
0711519 revealed:

-Resident #13 was non-ambulatory and required
& wheelchair for mobility.

-The resident had daily incontinence of bowel and
bladder,

-The resident was always disoriented.

' -The resident's speech and communication
needs were normal.

-The resident was totally dependent in
ambulation, transferring, toileting, bathing, and
grooming.

-It was signed by the resident's PGP gn 07819,

Resident #13's previous care plan was requested
from the MCM but was not provided prior to
survey exit,

Telephone interview with a representative of
Resident #13's PCP's office on 08/02/19 at
11:01am revealsd:

-0n 071117189, the MCM called the PCP's office,
reporting Resident #13 had & decrease in
ambulation and could not bear weight, There was
| documentation the PCP would see the resident

‘ the following day.

-There were no other notifications regarding
| Resident #13 to the PCP through 07124119,
|

| Telephone interview with Resident #13's PCF on
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0BS5S at 10:30am revealag:

-She remembered Resident #13 requiring four
staff assist when she saw the resident at the
facility on 07/24/19,

-l was difficult for har 1o say if Resident #13's
transfers or fall contributed to the resident's
thoracic 10 and lumbar 5 vertebral fractures.
-She thought Resident #13's lumbar 5 fracture
was old and chronic,

-If a resident needed to be saen, the facility would
| contact her office by phone or fax. or her pager,
which was available 24/7

-When she made facility visits, staff would make
rounds with her and tell her what the resident's

| needs were, who she needed io see, or show her
| things such as resident's wounds.

=5he had not been informed of the documentation
in Resident #13's progress notes dated 07/1 8/19
of the resident not using her legs to move in the

| chair and requiring 3 - 4 staff to assist the
resident in transfars, dressing, and toileting;
complaints of spine and hip pain; or
communication the resident needed to be seen,
-She relied on the facility to let her know when
residents reeded to ba seen,

| ~The facility did not tall her or leave a message
that Resident #13 could not move her legs.

-She expected the facility to have contacted her
with any changes with Resident #13.

Review of Resident #13's death certificate dated
on 08/02/19 revealad:

-The resident died while on hospice.

-The cause of death was documented as
complications of a tharacic compression fractura.
-The manner of death was documented as an
accident,

-The date and time of injury was documented as
unknewn,

-The description of the Injury was documented as
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the resident sustained a spinal injury at an
unknown time,

Attempted interview with a case manager from

Resident #13's local hospital emergency
department on 0B/05/19 at 8:20am was
unsuccessful,

Attemnpted interview with Resident #13's
neurclogist on 08/05/19 at 2:30pm was
unsuccessful.

b. Review of Resident #13's progress note dated
07/18/19 at 2.08pm revealed:

-The resident had skin break down on her

| buttocks,

-The resident's PCP had been faxed regarding

| the skin breakdown,

-The facility was awaiting the resident's PCP
response.

Interview with the MA whe documented Resident
#13's progress nole dated 07/18/19 on 08/06/19
at 3:35pm revealed:

-She documented the progress nole for Resident
#13 dated 07/18/19 at 2:08pm.

-Residant #13 had a circular wound
approximately the size of a 50-cent pisce to her
lower back/buttocks area.

-The wound was red "like a scrape” and the
middle of the wound was open.

=The wound did not have drainage or foul odor.
-She did net know when she noticed the wound.
-Resident #13's PCP was at tha facility on
0771819 and was told about the resident's
wound.

-She could not remember if Resident #1 IsPCP

saw her on 07/18/1% or 07/19/19.
-She did not document speaking to Resident
| #13's PCP regarding the wound.
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Review of Resident #13's physician's order dated
071819 revealed: |
~The facility had faxed notification to Resident
#13's PCP that Resident #13 had skin breakdown
on her buttocks.

-An arder for a barrier cream was requested from ;
| the facility,

-An order for barrier cream to Resident #13's
buttocks twice daily and as needed after
Incontinence care was given.

-It was signed by the resident's PCP and dated
07/119/18.

Review of Resident #13's progress note dated
07/21/19 at B:52pm revealed:

-The resident had a * ...sore on her botlom
around where her undergarments elastic would
b "

-The resident had a * ...s0re on the sacrum "
-There was no documentation the resident's PCP
was informed of the wound on her bottom or the
sacrum,

Interview with the MA who documented Resident
¥1%'s progress note dated 07/21/19 on D8/06/19
at 3:35pm revealed Resident #13's PCP knew
everything about the resident she had

| documentad in the progress notes,

Review of Resident #13's physician notifications
revealsd there was no documentation the BCP
was notified on 07/21119 the resident had a sore
where her undergarments would be and a sare
an the sacrum.

Review of Resident #13's progress note dated
O7/24/19 at 2:01pm revealed:

-The resident was seen by her PGP for
uncontrolled diabetes mellitus, skin breakdown,
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and severe vaginitis.
-The resident was transported to the hospital
emergency depariment for evaluation.

Interview with the MA who documented Resident
#13's progress note dated 07/24/19 on 0B/06/1G
at 3:35pm revesled:

-She documented Resident #13's progress note
dated 07/24/15 at 2:.01pm.

-The resident was senl (o the hospital ED
because of her blood sugars,

| -She did not remember if Resident #13 was seen

by the PCP as a scheduled visit or if the PCP was
called to see her,

| Review of Resident #13's PCP visit notes dated

07724119 revealed:

-Staff had requested evaluation of diabetes
mellitus and skin breakdown

-The resident had skin breakdown and moisture
associated with dermatitis,

-The wound was open with & slit like area midiine
skin crease of the resident's buttocks.

-The midline of the wound was dark.

-The resident was transfermed to the EO.

Review of Resident #13's physicians order dated
07/24/19 revealad:

-The resident had uncontralled diabetes mellitus
and skin breakdown.

-There was an order to send the resident ta the
emergency department (ED).

Review of Resident #13's hospital ED notes
dated 07/24/19 revealed:

-The resident arrived at the ED with a skin ulcer
to her sacrum,

-There was documentation the resident had two
small areas on her sacrum and buttocks. Wound
measurements or descriptions were not
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documentead,

Intarview with Resident #13's family member on
| 08/0119 at 7:11pm revealed:
E -A picture of Resident #13's wound was taken an
07/24/18 when the resident was transfarred to the
| ED from the facility.
-Resident #13's wound was to the Coccyx area
and was diagnosed as a stage 4 decubitus by the
ED provider who treated the resident,
-The family member did not know Resident #13
had a wound until the resident was at the ED an
07/24M8,

Review of a picture of Resident #13's wound
taken on 07/24/19 revealed:

-The wound was located on Resident #13's
sacrum/coccyx area.

-The wound color was deep reddish purple to
Black and dark gray to black that extended down
to the bottom of the wound,

-There was no skin covering approximately 75%
of the wound from mid top to the bottom and
towards the sides.

-Skin was attached to the top and upper sides of
the wound and was dark gray to light black in
color.

~There was a white substance scattered around
and over the wound,

-The perimeter of the wound was light red to
bright pink in color and extended down towards
the residents’ buttocks,

| Confidential staff interview revealed:
-Resident #13 had a wound to her low back and
buttocks area betwsen her buttock folds at the
| coccyx area around 07/19/19.
-Resident #13's wound to her low back, cocoyx
area, and buttocks was pink and dark purple in
| color, and swollen,
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-A barrier cream was the only wound care
performed to Resident #13's wound,

Interview with the medication aide (MA} on
08/02/18 at 4:25pm revealed:

-She had provided personal care to Resident #13,

-Resident #13 was lotal care and could not walk
for about 1 week before being admitted to the
hospital on 07/24/15,

| -Resident #13 had a wound on her buttocks,

-The wound was red to deep red in colar, the skin

| was open in the middle of the waund.

-The wound looked like a skin scrape and was
about the size of a 50-cent piece,

-The wound developed about 1 week before she
was admitted to the hospital on 07/24/19.
-Resident #13's PCP was notified of the wound.
She could not remember the date,

-The wound was cleaned with normal saline and
covered with a barriar cream.

Interview with a second MA on 08/02/19 at

| 10:00am revealed:

-She last worked with Resident #13 about 2
weaks ago,

-She would help the PCAs transfer Resident #13,
-Staff would get Resident #13 out of bed and into
& wheelchair about 7:00am daily.

-Staff would put Resident #13 to bed about
12:00pm daily.

-Staff would put Resident #13 back in the
wheelchair about 2:45pm daily,

-Staff would put Resident #13 back to bed about
7:00pm nightly,

-Resident #13 could shift in the wheelchair "a
little™.

-Resident #13 would be put to bed on her side
and turned every 2 hours to prevent skin
breakdown.

-Resident #13's skin breakdown would be
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documented in the residents progress notes and
skin assessment sheats,

-3kin assessments were done eveny six months

| for all residents by the Director of Resident Care
| (DRC) and MA's.

-5kin assessments were done every bath by the
PCAs.

-Baths were given three fimes a week.

- [MA's name] or the Memory Care Manager
(MCM) would be responsible to notify the PCP of
skin breakdown.

| -Resident #13 did not have any wounds before
the resident began having pain around the middie
of June 2019,

-Resident #13 became less mobile after her pain
started then developed a pressure ulcer,

Interview with the MCM on 08/02/19 at 3:10pm
revealed:

-Around 07/04/18 Resident #13 became totally
dependent upon staff for dressing and toileting
and was incontinent of bowel and bladder.
-Resident #13's decline .happened so fast, ina
matier of 1 week™,

-The MA reported to her Resident #13 had

| developed a small sore on her coccyx about 1

| week before she was transferred to the hospital.
She never saw the wound,

-She believed the wound was red, and skin not
open.

-A barrier cream was applied to Resident #13's
wound, per orders,

-The PCP would be natified of new wounds
documentation would be completed on the skin
assessmen! sheet,

-Whoever discovered wounds would complate
skin assessment sheet and then inform har of the
wound,

Review of Resident #13's showerfskin

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {2} MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: i COMPLETED
A, BUILDING:
C
HALD10007 B WING 08/06/2019
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES | i PROVIDER'S FLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFIX (EACH CORRECTIVE ACTION SHOULD BE | coueLere
TAG REGULATORY OR LSC IDENTIFYING INEORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | OATE
' DEFICIENCY)
| 3
D 273| Continued From page 38 D273

Division of Health Sarvice Regulation
STATE FORM

WHW

W continuaton sheet 35 of 208



PRINTED: D&f29/2018

FORM APPROVED
Division of Health Senvica B, ulation
STATEMEMNT OF DEFICIENCIES (L& 0 PHOUIDER:’SIJPF'LJEFH‘CLIA (%) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMWBER: . COMPLETED
A BUILDING
G
HALO10007 B.\WING 08/06/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
{0y 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION | (M5
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FLLL FREEIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETE
TAG REGLULATOSY OR LaC IBENTIFY NG INFORMATICN) TG CROSS5-REFERENCED TDO THE APFROPRIATE DaTE
DEFICIENGY)
©273| Continued From page 39 0273

asseasment sheets rayealad:

-On O7/08/19, 07/16/19, and 07/18/19, there was
no documentation the resident had a wound.
-There were no shower/skin assessments dated
aftar 07/18/19,

| A second inferview with the MCM on 0B/02/19 at
| 4:00pm revealed:

-Resident concerns were faxed to tie PCF the
moment concerns were noted.

-Resident #13's PCP would also come to the
facility routinely every 2 weeks and would be
updated at those visits also,

-She expected Resident #13's PCP to have been
notified of resident cancerns as they occurred,
-She expected documentation of whan Resident
#13's PCP was notified of the resident's
CONCarns,

| Review of Resident #13's current Care Plan
dated 07/15/19 revealed there was a section for a
skin azsessment. The skin was marked as
nermal, The area for “pressure ulcers”, "decubi”,
and "other" was blank.

Telephone interview with a reprasentative for
Resident #13's PCP on 08/02/19 a1 11:01am
revealed:
-0n 07118119 the facility notified the PCP by fax
the resident had skin breakdown on her buttocks,
There was no description of the skin breakdown
The PCP sent orders.
| -On 07/22118 the facility notified the resident's
FCP the resident had a “spot that needed
attention”,. The PCP ordered home health for
wound care.
~There was no other communication from the
facility to the PCP regarding Resident #13's
| wounds from 07/18/19 - 07/24/19.
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Review of Resident #13's physician order dated
07/22/19 revealed an order for home health
nursing for wound care,

Telephone interview with & home health nurse for
Resident #13 on 08/05/19 at 10:51am revealed
Resident #13 was transferred from the facility on
07/24/19 before a home health nurse visit could
be made for wound care.

Telephone interview with Resident #13's PCP on
08/05/19 at 10:30am revealed:

-She was first informed of Resident #13's skin
breakdown on 07/18/19 by the facility staff and
barrier cream was ordered.

-There was no communication from the facility
staff Resident #13 needed 1o be seen on
07118118,

-She first saw Resident #13's wound on 07/24/19,
-The resident's waund had black skin breakdown
on her coccyx and was “probably a stage 2
decubitus.” (A stage 2 decubitus is a shallow
crater wound with broken skin.)

-When she made facllity visits, staff would make
rounds with her and tell her what the residents’
needs were, who she needed to see, or show her
things such as resident's wounds,

-There was no communication from the facility
staff the extent of Resident #13's wound.

-8he relied on the facility staff to let her know
when residents needed lo be seen,

-If a resident needed to be seen, the facility staff
would contact her office by phone or fax, or her
pager which was available 24/7.

Interview with the Executive Director (ED) no
DB/0519 at 11:10am revealed:

-She was told in a stand-up meeting by the MCM
Resident #13 had skin breakdown on her
buttocks. She did not remember the date.
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-She thought the wound was intact, she did not
know the wound was open.

-She expected Resident #13's PCP to be
informed of the skin changes.

-She expected communication with the PCP to be
documenied in the resident's progress noles.

3. Review of Resident #15's FL-2 dated 01/1 718
revealed diagnoses included anxiety, type 2

| diabetes, acquired hypothyroidism, essential
| hypertension, and history of transient ischemic
attacks,

Interview with Resident #15 an 08/01/19 at
6:4Tam revealed:
-She had a tooth ache and swelling in her face

| that started “about a month ago”.

-She had an abscessed area near the tooth that
kept bursting and "spreading infection” inside her
maouth.

-Her tooth had been huriing for a while before a
staff made an appointment with a local dental
provider,

-Her dental appointment was scheduled far
07MBM0,

-On 07/16/18, she was informed by the Business
Office Manager (BOM) there was no staff
available to transport her to the dentist: the BOM
did not tell her why there was no staff to take her
to her eppointment,

-Her dental appointment was rescheduled for
O7/28/18,

-5he remained in "terrible pain” from 07/16/19
through 07/25/18,

-She saw a dental provider on 07/25/18 and
received the diagnosis of a tooth abscess,

-It was the recommendation of the dental provider
she begin taking an antibiotic that day.

-She was {0 begin the prescribed antibiotic an

| 0712519, 1o take four times daily for five days,

0273 |
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and then return to the office to have the tooth
extracted "today” (08/01/18).

-Bhe was not administered har prescribed
antibiotic from the staff until the day befare
yesterday (7/30/19).

-She asked several staff about the antibiotic and

| was lold it had not yet arrived from the pharmacy.

-Resident #15 asked the BOM ta call the dental
provider to inquire if the tooth could still ba
extracted as scheduled.

-Since she had not been administered her
antibictic as ordered, she was cancerned the
dentist would not pull her tooth,

-The dental provider rescheduled the toath
extraction until 08/08/19 due to the resident not
being given the antibiotics as ordered for five
days prior to the extraction,

A second interview with Residant #15 on 08/0113
at 4:40pm revealed:
-She had been telling staff members for about a

| month about her taoth pain.
| -8he remembered telling several MAs, Parsonal

Care Aides (PCA), the BOM, and the Executive
Director (ED).

Review of Resident #15's electronic progress

| notes for July 2019 revealed thare was no

documentation about the resident's tooth pain or
scheduling a dental appointment,

Review of Resident #15's medication ordars
dated 07/25/19 revealed an order for Penicillin
500mg four times a day for five days. (Penicillin is
an antibictic used to treat infection).

Review of Residsnt #15's July 2019 electronic
Medication Administration Records (eMAR)
revealad the resident received the first dose of
Penicillin at 9:00pm on 07/30/10.
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Interview with a Medication Aide/Supervisor
(MAJS) on 08/01/19 at 9:00am revealad:

-She remembered Resident #15 had been having
issues with her tooth “for a while".

-She had seen swelling in Resident #15's face in
July 2018,

-She had not reported the swelling in Resident
#15's face to the PCP,

-She was not sure why the resident was not able
fo keep her dental appointment on 07/18/18;
-Scheduled healthcare appointments should be
documented in the "char notes”,

-She did not realize the resident's dental
appointment for the extraction had to be

| Postponed due to the delay in her getting her .
antibiotic, [

Interview with the BOM on 08/01/19 at 3:45pm
| revealed:

| -He did not know if Resident #15 had a dental
I appointment scheduled earlier in the month of
| July.
|

-If the appointment was rescheduled, he did not
remember why,

Review of the facility's Transport Log for the
mionth of July 2019 revealed:

-Resident #15's name was written in on 07/16/19
for an appointment with a local dental pravider.
-The appaintment was not crossed out and there
were no nofations beside the appointment.

Telephone interview with a representative from
Resident #15's dental office on 08/01/19 at
4:05pm revealed:

-The representative was unable o view
rescheduled appointments in her electronic
scheduling system.

-WWhen appointments were rescheduled, she just
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| moved the date of the appointment from the old
date to the new data,

| -5he was able to confirm Resident #15 Was seen

at their office on 07/25/19 and was scheduled for

ancther appointment on 0R/08/130,

Telephone interview with Resident #15's Dentist
on 08/01/19 at 4:33pm revealed:

-Resident #15 was seen on 07/25/19 and had a
significant tooth abscess.

-On 07/25M18, the resident reported having pain
and swelling for about three weeks,

-She recommendad Resident #15 begin an
antibiotic that day (07/25/19) and complete at
 least five days of the antibiotic prior to having the
| tooth exiracted.

| <The appointment scheduled for "today”,
08/01/19, to extract the tooth, had to be
rescheduled until next week due to the resident
nol getting her prescribed antibiotic in time to
treat the infection.

-Resident #15 "“was sure to have ongoing pain
and swelling if she did not begin the prescribed
antibiotic last week",

Observation of Resident #15 on 08/02/18 at
10:04am revesled she was lying in bed under a
blanket and the right side of her face was
swollen,

Interview with Resident #15 on 08/02/19 at
10:05pm revealed:

-She had been feeling “too bad to get out of bed".
| -Her face was swallen and feit hot o the touch,
-Her head was “pounding in pain”.

-She was now getting her antibiotic as prescribed.
-She was already taking pain medication prior ta
getting the tooth abscass but * it izt louching
the pain®,

-Her doctor could not prescribe her mare pain
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medication than what she was currently taking, *
--80 she would have to tough it out until the tosth
can be pulled",

-She had stayed in bed and missed several
meals, but no staff member had asked how she
was doing or if they could do anything far her.
-She knew the staff had a lot of responsibility, but
she wished they were better about helping her fo
get her healthcare needs addressed,

-She would be so happy when the tooth was
pulled,

Confidential staff interview revealed:

{ -She knew Resident #15 had baen having tooth
pain and swelling for "quite a while™ the staf did
not report the tooth pain and swelling to the PGP,
-She did not know why Resident #15 was not
taken to see the dentist earier in the manth.

Confidential Interview with a second staff
revealed:

-It was the responsibility of all the medication
aides to schedule healthcare appointments and
she did not know why the resident (Resident #15)
was not seen earlier in the month when she first
started hurting,

-Resident #15's face had been “pretty swollen for
a while”,

Interview with the ED on 08/06/19 at 11-20am
revealed:
-She did not remember why Resident #15 was
unable to get to her dental appointmeant an
07/18/18,
-It was her expectation that all fecommendations
made by the dental provider on 07/25/19 should
have been followed by staff so as not to delay the
| dental appointment that was schedulad on
| D818,
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Interview with the Transporter on 08/06/19 at
2:15pm revealed if Resident #15 was not taken fo
a dental appointment on 07/16/19, the resident
must have canceled the appointment herself,

4. Review of Resident #3's current, hospital
generated FL-2 dated 02/13/19 revealed
diagnoses included chronic kidney dissase,
congestive heart fallure (CHF), coronary artery
disease (CAD), bipolar disarder, and

hypoglycemia,

Review of Resident #3's previous, hospital
generated FL-2 dated 01/14/19 revealed
diagnoses included diabetes meliitus,

Interview with Resident #3's former primary care
provider (PCP) on 08/01/19 revealed:

-She was Resident #3's PCP from MNeovember
2018-April 2013,

-Resident #3 was a very "brittle diabstic": her
finger stick blood sugar (FSBS) would fluctuate
from very low to high.

| -In Nevember 2018, she orderad Resident #3 to

be evaluated by endocrinclogy because nathing
was working as far as insulin and the resident
was non-compliant with her diel.

-She wrote several orders for an endocrinology
consult and asked staff af the facility about the
scheduling of the endocrinology appointment "17
or 18 timas."

-"There was a delay in care” related to the
endocrinology appointmeant,

-The delay in care resulted in Resident #3 having
multiple unnecessary emergency room (ER) visits
for high and low FSBS, nausea, and decreased
level of consciousness.

Review of & primary care provider (PCP) visit
note for Resident #3 dated 11/25/18 revealad:

Dar3
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-The resident's pravious PCP was contacted (by
the current PCP) and the PGP discovered the
resident's diabetes had been difficult to manage
for "quite some time.”

-The resident was followed by endocrinology but
had not had an appointment recantly. Her
previous PCP recommeanded a follow up and she
was likely "overdue.”

-There was an order to follow up with
endocrinology,

Review of Resident #3's former PGP progress
notes revealed:
-On 11/29/18 at 12:49pm, there was
documentation the facility notified the PCP the
resident's FSBS was 588; new orders were given.
| -On 12/04/18 at 12:48pm the facility staff notified
the PCP the resident's FSBS was 413 before
| lunch. At 4:58pm, the facility called back to report
the resident's FSBS was 425,
| -On 12/05/18 at 12:07pm, the facility staff notified
the PCP the resident's FSBS was 575
-On 12127118 at 12:21pm, the facility staff notified
the PCP the resident's FSBS was 122
-0On 01/08/10 at 12:41pm, the facility staff notified
the PCP the resident's FSBS was 510, * _ her
blood glucose varies greatly. | gave an order to
send her to Endocrinology. | will ask the Care
Manager if she went yet.” At 12:55pm, staff called
the PCP back to report the resident's FSBS was
now 329. "| asked her if she knew if [resident's
first name] had been to Endocrinology. She
checked and did not ses any note of that."
=On 0110/19 at 12:17pm, the facility staff notified
the PCP the resident's FSBS was more than 500.
The meter “read high.” At 2:47pm, the PCP called
the facility " ...called back, left massage for Care
Manager to inquire about Endocrine refarral that
was ordered in November,”
-On D1/17/19 at 12:08pm, the facility staff notified

D273
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the PCP the resident's FSBS was reading high an
the glucometer,

-On 01/118/19 at 6:16pm, the facility staff notified
the PCP the resident's FSBS was 587, "This is
the patient who is supposed to see the |
endocrinologist but the facility still has not
scheduled the appointment,.."

-On MM719 at 12:30pm, a [Medication Aide/
[Supervisor's (MA/S) name] nofified the PCP the
resident's FSBS was 403 at lunch time. The
MAJS told the PCP the endocrinology consult had
not been scheduled. The PCP "advised” the
facility again Resident #3 needed to see the
endocrinologist per previous orders,

-On 01/22113 at 12:10pm, the facility staff notified
the PCP the resident's FSBS was 522 “Staff

| instructed ta schedule Endocrinalogy consull
ASAP (as soon as possible) per order written in
November, however, they still have not done 50."
-On 01/24/18 at 12:25pm the facility notified the
FCP the resident's FSBS was reading high on the
glucometer.

-0n 02/12/19 at 12:11pm there was
documentation the endacrinology office called the
PCP's office to inform Resident #3 had an
appointment schedulad with the endocrinologlst
on 02/14/19. At 5:20pm, there was
documentation the facility notified the PCP's
office Resident #3's was unresponsive and FSBS
54. The resident was sent out to the ER and
admitted to the hospital,

Review of an Emergency Department (ED)
Encounter for Resident #3 dated 02/09/19
revealed:

-Resident #3 arrived at the EC by emergency
medical services (EMS) after an unwitnessed fall,
-Resident #3 was initially unresponsive and her
FSBS was 48.

-The diagnosis was hypoglycemia.
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-The resident was treated with glucagon and her
FSBS improved, (Glucagon is used to treat low
blood sugar),

-The resident was discharged 02/09/19.

Review of a hospital discharge summary for
Resident #3 dated 02/14/19 revealed:

-The resident was admitted on 02/11/13 and
discharged on 02/14/18.

-The resident had a witnessed fall and hit her
head.

-In route to the hospital, Resident #3's FSBS 35,
<During evaluation in the ED, the resident had fwo
episodes of being unresponsive, requiring
dextrose administration with aach episode,
-Diagnoses included hypoglycemia, two spinal

| fractures: acute L2-13 fracture. and subacute T12
| compression fracture.

-The resident had been seen in the ED the
previous night for similar symptoms.

-The resident should follow up with endocrinology
within one week_

Review of Resident #3's former PCP progress
nates revealad:

=On 02/15/15 at 4:55pm, the facility staff notified
the PCP the resident's FSBS was 52 and the
resident was given chocolate candy,

-0n 02/20/19 at 1:58pm, the facility staff notified
the PCP the residenl's FSBS was 318 at early
maoming. The resident was given sliding scale
insulin (551). The resident's FSES was now 70.
| The resident was given orange juice and was
eating lunch. At 1:47pm: The resident did not
attend her endocrinalogy appointment that was
scheduled on 02/14/19. The facility had nat
re-scheduled the endocrinology appointment
despile an order written 02/15/19 to do s, The

| facility was reminded by the PCP of the need to
be seen by endocrinclogy ASAP.
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[
| Review of & second ED Encounter for Resident
#3 dated 03/21/19 revealed:

-The resident was evaluated and discharged on
0372119,

-The diagnosis was documented as
hyperglycemia,

Review of Resident #3's former PCP progress
notes received from the former PGP dated
03/16/19 at 5:18am revealed Resident #3 had an
appaintment scheduled with endocrinclogy on

| 04111118,

Interview with Residert #3 an 08/02/19 at B:48am

revealed:

-She could not remember the last time she weant

to the hospital for elevated FSES.

| -She was supposed to go to the endocrinalogist
every three months, but the facility did not ahlways

' get her there.

| A second interview with Resident #3 on 08/05/19
at 10:20am revealed:
-She was supposed to go to the “diabstic doctor*
| every three months bul had not gone every 3
months.
-She had “trouble” seeing her endocrinologist in
February 2013,
-In February 2019, she was supposed to see the
diabetic doctor and have labs drawn but the
facility's van was broken, and she had no way to
get there.
-She did nol know if there was ever any delay in
the scheduling of her appointments with her
endocrinologist.

Interview with a MA/S an 08/01/19 at 9:00am
revealed scheduled healthcare appointments
should be documnented in each resident's
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progress notes,

8:15am revealed:

appaointments.

revealed:

Telephone interview with g Registerad Nurse
(RM) at Resident #3's endocrinologist's office on
08/01/15 at 4:00pm revealed:

-Resident #3 was a diabetic and was last sesn in
the endocrinclogy office on 04/11/19.

-Resident #3's last hemoglobin (Hgb) A1C
laboratory (lab) result was 10.1 on 04/11119, (Hgb
AlCis a blood lab test that measures the blood
sugar for a 3 month time frame, According to the
American Diabetes Association, the Hagb A1C
goal recommendation for diabetics is less than 7.

Interview with a medication aidesupervisor
(MAJS) on 08/D2/19 at 8:12am revealed as far as
the MA/S krew, Resident #3 went ta
endocrinology appointments like she should,
there had been no missed or delayed
endocrinology appointmeants.

Review of Resident #3's progress notes revealed
there was no documentation of the resident going
to any endocrinology appaintments.

Interview with the transporter on 08/06/19 al

-Resident #3 had not missed any medical
appointments; “absalutely not.”

-She did not recall if Resident #3 had any delay in
gaing to endocrinalogy appointments.

Interview with the Executive Directar (ED) on
08/06/19 at 11:25am revealed all staff warg
responsible for scheduling of healthcare

A follow-up interview with the RN at Resident #3's
endocrinologist's office on 08/06/19 at 11:35am
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-Resident #3 was evaluated in the office on
11107118 and 04/11/19,

-If Resident #3's PCP ardared an endocrinalogy
consult in between the resident's November 2018
and April 2013 endocrinology appointments, the
facility staff should have scheduled an
appointment for the resident to be seen by tha
andocrinologist.

-The failure of the facility to schedule the
endocrinology appointment as ordered by the
PCF placed the resident at risk for high and low
blood sugar, decreased kidney function,
increased cholesteral and triglycerides. and heart
problems,

-Itthe endacrinology appaintment had been
made, there was a potential to have decreased

| Resident #3's haspital visits from high and low
| blood sugar,

| Interview with the ED and DRC an 08/06/19 at

4:45pm revealed

-Resident #3 may have had a delay in scheduling
appeintments due to changes in her FCE.
-Resident #3 saw the endocrinalogist in
Movember 2018, February 2019, and April 2019,

Observation on 08/06/19 at 5:00pm revealed the
DRC wes looking through decumentation related
to Resident #3's endocrinclogy appointments but
did not find decumentation of the resident being
evaluated by endocrinelogy in February 2019,

Copies of Resident #3's appointments
documentad in the appointment/calendar book
were requested on 08/01/19 at 4:20pm and on
08/06/19 at 8:15am; however, the documentation
was not provided prior to survey exit,

Attempled telephone interview with a second
PCP (from April 2019-May 201 g} for Resident
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#3's on 08/05/19 at 9:23am was unsuccessiul,

Refer to the interview with the DRC and MA'S an
08/02/19 at 8:12am revealed:

Refer to the intarview with the Transporter on
08/06/18 al 8:15am.

Refer to the interview with the ED and DRC on
0B8/06/19 at 4:45pm,

b. Interview with Resident #3 on 08/05/19 at
10:20am revealed:

-Her hands hurt "so bad | want to scream.”

-She had a knot on her right hand that had been
| there for about 8 months to one year.

-Her new primary care provider (PCP) ordered
her a cream for the pain that helped and was
going to try to get her hands checked by a
"specialist”, but she did not know when,

Observation on 08/05/19 at 10:20am revealad
| Resident #3 had a dime sized hardened area on
her right hand below her thumb,

Review of a PCP order for Resident #2 dated
D6/10118 revealed an order for an orthopedic
consult for “hand pain."

Review of a second PCP arder for Resident #3
dated 07/22/19 revealed an order for an
orthopedic consult for "hand cramp.”

Interview with a medication alde/supervisor
(MA/S) on D8/01/12 at 9:00am revealed
scheduled healthcare appointments should be
documented in each resident's progress notes.

Interview with a medication aige {MA)} on
08/02/185 at 11:00am revealed Resident #3
Division of Heallh Sarvice Regulation
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complained of hand pain at times and had a=
needed medication for her pain,

Interview with a second MA on D8/05/19 at

10:03am ravealed:

-Resident #3 had not complained of pain ta the

MA,

-The MA did not know if Resident #3 had been
scheduled any specialty appointments.

i -Resident #3's appointmants would be

documented in her pragress notes.

| Review of Resident #3's June 2018 - August
2018 progress notes revealed there was no
documentation of any scheduled orthopedic
appointments or the resident going to any
orthopedic appointments.

Interview with Resident #3's PCP on 08/05/19 at
12:23pm revealed:

-She tock over as Resident #3'= PCP on
08/01189.

-She ordered orthopedic consults for Resident #3
on 0BA10/18 and 07/22/19 for hand pain.

-She wrote two different orders because if she
could not find an order she just re-wrote the

| order,

-The facility staff was responsible for scheduling
the consult appointments.

-3he expected orders for appointments to be
implemented for schaduling within one week of
date written,

Interview with the Executive Director (ED) on
08/06/18 at 10:20am revealed the facility staff
was still warking on gathering documentation
related to Resident #3's orthopedic consult.

Interview with the ED on D8/06/19 at 11:25am
revealed all staff were responsible for scheduling
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| of healthcare appointments,

Copies of Resident #3's appointments
| documented in the appointment/calendar boak
were requested from the ED on 08/1/19 at
4:20pm and from the transporter on 08/06/19 at
8:15m; however, the documentation was riot
provided prior to survey exit,

Documentation of implementation of Resident
#3's orthopedic consult orders dated 08/10/19
and 07/22/18 was not received prior to survey
| axit.

Refer to the interview with the Director of
Resident Care (DRC) and a MA/S on 08/02/19 at
B:12am revealed:

Refer to the interview with the Transporier on
08/06/12 at B:15am,

Refer fo the interview with the ED and DRC on
DB/06/19 at 4:45pm.

Interview with the Director of Resident Gare
(DRC) and a medication aide/supervisor (MA/S)
on 08/02/19 at 8:12am revealed:
-The process for specialty referral appointments
was as follows for assisted living (AL): after the
referral was ordered, the DRC, the MA/S or MAs
called to schedule the appointment: whoever
made the appointment wrote it down in the
appoiniment book,
-There was no set time frame to get the |
appointment scheduled unless the ardering PCP
had aiready sent a referral to the specialist,
| ~They knew the PCP had sent the referral
because it would show on the PCP order.
<The DRC, MA/Ss or a MA would "usually" call to
| schedule the specialty appointment if was
Division of Health Service Reguiation
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ordered on the paperwork from the hospital,
-Sometimes, the appointments had already been
by the hospital and staff would just write the
appointment in the appointment book.

Interview with the Transporter on 08/06/19 at
8:15am revealed:

| -The facility had an appointment book which was

used fo coordinate and track all residents’
appointments.

-She transported the residents to the majarity of
their appointments in the facility's van,

-WWhen a resident retumed from the hospital with
an order for a consult, the appointment was
written on the calendar by the MA i it had already
been scheduled while the resident was in the
hospital,

-if the consult appointment had not already been
scheduled while the resident was in the hospital,
the MAs were responsible for looking at hospital
discharge orders, calling to schedule the follow
up appeintments, and writing the appointments in
the appointment book.

-Referrals to specialty appointments could be
made by the facility staffl or the referming providar,
depending on the situation.

-Sometimes the ordering provider made the
referral and the facility staff faxed over the referral
and scheduled the specialty appointment.

-If there was a need to see if a resident went to
an appointment, one could look in the
appointment book and the residents’ progress
notes.

-If a resident went to a specialty appointment it
would be documented in their progress notes.

Interview with the ED and DRC on 08/06/19 at
4:45pm revealed:

-Referral appointments were supposed to be
followed-up on within 24 hours to schedule the
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| appointment.

-The MAs and DRC were supposed to use the
"bucket system” to assure follow-up appointments
were completed.

-The DRC was responsible for assuring follow-up
was compleled.

-Prior to the survey, the facility had a different
“bucket system” for orders that was used
“sporadically.”

-The ED and DRC thought the previous bucket
system was working but the facility "obviously
missed" orders prior to the survey.

. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed an order for

| finger stick blood sugars (FSBS) before meals.

| Document results on medication administration
record (MAR) and notify provider if less than =)
70 or greater than (~) 401."

Review of a verbal order (V0] for Resident #3
dated 04/12/19 revealed:

-The resident's biood sugar was 546,

-There was an order to give 10 units of Lantus.
(Lantus is a long acling insulin used to lower

| Blood sugar).

-There was an order to please notify
endocrinology of all increased FSBS readings.
-The VO was signed by Resident #3's primary
care provider (PCP) and dated 04/15/M108

Review of an order for Resident #3 dated
04/15/19 from Resident #3's endocrinologist

' revealed an order ta nofify endocrinology of FSES
| results <60 or > 450,

! Review of an order dated 05/16/18 from Resident
| #3's endocrinologist revealed:

-There was order to increase Lantus to 10 units at
bedtima,

D273
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-There was also an order to "check blood glucose
at bedtime for several days ...” and fax results to

the endocrinologist's office.

Review of Resident #3's May 2013 electronic
medication administration records (eMARs)
revealed:

-There was an entry to check FSBS three times

| daily before meals with scheduled times of
7:00am, 12:00pm, and 5:00pm and

documentation in the special instructions section
which read "document results on MAR and notify
pravider if < T0 or = 401."

-There was a second entry to check FSBS three
times daily before meals with scheduled times of
8:00am, 12:00pm, and 5:00pm and
documentation in the special instructions section
which read "document results on MAR and notify
provider if = 70 or > 401. Naotify endocrinology of
all bioed glucose readings < 60 or > 450."

-There was an entry to check FSBS every night
scheduled at 8:00pm with a start date of
0517189,

-Resident #3's FSBS results were documented
before meals on the first eMAR entry.

-0f 89 FSBS opporiunities documentad for May
2019, 10 were > 450, requiring notification of the
endocrinologist.

-For example: from 05/01/18-05/03/19 at 7:00am,
Resident #3's FSBS result was 515 on 05/04/19;
480 on 05/18/19; and 522 on 05/19/19.

-For example: 05/01/19-06/03/19 at 12:00pm,
Resident #3's FSBS resull was 498 on 05/05/18
and 567 on 05/28M9.

-For example: from 05/01/19-05/03/19 at 5:00pm,
Resident #3's FSBS result was documented as
high on 05/15/18; high on 05/22/18; and 567 on
052819,

-For example; from 05/17/19-05/31/19 at 8:00pm,
Resident #3's FSBS result was documented as

D273
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"high" on 05/21/19 and 05/22/19,

-There was no documentation on the eMAR of
the endocrinologist being notified of the FSBS
eutside of the ordered parameter of = 450,

-Of 88 opportunities documented for May 2019,
21 were = 400, requiring PCP notification,

-For example: from 05/01/19-05/03/19 at 7:00am,

| Resident #3's FSBS result was 442 on 05/03/19
! and 411 on 05/10/19,

-For example: 05/01/19-05/03/19 at 12:00pm,
Resident #3's FSBS result was 450 on 05/1 ans
and 445 on 05/23/M19.

-For example: from 05/01/15-05/02/19 at 5:00pm,
Resident #3's FSBS result was 431 on 05/13/1 g
and 407 on 05/27/18.

-There was no documentation of BCP notification
of the FSBS outside of the ordered parameter of
=400 on the eMAR.

-Resident #3's FSBS was not documented al
7:00am on the following dates: 05/05/19 "not
administered: on hold™: 05/12/19- 05/13/19 and
05/22119 "not administered: refused.”

-Resident #3's FSBS was not documented at
12:00pm on the following dates: 05/07/19 and
0E/30/19 "resident refused”; 05/14/19 and
05/22119 “resident unavailable.”

| -Resident #3's FSBS was not documented at

5:00pm on 05/18/18 with documentation the
resident was out of the facility.

| Review of Resident #3's progress notes dated

May 2018 revealed:

-There was no documentation the facility notified
the endocrinologist of the FSBS > 450,

-There was documentation of PCP on 05/21/19 at
8:37pm for FSBS of "high” on the glucometer and
05/22115 at 10:34pm for FSBS of "high on
glucometer."

-There was no other documentation of PCP
notification,
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Review of Resident #3's PCP orders dated
05/15/18 revealad on 05/15/18, there was
documentation of PCP natification of FSBS > 400
with a new verbal order for a one time insulin
dose,

Review of Resident #3's June 2019 eMAR=

revealed:

-There was an entry to check FSBS three times

daily before meals with scheduled times of

7.00am, 12:00pm, and 5:00pm with

documentation in the special instructions section

which read "document results on MAR and notify

provider if < 70 or = 401."

-There was a second entry to check FSBS three

| imes daily before meals with scheduled times of

8:00am, 12:00pm, and 5:00pm with

documentation in the special instruclions section

which read "decument results on MAR and notify

provider if < 70 or = 401. Notify endocrinology of

all bleed glucose readings < B0 or > 450"

-There was an entry to check FSES every night

scheduled at 8:00pm.

-Resident #3's FSBS results were documented

before meals on the first eMAR entry.

| -01 117 FSBS opportunities documented for June
2019, 16 were > 450, requiring notification of the
endocrinologist,

| -For example: from 06/01/19-06/30/19 at 7:00am.
Resident #3's FSBS was 478 on 06/06/19, 537 an
06/24/18, and 530 on 06/28/19,
-For example: from 06/01/18-06/30/19 at
12.00pm, Resident #3's FSBS was 541 an

| DB/14/19 and 588 on 061719,

| “For example: from 08/01/19-06/30/13 at 8:00pm,

| Resident #3's FSBS was documented as “high"

| en 06/07/19, 507 on 06/13/19, and 537 on

06/23/19,

-There was no documentation on the eMAR of
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the endocrinologist being notified of the FSBS
outside of the ordered parameter of > 450,

-0f 117 FSBS opportunities documented for June
2019, 25 were > 400, requiring PCP notification,

| -For example: from 06/01/19-06/30/139 at 7:00am,

Resident #3's FSBS was 410 on 08/18/18, and
415 on 0D6/20/10.

-For example: from 06/01/15-06/30/19 at
12:00pm, Resident #3's FSBS was 427 on
08/07/19, 440 on 06/12/19, and 428 on 06/15/M9.
-For example: from DB/01/19-06/30/19 at 8:00pm,
Resident #3's FSBS was 408 on 08/06/18. and
410 on 06/24/19.

-There was no documentation on the eMAR of

i PCP notification for the FSBS outside of the
| ordered parameter of > 400.

-Resident #3's FSBS was not documented at
7:00am on 06/17/18 "resident refused.”
-Resident #3's FSBS was not documentad at
12:00pm on 06/09/19 with documentation the
resident was out of the facility with family.
-Resident #3's FSES was not documented at
5:00pm on 06/06/1% with documentation the
resident was out of the facility.

Review of Resident #3's progress notes dated

| June 2019 revealed:
| -There was no documentation the facility notifisd

the endocrinologist of the FSBS > 450,

-There was documentation of PCP notification an
DE/28/19 at 3:03pm for FSBS of 530 with new
orders received,

-There was no other documentation of PCP
notification,

Review of Resident #3's July 2019 sMARs
revealed:

-There was an entry to check FSBS three times
daily before meals with scheduled times of
7:00am, 12:00pm, and 5:00pm with
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documentation In the special instructicns section
which read "document results on MAR and notify
provider if < 70 or > 401"

-There was a second entry to check FSES three
times daily before meals with scheduled times of
B:00am, 12:00pm, and 5:00pm with
documentation in the special instructions section
which read “document results on MAR and notify
provider if < 70 or > 401. Notify endocrinology of
all blood glucose readings < 60 or = 450 "

| -There was an entry to check FSBS every night
scheduled at 8:00pm,

-Resident #3's FSBS results were documented
before meals on the first eMAR entry.

-0f 141 FSBS opportunities documented for July
2019, 18 wera > 450, requiring notification of the
endocrinologist.

| <For example: from 07/01/18-07/31/19 at 7.00am,
| Resident #3's FSBS was 595 on 07/04/18, 517 on
| 07/10/19, 572 on 07/18/19. and “high" on

| 07f25M19.

-For example: on 07/13/19 at 12:00pm, Resident
#3's FSBS was 500,

-For example: on 07/05/18 at 5:00pm, Resident

‘ #3's FSBS was 500,

-There was no documentation on the eMAR of
the endocrinelogist being notified of the FSBS
outside of the ordered parameter of > 450,

-0f 117 FSBS opportunities documented for July
2018, 26 were > 400, requiring PCP notification,
-For example: from 07/01/18-07/31/19 at 7:00am,
Resident #3's FSBS was 443 on 07/03189, 433 on
07/08/19, and 454 on 07/19/19 |

-For example: from 07/01/18-07/31/19 at
12:00pm, Resident #3's FSES was 424 on
071519 and 421 on 07/24/19.

-There was no documentation on the eMAR of
PCP notification for the FSBS outside of the
ordered parameter of = 400,

-Resident #3's FSBS was not documented at

Dar3
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7:00am on 07/13/19 with documentation the
resident "refused.”

-Resident #3's FSBS was not documented at
12:00pm on 07/20/13 with decumentation the . |
resident was out of the facility and 07/30/19 with
documentation the resident was “unavailable."
-Resident #3's FSBS was not documented at
5:00pm on 0771918 with documentation the

| resident was unavailable "out with family.”

Review of Resident #3's progress notes dated

July 2019 revealed:

-There was no documentation the facility staff

notified the endocrinologist of the FSBS = 450, | . '

-There was documentation of PCP notification on

0711719 at 12:47pm far FSBS of 428 and

07/25/19 at 10:04am for FSBS "over 600"

-There was no other documentation of PCP

nolification.

-There was documentation on 07/18/19 at

| 11:01am that the resident's FSBS had been
higher than 400 almost every morning this week

I "....| think that we need to contact her PCP and

| have her insulin changed or mcreased.”

Interview with a medication aide (MA) on
08/01/19 at 11:00am revealed:
-When Resident #3's FSBS was high, she notified
the resident's PCP if the FSES was = 400,

| -She had never notified the endocrinologist,
-“... | should have done that.”

| Interview with a second MA on 08/026/19 at
| 10:10am revesled:
-She had never notified endocrinology of
Resident #3's FSBS rasults.
-When Resident #3's FSBS was high, she notified
! the resident's PCP.

| Interview with a third MA on D8/06/19 at 2:30pm
Divesion of Health Service Regulatian
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revealed:
-The process followed by the MAs when a
resident's FSBS was outside of the ordered

| parameters was as follows: call the PCP;

doecument the notification on the progress notes;
document any new verbal orders; if the FSBS
was too low, document the insulin was not given
on the eMAR; recheck the FSBS as ordered.

| -When Resident #3's FSBS was outside of

parameters, she notified the PCP.
-5She did not notify endocrinclogy.
-She had never been told to notify endocrinology

| and had not sean il on the resident's eMARs,

Interview with the Licensed Health Professional
Support (LHPS) nurse on DB/05/18 at 8:20am
revealed:

-She expected the resident’s blood sugars to be
documented on the eMAR. There was a section
in the eMAR that asked if the blood sugar was
within parameters. If the blood sugar was not
within parameters, the MA would document in the
eMAR the provider was contacted and follow up
in a progress note.

-The provider was to be called and not faxed to
inform of any blood sugars that were not within
the ordered parameters,

-3he expacted provider contact, or attempted
provider contact, to be documentead in the
resident's eMAR and any follow up in the
resident's progress notes.

Interview with the Director of Resident Care
(DRC) and a medication aide/supervisor (MASS)
on 08/02/19 at 8:12am revealed:

-The medication aide (MA) who checked the
FSBS was responsible for notifying the provider

i by phone of FSBS outside of the ordered

parameters.,
-There was always a provider on call.

D273

Devision of Health Service Reguiation

STATE FORM

IJHA

H confinuation aheel 65 of 208



PRINTED: 08/22/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGES {%1) PROVIDER/SUPPLIERICLIA {%2) MULTILE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A_BUILDING: COMPLETED
c
HALO10007 B AMHE D8/08/2018
MAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P COGE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
{x4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1%5
PREFIZ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD 8E COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) | TaG CROSS-REFEREMCED TO THE AFPROFRIATE DATE
DEFICIENCY) |
D273 Continued From page 65 D273 ‘

I -The MA should document the notification in the
electronic progress notes.

-The MA could also put a note on the eMAR of
the natification.

-Resident #3 had high and low FSBS.

-\When Resident #3's FSBS was high or low, she
had no symptoms and was usually unawars.
-Resident #3's PCP was expected to be notified
of FSBS outside of ordered parameters,

Interview with Resident #3 on 08/05/19 at
10:20am revealed:

-Her FSBS had been running high (300's to
£00's).

-She saw her PCP about a week ago for the high
FSBS.

-The PCF changed her diabetic medications; she
got a new pill and change in her insulin dose.

Interview with the Executive Director on 08/01/13
revealed:

-She did not know Resident #3's endocrinologist
was not notified of the FSBS outside of the
ordered parameters,

-The endocrinologist should be notified as
ordered of FSBS outside of the ordered
parameaters,

-The PCP should be nofified as ordered of FSBS
cutside of the ordered parameters,

-The MAs would be responsible for notifying the
endocrinologist and documenting in the progress
nofes,

-She did not know if the DRC reviewed for
naotification of FSBS outside of parameters; she
would follow up with the DRC.

| Telephone interview with a Registered Nurse

i (RN} at Resident #3's endocrinologist's office on
08/01/18 at 4:00pm revealed:

-The facility was supposed to notify the
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endocrinolegist's office when the resident's FSBS
was > 450 due to the resident's unconirolled
diabetes.

| -The facility had not notified the endocrinology
office of any FSBS ouiside of the ordered
parameter of =450,

-The last nofification from the facility was during
the resident's last appointment on 04/11/19.
-The endocrinologist was not aware of the many
elevated FSBS results > 450 and would

| "definitely" expect to be notified in order to
change andfor adjust the resident's insulin
-There was "no coordination of care” by the
facility between the PCP and endocrinclogist.
-The endocrinologist was the specialist for the
resident.

-The endocrinologist should be manitoring and
adjusting the resident's medications and the

| resident should not be followed by the PCP for
medication changes related to diabetes.

-Any orders for insulin written by the FCP should
ba clarified by the endocrinologist.

-The failure of the facility to notify endocrinology
and coordinate care with endocrinclogy impacted
the resident negatively because the
endocnnology specialist was of no benefit to the
resident.

-Outcomes to the resident included Increased risk
for high and low FSBS, elevated hemoglobin
A1C, risk for diabetic ketoacidosis, and kidney
damage.

Telephone interview with Resident #3's current
PCP on 08/05M18 at 12:23pm revealed:
-She took over as Resident #3's PCF on
0601119,
-She would want to be notified by text, fax, or
phone of Resident #3's FSBS resulls outside of
| the ordered parameters.
| =She had not seen the endocrinclogy order for
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notification of FSBS outside of parameters.

| -She recalled maybe seeing an endocrinalogy
note in Resident #3's record,

-She was adjusting Resident #3's medications.
-3he was "not alarmed"” if endocrinology was not
being notified of the resident's FSBS, regardless
of the endocrinology order, as long as the facility
was notlifying her,

-She thought all arders from a specialist would
need to be clarified with [her named office] first
since she was the PCF, but she was not sure.

Interview with Resident #3's former PCP on

‘08/01/19 revealed:

-She was Resident #3's PCP from November

2018-April 2018,

-She expected Resident #3's endocrinologist to

| be notified of any FSBS outside of the ordered
parameters

Attempted telephone intarview with a second
former PCP (from April 2019-May 2019) of
Resident #3 on 0B/05/M19 at 9:23am was
unsuccessful,

| 5, Review of Resident #1's current FL-2 dated
07/08/18 revealed a diagnosis of demantia with

| behaviors.

I

| Review of a Continuing Care/ discharge

| Summary from a behavioral center revealed
Resident #1 was admitted to the center on
06/15/18 and discharged back to the facility on
0vioaMg.

| Review of Resident #1's physician's order dated
07715118 revealed an order for caunseling

| services for bipolar and depression.

|

Review of Resident #1's record revealed:

D2r3
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-There were no handwritten progress notes from
facility staff in the resident's record.

-Thera was no documentation of counseling
sanvices for the resident.

Review of electronic progress notes for Resident
#1 from 0B/04/19 through O7/30/19 revealed:

| “0On 07/1519 at 1:42pm, staff documentad the

resident was seen by the Primary Care Provider
(PCP).

-On 715119 at 3.02pm, the Mamory Care
Manager (MCM} decumented the resident was
seen by the PCP, new orders were written, a
prescription for Lorazepam (used fo treal
behaviors) 1mg was sent ta the pharmacy.

-On 07/17/19 at 11:11pm, the rasident was a "littlle
upset”, and a "litle fussy” but calmed down at the
end of the shift.

-On 07/18/19 at 2:02pm, the resident had been
“on edge today" about wanting to call a family
member to come get her and wanted to
continuously call the family member back.

-On 07720112 at 4:29pm, the resident did well until
around 2:00pm when the resident got upset that a
tamily member had not come to see her, wanted
to call family member numerous times, and
became more upset when the resident was not
able to contact family by telephone.

-0On 07/21/19 at 3:15pm, the resident became
upset and cried after trying to contact a family
member by telephone unsuccessfully. The
resident clamed down after sitting and talking with
the staff.

-On 07/22118 at 2241pm, the resident stayed in
bed all day.

| -On 07/2418 at 3:25pm, the resident was seen

by the provider and the provider wrote an order to
encourage resident fo attend activities.

-On 07/28/19 at 1:06am, the resident became
“wary combative, agitated around 8pm: walked
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out of the memoary care unit behind another aide,
refusing to come back and threatening to hurt
myself and the other aide that was trying to get
her back",

-On 07/28M9 at 2:32pm, the resident packed a
small bag and got her purse after she was
unsuccessful at contacting family members by
telephone.

-On 07/29/19 at 10:47pm, the resident was "raally
upsel” because she could not find a ride home.

| The resident was “lashing".

-0n 07/30/19 at 10:35pm, the resident had
behaviors of banging on the door window and
throwing objects.

~There was no documentation that counseling
services had been arranged for the resident,

Interview with a Personal Care Aide (PCA) on
07/31/119 at 3:12pm revealed:

| -Resident #1 stayed in bed most of the time.

-The resident liked to use the telephone to call
family members.

-The resident sometimes wanted to leave the
facility.

-The resident "fussed" sometimes but not too
often.

Interview with a second PCA on 07/31/19 at
3:20pm revealed:

-Resident #1 was swinging at staff on 07/30/19.
-The resident would get agitated.

-The resident wanted her family to come get her.
-The resident packed her clothes every day.

Observation of Resident #1 on 07/31/19 at
3:20pm revealsd:

-The resident was laying in her bed awake.
-When staff opened the resident's room door, the
resident raised her head up off the pillow and
stated "| don't wanna see anybody.”

0273
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Observation of Resident #1 an 07/31/19 at
4:40pm revealed:

-The resident entered the dining room and sat in
a chair at the end of a table, !
-Ancther female resident entered the dining room
and sal in a chair across from Resident #1 2t the
same fahle.

-Resident #1 got up from the table, moved o :
another table in the dining room, and begin
talking to the resident sitting at that table.

Interview with the Medication Aide {MA) on
| 08/01/19 at 4:10pm revealed she thought
Resident #1 had counseling services.

Interview with the Executive Directar {ED} on

| 0810118 at 4:35pm revealed:

-She was not sure if counseling services had
been arranged for Resident #1,

~The MCM would be responsible for arranging the
counseling services.

-5he would follow up with staff about the status of
the counseling services ordered.

Interview with the MCM on 08/05/19 at 11:55am
revealed:

-Resident #1 had not yet been scheduled for the
counseling services to begin,

-She was waiting on paperwork from Resident
#1's family member to arrange the counseling
services.

-She had contacted Resident #1's family member
on the day of the order about the counseling.

-If she documented the contact with the family
member, the documentation would be in the |
resident's progress notes, and she did not always |
document everything.

-She contacted Resident #1's family member
again on 08/02/19 and was told by the family
Divigion of Health Service Ragulaton
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member that she had forgotten to return the
paperwork to the facility authorizing the
counseling services,

-5he had been out of the facility from 07/25/18 to
08/02/18.

-The PCP did not know Resident #1 had not wet

| been scheduled for the counseling.

-She did not know why the PCP had not been
notified that Resident #1 had not been scheduled
for the counseling as ordered,

Interview with the PCP on D8/05/19 at 12:40pm
revealed:

-5he ordered counseling for Resident #1 on
07/15/18 when she had a face-to-face visit with

| the resident.

-5he did not know counseling had not been
started.

-She denied concems about the delay in starting
counseling because Resident #1 was more
compliant now with medications.

-She expected the facility staff to keep track of
when they were not getting a response back
regarding services needing to be referred to
external providars,

| Interview with a family member for Resident #4

on 08/06/19 at §:20am revealad:

-Resident #1 had been back at the facility for
about two weeks from an inpatient admission at a
behavioral center.

-The resident kept going to the behavioral center
because she refused medications.

-5he received paperwork from the MCM on
08/05/19 about arranging the counseling
services,

=The MCM had called her last week {no specific
date provided) to send paperwork, but she
guessed the email bounced back.

-She thought the PCP had recommended the
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counsaling,

The facility failed to assure the health care needs
were met for 5 of 8 sampled residents including
missed medical appointments (#3, #15), failure to
coordinate follow up and specialty care (#1, #3,
#4. #15), and delays in notification for the acute
health care needs and change in status #3, #4,
#13, #15) resulting in the residents nat receiving
the health care services necessary to maintain
their physical and mental health. The facility failed
to report Resident #4's complaints of pain and
itching under her right arm ta the primary care
| provider (PCP) and failed to schedule medical
| appointments for the resident wha was diagnosed
| with an axillary abscess with & bacterial infection
of methicillin resistant Staphylococcus aureus
{(MRSA);this resulted in a delay in the treatment
of the abscess, the resident notifying the PCP
herself and scheduling her own appointments, the
resident missing multiple doses of antibictics, and
experiencing prolonged pain, infection and
| requiring surgical intervention. Resident #13's
primary care provider (PCP) was not notified
when the resident had a fall on 068/23/19, became
non-ambulatory and unable to use her legs
| requiring 4 people to transfer as the resident
continued to deteriorate over 6 days before bedng
seen by the physician and sent o the emergency
room where diagnosed with paraplegia. Resident
#15 missed a dental appointment and had a
delay in starting antibiotics resuliing in a
| procedure for a tooth extraction being
rescheduled and the resident experiencing
ongoing facial swelling and pain. The facility failed
to coordinate care for Resident #3, a diabetic,
batween the PCP and endocrinclogist resulfing in
the resident having multiple hospital visits for high
and low blood sugar, placing the resident al risk
for serious complications of diabetes including
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(2) rules in this Section and the facility's policies
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D 273 | Continued From page 73 D273 |
kidney damage and diabetic ketoacidosis. The
facility's failure to coordinate timely care and
| follow-up with physicians resulted in sericus
neglect which constitutes a Type A1 Violation.
The facility provided a plan of protection in
accordance with G.S5. 1310-34 on 08/01/19 for |
this violation. |
| CORRECTION DATE FOR THE TYPE A1
[ VIOLATION SHALL NOT EXCEED SEFTEMBER
| 5,.2019. 10A NCAC 13F 1004(a) Medication i
| Administration i
O 358 104 NCAC 13F 1 D04(a) Medication G 358

Medication cart audits implemented

on 8/8/19 to include comparing

medication administration record

to medications on hand, documentation, |
parameters and administration times.

Cart to medication administration record
audits are conducted weekly per cart.
Supervisors conduct medication cart to Mﬂh
audits in coordination with the Care Mars.

ED reviews cart audits for compliance weekly
and follows up with Care Managers 0o/05/2011

ongoing

The Memory Care Manager and Director of
Resident Care are responsible to assure ]
completion of audits and medication availability

in coordination with the Medication Aides. i 09/5/2019
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| Based on observations, interviews, and record effective and centinues lo be utilized.

| reviews, the facility failed to assure safe plnlm!ee. Medication compliance reports will ba fun

| and procedures were established and maintained daily by the Memory Care Manager and

| for medication administration; failed to assure Dlr:ﬁ:tor_m Resident Cara twsum “fndtn

! ; : medications and physician orders are wad

| medu:al_ions were administered as nrdemd for 2 as ordered. These reports will be brought to

| of 8 residents (#9, #10), observed during the the maming dept head meeting and signed 08IDS/201D

medication passaes, including errors with insulins
(#9, #10), an antiarrhythmic (#9), an oral
antidiabetic and bulk fiber (#10); and for 4 of 7

| residents sampled for record reviews (#1, #3, #4,
| #15) including delays in starting and missed

| doses of antibiotics (#4, #15), a delay is

| administration of an antifungal (#3) a delay in

| slarting an antidepressant (#3), errors with rapid
| and long acting insulins (#3), and a medication

| used to treat hypothyroidism (#1).

The findings are:

| Interview with the Corporate Registered Nurse
| (RN) on 08/01/19 at 5:25pm revealed:
-The facility did not have a written medication
administration policy.
| -The facility's policy for medication administration
| was fo follow the rules and statutes related to
medication administration.

Confidential staff interview revealed

~The facility had problems with medication
administration and it was "unzafa.”

-The problems started a few manths ago when
the facility started using a brand new system.
-Mobody knew what was going on with the new
system,

-When medications were discontinued, they
"recycled” which meant they would continue to
show on the electronic medication administration
records (eMARs) and were still in the multi-dose
packs (MDFs}).

-MDPs were sent from the pharmacy for one

aoff an by the ED.

Medication adrministration training was provided by
the Pharmacy to include order processing,

availability/delivery of madications and pharmacy
notification and access , Training provided on
B/20/19.

A "Red Sash" program was implemented
fo alert all parsonnel, families and

| Residents that medication administration is in I:IQ;'D&IZN‘J

process o minimize interruptions on 82719,

Registered nurse provided training on diabete
and insulin administration on 8/27/13.

Med Aides were refrained on Matrix
system, order processing/delivery,

med administration process, six rights of me
administration, disruption during medication
pass, cart audits and accurate measuring of |

L ]

Medication order audits (white paper) was
completed by a Registered Pharmacy Nu
on 8/19 & 8/22 in coordination with facility

as ordered, including entires far vital signs,
blood sugar results, required actions to
include monitoring for duplicate orders,

administration, documentation, insulin preparation, 09/05/2019

meds on 8/8/19 & B/20/19. 08/05/201%

personnel to identify medications are scheduled

09/05/2018

08/05/201

ol

Dwision of Health Service Regulation
STATE FORM

IJHWM1 I continuation sheed 75 of 206



PRINTED: 08/22/2018

week at a time, but sometimes there would be
blister pack cards for some medications for the
resident loo.

-The medications did not "fall off" the eMARS until
a member of management took them off,
-Management was the Executive Director (ED),
Memary Care Manager (MCM). or Supervisors.
-Management was supposed to approve all
orders on the eMARSs, but they did not do it like
they should.

-For example, a medication would be given at a
specific ime on a different shift (shift and time
withheld to maintain staff confidentiality) and

| there would be two MOPs with two different times
| due. but the medication was only ordered once &
| day; or there would be na MDP that matched the
| fime due on the eMAR,

-If there was not a blisier pack card, and only one
MDP, it was "usually” easier to know if the
medication was already given. This was because
if it was not In the only MDP, it was already given.
-The times due on the MDP fabel did not mateh
the times due on the eMAR because
management was not approving the orders.

-The MAs had "no idea what is going on.”

-There were "all kinds" of medication errors: this
staff member had given duplicats doses of a
named medicafion to a named resident
(information withheld to maintain staff
confidentiality).

-Other staff would not report when they had
medication errars.

-5taff had reported the medication administration
problems to management and they said, "we're
working on it.”

=The staff member was never told or trained on

| the facility's medication administration policy, but
it was commen sense there was a problem if you
could nol tell what was given or when it was

| given.
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Routine FSBS results will be submitted to
the primary care provider for review weakly.
Care Managers will be responsible to
assure this procedure is accomplished each|
week
09052019

Training was provided to the medication aides,
supervisors and care managers an the "Down
Time Process” which is a process that allows the
medication administration process to continue should
in Internet or electricity be interrupted, once back
on-line the elactronic medication administration
system will update and sync all entries from the
system, This process assures consistent medication

administration. : 09/05/2019

Medication pass observations are being
conducted weekly by registered nurse or |
qualified designee to include, but nat Iimited
to proper medication administration
procedures infection cantrol, security,
documentation, six rights of medication |
administration. Any concerns will be

| discussed with the person being observed, |
| provided with guidance an additional
training as necessary. Observation will
follow up with the Care Magrs and ED
on the medication pass cbservations

conducted weekly, 09/05/2019
ongoing

Manitoring of medication administration

compliance will be conducted through

internal systems, tools and processes as

outlined in the plan of correctian

for 13F. 1004(a), Tag D358. ongoing
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D 358 Continued From page 76 D 358

-This staff member was not trained on the new
system and was just told to follow the prompts
and "do the best you can.”

-The staff members could call one of the named
Supervisors or the MCM when they needed help.

Confidential interview with a second staff member
revealad:

-There were "a lot” of medication errors because
medications popped up as due when the resident
had already taken the medication.

-If you did not know the residents, you could give
the medication again (duplicate dose).
~Management (which was the ED, two named
Supervisors, or MCM) were supposed to approve
the orders to make changes to the eMAR any
time orders were changed.

-Management had ta approve medication orders i
that were discontinued, or the medication would
still show as due on the eMAR,

-Management was not approving the orders
which caused the time on the MDP not to match
the time due on the computer,

-An example would be a medication would be
given at a specific time (ime withheld to maintain
staff confidentiality) and then it would pop up as
due again 4 hours later but it was only ordered
once a day,

-If the MDP did not maich the eMAR, the MAs
had to stop and research the chart notes and
arders to check what was carrect.

-Many MAs did not know to do that and some did
not care, so they had a lot of medication errors.

| Confidential interviews with a third staff member

| revealad:

| -The staff member had "no clue” how the orders

| were entered on the eMAR but they were
“messed up.”

' -The facility's medication administration system
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| did not really tell what time a medication was
| given.
-An example would be a resident would ask for
| their pain medication and say it was due to be
given, but the system would not allow the pain
‘ medication to be given, This was becauze staff
| were told by management to hit the box for
| "charted late.”
-The residents got mad when they did not get
their pain medication and complained of pain.
-The system would allow medications to be given
| enly when the box was blue without choosing
charted or given late.
-When the box "turned red" on the eMAR, it
required a choice of sither charted late or given
| late.
-Staff were told to always chioose charted late so
they were no late medications. Late medications
WErE errors.
-Staff had one hour before and one hour after the
scheduled time to give the medication when the
screen was blue. If it was not administered within
the one hour before ar one hour after, the screen
lurned red and staff had to make the choice.,
-The facility's medication administration system
was "confusing", it was hard knowing what time
medicafions were due because medications
would show as due on the sMAR at a specific
time (time withheld to maintain staff
confidentiality) but would be in the multi-dose
pack {MDP) labeled due at another time (time
withheld to maintain staff confidentiality).
-The staff member was not trained or told what to
do when this happened.
-When this happened, the staff member usually
did not give the medication because the time due
did not match the dose pack.
-The staff member did not know if the medication
appear on the eMAR at the time that was on the
| MEP (on the ather shift} because the staff was
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| not working at that time, (Time and shift withheld
| to maintain staff confidentiality).

| -The staff acknowledged the problems increased
| the risk for medication errors.

Interview with the Executive Director (ED) an
08/01/19 at 10:02am revealed:

~The facility had been using the current named
electronic health record system EHR/eMAR
system since March 2019,

-The system had some "glitches" which meant
the system would go down and be unavailable for
use at unscheduled/unknown times, there would
be duplicate entries on the eMARs for some
medications, and the administration times for
some medications would revert by “default” to
1:00am,

-She did not knew why the glitches appeared,
-The process for medication orders was as
follows: the Director of Resident Care {CRC),
medication aide, (MA) or MA/Supervisor (MA/S)
would send the orders to the pharmacy, the
pharmacy would enter the arders anto the eMAR,
the DRC or MASS would verify the orders on the
eMAR every day when new orders arrived or with
any order changes, and compare the orders
faxed to pharmacy against the eMAR, if the
orders did not mateh they would contact the
ordering provider or the pharmacy to correct the
discrepancy.

| -The facility used MDPs of medication and
sometimes the pharmacy would send duplicate

| MDPs with different label instructions. The
example provided by the ED was as follows: there
would be one MDP with label directions to

| administer the medications at 8 .00am, 2:00pm,
and 8:00pm and a second MOP with label
directions to administer the medications prr (as
needed),

-There was no current system in place to assura
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safe medication administration to include
determining if medications were given on time or
| to assure duplicate doses of medications were
not given when there was a duplicate MDP ar
eMAR entry.
| -To address the concerns with medication
administration, she had contacted facility's
corporate Registered Nurse and a named
corporate EHR contact person in the past (no
dates provided); neither had any suggestions to
address the concerms,
-Other things implemented to address safe
medication administration procedures {no date of
implementation provided) was the MAs being told
to take the medication cart to each residents’
room when administering medications and to
document at the time of administration. {In the
past, the residents came to the clinic for their
medication); and medication cart audils were
dane.
-She acknowledged she had concems for
medication errors due to the system glitches.

Interview with the Corporate Registered Murse
(Corporate RN) and DRC on 08/07/19 at
11:27am revealed:

-The facility had been using the current
medication administration system since March
2018,

-With the current system in place, there was no
way o determine if a medication was
administered late if the MA documented the
medication was charted late but given on time,
-When a medication was documented by a MA as
charted latefadministered on time, the only way to
know if a medication was given at the scheduled

| administration time would ba to have observed
the medication being administerad.

-Both acknawledged that the only way to know if
a medicaticn was given in duplicate would ba io
Dnasion of Health Senace Regulation
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have observed the medication being
administered.

-The MAs had been trained how to document
correctly,

| -The duplicate medication orders on the eMAR

came from sach new prescription put into the

| eMAR system,

-Every time there was a new prescription
(whether it was a change or a renewal), there was
a new prescription number and it would come up
as a duplicate entry on the eMAR.

-The old order was supposed to drop off the
eMAR when there was a new order, but this was
not always happening,

-"Something Is not linking" and there was an
issue of the old order not falling off the eMAR .
-Corporate was made aware of the duplication
several months ago and worked to fix the
problem then.

-The problem was still ongoing, and they were still
working to correct it,

-When told by a MA of any duplicate entries, the
DRC tried to go into the eMAR and remove it, but
sometimes they would pop back up on the eMAR
because the pharmacy put them back in,

-The DRC "constantly” looked at the eMARs.
(When asked what constantly meant, the DRC
did not respond with an answer),

-The DRC had provided re-education to the Mas
whan there was a problem identified with
medication administration.

-When questioned as to what else the facility had
put in place to assure safe medication
administration procedures neither the ORC or
Corporate RN responded,

Interview with the Licensed Health Professional

| Support (LHPS) nurse on 08/05/19 at 9:20am

revesled:
-The facility had a new eMAR system that

D358

Division of Haalth Service Regulation
STATE FORM

= [dHWH1

It continuation sheal 81 af 2048



PRINTED: 08/29/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES [X1) PROVIDERSUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFECATION NUMBER: COMPLETED
A BUILDING
c
HALO10007 Sl D&/06/2019
MNAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
{4 I SUMMARY STATEMENT OF DEFICIENCIES | (s} [ PROVIDER'S PLAN OF CORRECTION [X5)
PREFIX ({EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYENG INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE Dure

DEFICIENGY)

D354 | Continued From page &1 D358

included two steps when administering
medications,

-The first step was to prepars the medications.
After the medications were prepared for the
resident the MA would click on the "prepare” link. [
-The second step was to administer the
medicafions. The MA would click an the
| "administer” link immediately after the
medications were administered to the resident. '
-A late medication would be any medication
adminigtered outside of the 1-hour time frame for
administering medications. For example, ifa
medication was due at 8:00am and administared
at 9:01am the medication would be late.

-If the MA were to click the “administer” link and
the medication was administerad late the aMAR |
would populate a pop-up box that would require
the MA to enter a reason the medication was
administered late before signing off the
medications as administered,

-The MA would choose from a drop down menu
the reason the medication was administered late,
and there would be a place to enter a note.
~There was no way to determine if a medication
was administered Iate unless it was charted by
the MA as administered late,

Telephone interview with a pharmacist at the
tacility's contracted pharmacy provider on
0B/02/19 al 8:55am revealed:

-The pharmacy did not have anything to do with
the facility's EHR/eMAR syslem; it was a
separate {(named) system.

-The pharmacy provided services of receiving
orders from the facility and dispansing
medications to the facility.

-The process used by the facility for a new
medicafion order was as follows: the facility faxed
the order to the pharmacy; the pharmacy |
"profiled” the order which meant adding the order
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Continued From page 82

to the system as it was written: the facility's
designated staff was responsible for reviewing
and accepting the profiled order for it to show up
on the eMAR as ordered and due for
administration.

-The pharmacy used the same process for
discontinued orders as for new orders.

-It was the facility's responsibility to remove all
discontinued order entries from the aMARs or the

| medication would still show on the eMAR as due

for administration.

-The facility used MDPs for madication. When an
order changed or was discontinued, it was the
facility's responsibility to put a sticker on the MDP
thal the order change or was discontinued.
-When a medication was discontinued, the facility
was supposed o remove the medication from the

| MDP at the time of administration and dispose of

it per the facility's disposal policy at that time,

| -The pharmacy did not have access to print

reports or review the facility's eMARs,

Telephone interview with an Information
Technology (IT) representative of the facility's
electronic health record (EHR) provider on
08/02/19 at 9:45am revealed:

-The facility utilized the provider's EHR which
included the eMAR system.

-He did not have access to how long the facility
had been using the EHR/eMAR system,
-Medication erders could be imported into the
EHR/EMARS two ways, which was manual entry
or electranic entry.

-Manual entry meant someone at the facility
manually keyed the order into the EMR/eMAR,
-Electronic entry meant the order was sent
electronically to the EHR provider from the
pharmacy.

| -The process for electronic entry was as follows:
| the pharmacy sent the order the EHR where it

O 358
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was "profiled" to the residents' current orders:
then the order went through the approval

process, The approval process meant someone
in the facility had to review and approve the order,
-After it was approved by someaone in the facility,
the order showed on the residents’ current eMAR
orders.

| -All disconfinued orders had to be approved by
someone in the facility or they would continue to
show on the eMAR.

-When there was an order change (an old order
and a new order), both orders would require
someone in the facility to approve them before
the order change was reflected on the eMAR,
-Based on documentation he had available for
review, the facility had been manually entering
orders from March 2019 through sometime in

| May 2019 (he could naot provide exact dates).

| -Sometime in May 2019, the facility started
utilizing the electronic import option and process
for new orders (could not provide exact dates).
-Imperting orders electronically took the control
fram the facility staff from manually entering the
orders which could reduce potential errors,

-The reason for duplicate entries In the
EHR/eMARs was the facility using the manual
and electronic imported options of entering orders
and the facility was not approving/delating when
ordars were discontinued or changed,

-The anly way to determine if duplicate |
medications were administerad would be by what
staff documented as administered an the eMARS,
-The system allowed a one hour time frame |
befare and after the scheduled administration
time for the medication to be administered on [
time. For example: a medication scheduled for |
administration at 9:00am allowed staff to

administer the medication from 8;00am-10:00am,
~The EHR/eMAR would automatically prompt staff
with choice of comments for any medication
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administerad outside of the one hour befare or
one hour after administration time frama.

-Staff could not document a medication as having
been administered outside of the two hour
window without choosing a comment; there was
glso a section for staff to type in additional
comments.

-The only way the system could determing
whether or not a medication was administerad
late would be based on the documentation and
comments the staff chose and documented.

-The only way the system could track if a
medication was charfed late would be based on
the documentation and comments the staff chosa
and documented.

-He did not have a way to run reparts for the
facility's medication administration or how [
- medication orders were imported for entry.
| ~The facility could print reparts related to
medications administered, medication orders |
imparted, and comments entered by stafi_

| Interview with the Corporate RN on 08/02/19
revealed the facility could not print or provide
exceptlion reports related to medication
administration or how medication orders were

imparted. [

[ Interview with the ED and DRC on 08/06/19 al

| 4:45pm revealed:

-When the MAs saw a problem with the eMAR,
they had been notifying the DRC: and when
brought to the DRC's attention, corrections were
made,

-The (named) Supervisor had been notifying the
| pharmacy when the MAs reported eMAR and ‘
| order discrepancies.

-Medication cart audits were done weekly by the
DRC or designee and MCM which consisted of

the orders being compared to the medications on |
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hand and eMARSs.
-The last medication cart audit the ED had
recelved from the DRC was 07/31/19; prior to

that, the last audit was one week befare 07/31/19.

-Residents should get their medications
administered as ordered and should get their
medications on time.

1. The medication error rate was 35% as

| evidenced by observation of 10 errors out of 28

opportunities during the B:00am and 5:00pm
meadication passes on 08/01/19.

a. Review of Resident #10's current FL-2 dated
021819 revealed:

-Diagnoses included diabetes mellitus type 2,
palycythemia vera, hyperlipidemia, hypertension,
atrial fibrillation, osteoarthritis right and left knees,

gastroesophageal reflux disease, and depression.

-There was an order for Levemir 50 units
subcutaneously twice daily. (Levemir is a
long-acting insulin used to lower blood sugar.)

Review of Resident #10's subsequent physician

. order sheets dated 06/24/19 revealed there was

an order for Levemir 50 units subcutaneously
{SQ) twice daily.

Review of Resident #10's August 2018 electronic
administration recard (eMAR) revealed:

-There was an entry for Levemir 50 units twice
daily to be administered at 8:00am and 8:00pm.
-There was documentation Levemir 50 units was
administered at 8:00am,

| -The residents blood sugar was 213 at 8:00am.

Observation of the 8:00am medication pass on
08/01/M189 at 7:30am revealed:
-Resident #10 was sitting in her wheelchair
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located in the medication room.

-The medication aide (MA) reviewed Resident
#10°s eMAR.

-The MA stated Resident #10 would recaive
Levemir 50 units, |
-The MA removed the Levaemir vial from the |
medication cart and wiped the stopper with an
aleohol pad.

-The MA inserted tha neadle into the vial,

-The MA withdrew 52 units of Levemir.

=The MA held up the syringe and looked at the
insulin in the vial,

-The top of the black plunger in the syringe that
contained the Levemir was on the 52-unit mark.

| <The MA wiped Resident #10°s left upper arm with
an alcohol pad,

-She pinched the skin of Resident #10's left upper
arm.

-The MA began to administer Levemir 52 units to
Resident #10's left upper am,

-The MA was stopped prior to administering
Levemir 52 units to Resident £10.

| Interview with the MA on 08/01/18 at 7:3%am

| revealad:

-Resident #10 was to be administered Lavemir 50
units.

-She had drawn up Levemir 50 units to administer
to Resident #10.

-The MA was asked to re-examine the amount of

Levemir in the syringe.

Observation of the MA on 08/01/18 at 7-:40am
revealed the MA held up Resident #10's prepared
insulin syringe and looked at the amount of
insulin that was in the syringe.

A second interview with the MA on 08/01/19 at
T:40am revealed:

-She had drawn up Levemir 50 units.
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-The lop of the black plunger in the insdlin syringe
the MA prepared for Resident #10 was on the
S0-unit mark.

-She did not see the top of the black plunger in
the insulin syringe on the 52-unit mark.

-5he thought the top of the black plunger in the
insulin syringe was on the 50-unit mark,

-She would waste the exira 2 units.

Observation of the MA on 08/01/19 at 7:41am
revealed;

-5he returned to the medication room,

-Resident #10 was sitling in the medication room.
-The MA administered Levemir 50 units to
Resident #10.

A third interview with the MA on 08/01/19 at
12:35pm revealed:

| -5She did not see the order "take with breakfast"

|

on the eMAR.

-If she had seen the order "take with breakfast”
on the eMAR she would have waited until
Resident #10 had been served breakfast.

Interview with the Executive Director (ED) on

| 08/01/18 at 9:20am revealed;

~The MA was an experienced MA, who probably
made the error because she was nervous.

-She expected the MAs to follow orders on the
resident's eMARs.

Interview with the Corporate Registered Nurse
(Corporate RN) on 08/02/19 at 9:28am revealad:
~The Ffacility did not have a specific insulin policy,
-The facility followed physician orders and the
North Carolina State Rules and Regulations for
Medication Administration for Adult Care Homes.
-The MAs received online training and additional
training by the Licensed Health Professional
Support (LHPS) nurse when performing skills
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Telephone interview with Resident #10's Primary
Care Provider (PCP) on 08/05/1% at 1:00pm
reveaied:

-She expected the correct dose of Levemir o
have been administered to the resident.

-If Resident #10 was administered 52 units
instead of 50 units of Levemir it probably would
not have harmed the resident because the
resident narmally had elevated blood sugars.
-Bhe was uncertain of the resident's blood sugar
ranges.

b. Review of Resident #10's current FL-2 dated
02/18/1% revealed;

-Diagnoses included diabetes mellitus type 2,
polycythemia vera, hyperlipidemia, hypertension,
atrial fibrillation, ostecarthritis right and left knees,

gastroesophageal reflux disease, and depression,

-There was an order for Novolog 35 units
subcutaneously before meals. Hold for blood
sugars less than 70. (Novolog is a rapid-acting
insulin used io lower blood sugar.)

Review of Resident #10's subsequent physician
order sheet dated 06/24/19 revealed there was
an order for Novolog 35 units SQ three times a
day before meals. Hold for blood sugar less than
70.

Interview with Resident #10 on 08/01/19 at
7:38am revealed the resident had not eaten

Observation of the 8:00am medication pass on
0B/01/19 at 7:30am revealed:

-Resident #10 was sitting in the medication room.
-The medication aide (MA) removed the MNovolog
vial from the medication cart,

-The MA drew up 35 units of Novolog.
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-The MA began to administer the insulin.

-The MA did not obtain a finger stick biood sugar.
-The MA was stopped before administering the
insulin.

Interview with MA on 08/01/19 at 7:43am
revealed:

-She did not need to obtain a fingerstick blood
sugar on Resident #10 because she had received
report from the medication aide/supervisor
(MAJS) that the residents fingerstick blood sugar
was 132 at 6:00am.

| -Resident #10's blood sugar was documented on
| the blood sugar log shift report.

| Observation of the MA on 0B/01/19 at 7'4Gam

| revealad

' -5he administered Novolag 35 units to Resident
210,

-She returned to the medication cart to sign off on
the insulin.

-3he pointed to a section on the electronic

| Medication Administration Record (EMAR) where
Resident #10's fingerstick bload sugar should
have been documented.

Review of Resident #10's eMAR computer screen
at 7:48am revealed there was no documentation
to include Resident #10's 08/01/19 fingerstick
blood sugar had been obtained,

Review of the 08/01/19 shift report reported by
the MA to have documentation of Resident #10's
blood sugar revealed,

-There was a section to document Resident #10's
fingerstick blood sugar.

-The section to document Resident #10's
fingerstick blood sugar was blank,

Observation of Resident #10 on 08/01/19 at

D 358
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7:47am revealed the resident went to the dining
reom for breakfast,

A second interview with the MA on 08/01/19 at
T.48am revealed:

-The 08/01/12 fingerstick blood sugar result for
Resident #10's 08/01/18 was not in the eMAR.
-The DB/01/18 fingerstick blood sugar result for
Resident #10 was not documented on the shift
report.

-She did not know who obtained Resident #10's
fingerstick blood sugar this morning because the
MAJS took the shift repart.

Interview with the MA/S on DB/01/19 at 7:50am
revealed:

-She did not receive report that Resident #1 O's
blood sugar had been obtained this marning.
-Resident #10's fingarstick blood sugar had not
been obtained this marning.

-If Resident #10 had a fingerstick blaod sugar
obtained this morning it would have been
documented in the eMAR,

Observation of Resident #10 on 0801 19 at
7:52am revealad:

-The resident was escorted back ta the
medication room by the MA/S,

-The resident's fingerstick blood sugar result was
213,

-The resident returned to the dining room.

Interview with Resident #10 on 08/01/19 at
7:55am revealed today was the first time she had
been administered Novolog without first having
her fingerstick blood sugar obtained.

Observation of Resident #10 an 08/01/19 at
8:02am revesled she took her first bite of food.
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Interview with the Executive Director (ED) on
08/01/19 at 8:20am revealed:

-She expected the MAs to follow orders on the
resident's eMARs.

-The MA had the five- and ten-hour training,
shadowed on the medication cart, and had
observations and skill check offs with
observations by the Licensed Health Professional
Support (LHPS) nurse befare staffing the
medication cart.

Interview with the Carporate Registered Nurse

| (Carporate RN) on 08/02/19 at 9:28am revealed:

-The facility did not have a specific insulin policy.
~The facility followed physician orders and the
Morth Carclina State Rules and Regulations for
Medication Administration for Adult Care Homes.
-The MAs received online training and additional
training by the Licensed Health Professional
Support (LHPS) nurse when performing skills
check offs.

Telephone interview with Resident #10's Primary
Care Provider (PCP) on 08/05/19 at 1:00pm
revealed:

-Novolog was a rapid acting insulin with an cnset
that varied per person but could be within fifteen
minutes to one hour and would cover a spike in
blood sugars with meals.

-Novolog administerad without checking a blood
sugar before administration could cause a drog in
biood sugar,

-4 drop in bleod sugar could cause hypoglycemis
which would result in clammy skin, weakness, not
feeling alerl, blurred vision, and coma if the blood
sugar dropped low engugh,

-Blood sugar signs and symptoms varied person
and each person responded to blood sugars
differently because of what that person's body
was accustomed to.
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-She expected facility staff to follow orders.
-She expected Resident #10's blood sugar to
have been oblained before administration of
Novolog and to have followed the specific
parameters,

c. Review of Resident #10's current FL-2 dated
0218M9 revealed:

-Diagnoses Included diabetes mellitus lype 2,
polycythemia vera, hyperipidemia, hypertension,
atrial fibrillation, ostecarthritis right and left knees,

-There was an order for Voltaren 1% gel, appiy 1
gram topically to both knees twice daily. (Voltaren
is a non-steroidal anti-inflammatory used to treat
joint pain caused by arthritis.)

Review of Resident #10's subsaquent physician
order sheet dated 06/24/15 revealed there was
an order for Voltaren gel 1% apply 1 gram e ]]
topically to both knees twice daily.

Observation of the B:00am medication pass on
| 08/01/19 at 7:30am revealed:
-Resident #10 was sitting in the medication roorm,

-The MA pointed to the Voltaren order on the
| eMAR.
| -Voltaren was not administered to Resident #10,

| Interview with the MA on 08/01/19 at 07:36am
revealed Resident #10 was to have Voltaren
administered per the eMAR,

Review of Resident #10's August 2019 slectronic
administration record (eMAR) revealed:

-There was an entry for Voltaren 1% apply 1g
topically to both knees twice daily ai 8:00am and
8:00 pm.

~There was documentation Voltaren was
administered to Resident #10 at 8:00am on

gastroesophageal reflux disease, and depression,
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oame,

A second interview with the madication aide (M.A)
on 0B/01/18 at 12:35pm revealed:

-She did not administer Voltaren to Resident #10
during the B:00am medication pass because she
“forgat",

-She did not have a reason she signed off the
Voltaren as administerad whean she did not
administer the medication,

Interview with Resident #10 on 08/02/19 at
1:15pm revealed:

-She was not administered Valtaren on Ca/one.
-She had not been administered Voltaren in * _a
while".

-Voltaran should have been discontinued
because she had not had knee pain in two
months.

-She would refuse the Vollaren when the Ma
would ask if she needed the medication,

Interview with the Executive Director (ED) on
08/01/19 at 4:05pm revealed she expected
medications io be administered per the eMAR.,

Telephone interview with Resident #10's Primary
Care Provider (PCP) on D8/05/19 at 1:00pm
revealed:

-Resident #10 was prescribed Voltaren for
osteoarthritis and knee pain.

-5She last saw Resident #10 on 07/22/19 and the
resident did not have knee pain.

-She expected the oltaren ta be administerad to
Resident #10 as ordered unless the resigent
refused.

d. Review of Resident #10's current FL-2 datad
027118110 revealed there was an order for
Metamucil 0.52q four times daily with meals and
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at bedtime. (Metamuci is a bulk forming fiber
used Io freat constipation.)

Review of Resident #10's subsequent orders
dated 08/24/15 revealed there was an order for
Metamucil 0.4g with meals and at bedtime,

Review of Resident #10's August 2019 electronic
administration record {eMAR) revealed there was
an entry for Metamucil 0.4g with meals and at

| bedtime at 7.00am, 12:00pm, 5:00pm, and

| 2:00pm.

|

Observation of the 8:.00am medication pass on

0B/01/19 at 7:30am revealed:

-Resident #10 was in the medication room,

| -The MA popped Resident #10's oral medications

| from a pre-packaged dispensing packet which
included the Metamucil into 5 medication cup,

-The MA gave Resident #10 the medication cup

containing the Metamucil,

-The resident took the pill cup and poured the

medications in her mauth,

-The resident swallowed the medications with

water at 7:37am,

Interview with Resident #10 on 08/01/19 at
7:38am revealed the resident had not yet eaten
breakfast,

| Observation of Resident #10 an 08/01/19 at
8:02am revealed she took her first bite of grits,

Interview with the MA on 0B/O1/1 Bat 12:35pm
revealed:

| -She saw on Resident #10's eMAR to administer
the Metamucil with meals,
-There was not a reason she did not administer
Resident #10 the Metamucil with breakfast,
-It was important to follow orders in the eMAR
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| because it was what the PCP had ordered.

Interview with the Executive Director on 08/01/19
at 4.05pm revealed:

-She expected medications to be adminizterad

' per the eMAR.

! -If the order was to administer medications with
| tood, she expected 1o the medication ta have

been administerad with food.

| Telephone interview with Resident #10's Primary |
| Care Provider (PCF) on 08/05/19 at 1:00pm
revealed

-Metamucil was prescribed to Resident #10 for
constipation,

-3he was not concemed that Resident #10 did |
not have the Metamucil administered with meals
if she was drinking plenty of fluids to prevent
constipation.

-If Resident #10 did not drink plenty of fluids she
would be constipated while on the Metamucil.
-The order for Metamucil was written by another
provider before she assumed Resident #10's care
and she did not realize it was ordered to
administer with meals,

Interview with Resident #10 on 08/05M9 at
1:15pm revealed:

-She normally was administerad Metarmucil with
| har meals.

-She had not been constipated.

g. Review of Resident #10's subsequant arders [
dated 06/24/19 revealed there was an order for
Jardiance 10mg daily with breakfast. {Jardiance .
is a medication used to help lower blood sugar.)

Review of Resident #10's August 2013 elsctronic ‘
medication administration record {eMAR)
revealed;
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-There was an entry for Jardiance 10mg daily with
breakfast at 8:00am,

-There was documentation Jardiance was
administered at 8:00am on 08/01/19.

-There was documentation the residents blood
sugar was 213 at 8:00am on 08/01/19,

Observaticn of the 8:00am medication pass on

| DB/01/19 at 7:30am revealed:

-Resident #10 was in the medication roam.

-The MA popped Resident #10's oral medications
from a pre-packaged dispensing packet which
included the Jardiance into a medication cup.
-The MA gave Resident #10 the medication cup
containing the Jardiance.

-The resident took the pill cup and poured the
medications in her mouth,

-The resident swallowed the medications with
water at 7:37am.

Interview with Resident #10 on 08/01/19 at
7:38am revealed the resident had not yet eaten
breakfast.

Observafion of Rasident #10 an 08/01/19 at
B8:02am revealed she took her first bite of grits,

Interview with the MA on DB/01/19 at 12:35pm
revealed:

-She did not see on Resident #10'g eMAR the
order to administer Jardiance with breakfast,

-If she had seen the order on Resident #10's
eMAR fo administer Jardiance with breakfast she
would have waited until the resident was served
breakfast to administer the Jardiance,

Interview with Resident #10 on 08/05M19 at
1:16pm revealed she was normally administered
Jardiance with breakfast,
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Interview with the Administrator on 08/01/19 at
4:05pm revealed: |
-5he expected medications lo be administered
per the aMAR.

-If the arder was to administer medications with
food, she expected to the medication to have
been administered with food.

' Telephene interview with Resident #10's Primary
Care Provider (PCP) on 08/05/19 at 1:00pm
revealed:

-Jardiance was a diabetic medication prescribed
for Resident #10,

-She was not concerned Jardiance was not
administered to Resident #10 with breakfast
because it could be administerad with ar without
food.

| -There was no reason for Jardiance ta be
administered with food to Resident 10,
-Resident 10's bload sugar was controlled. She
was uncertain of the range.

-The erder for Jardiance was written by another
provider before she assumed Resident #10's care
and she did not realize it was ardered to
adminizter with meals.

f. Review of Resident #9's current FL-2 dated
07/30/19 revealed:

-Diagnoses included diabstes mallitus,
hypertension, dementia, stage 3 chronic kidney
disease, and acute cholecystitis.

-There was an order for Levemir 22 units
subcutaneously with dinner. (Levemiris a long
acting insulin used to lower blood sugar).

Review of Resident #8's August 2019 electronic
medication administration records’ {eMAR's)
revealed:

-Thera was an electronic entry for Levemir
FlexTouch inject 22 units subcutaneously with
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dinner at 5:00pm,

-There was documentation Levemir was
administered at 5:00pm on 08/01/19.

-The residents blood sugar was checked three
times daily before meals and was from 124 - 443,

Observation of the 5:00pm medication pass on
08/01/19 at 4:45pm revealed:

-The MA walked into the hallway and escorted
Resident #9 to a chair located beside the
medication cart in the dining room.

~The MA removed the Levemir FlexTouch pen
from the medication cart,

| -The MA atlached a nesdle to the Levemir

FlexTouch pen,
-The MA dialed the dosage to 22 units,

| -The MA administered the Levemir o tha

Resident at 5:01pm.
=The MA did not perform a 2-unit air shat after
applying the needle to the pern.

' Interview with the MA on 08/01/19 at 5.20pm

revealed:

-She did not know what an air shot was.

-She had received training and had been
shadowed using insulin pens,

-She was checkad off on insulin pen and insulin
injections by the Licensad Health Professional
Support (LHPS) nurse on 07/26/19,

-She could have beean trainad to perfarm air shots
with insulin pens. She could not remember,

-She did not know if she had performed air shots
with insulin pens during her insulin pen training,
observations, and check offs.

-She always followed the orders on the MARs.

Interview with the MA on 08/01/19 at 5:28pm
revealed the MA remembered she had performed
air shots during observations and skills chack offs
by the LHPS nurse.
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Interview with the LHPS nurse on 0B/05/19 at |
9:20am revealed

-The MA's had received insulin and diabetic
training.

-The MA'’s received a series of diabetic fraining
online befora allowed to work on the medication
cans,

-There was no specific insulin administration
class required.

-There were in-services throughout the year that
were specific to general diabetes.

-She could not remember in-services specific to
insulin administration that had bean offered .
-Insulin pens were covered in detail through
online training.

-After completing online training, the naw MA
would shadow with an experienced MA for 3 - 4
shifts.

-She would perform skills check offs on the new
MA after the MA shadowed on the medication
can.

-She would always observe insulin pen injections
when performing MA skills chack offs.

-After completing the skills check offs the new MA
would work on the medication cart and be
shadowed by an experienced MA for 1 -2 shifts
before working independently.

| -The reason for a 2-unit air shot was to prime the
pen so the resident would be administered the full
dose of insulin,

-5he expected insulin pens to be primed with a
2-unit air shot before dialing up the residents
ardered insulin dose and administering the dose.

4. Review of Resident #5's current FL-2 dated
07730119 submitted by the director of resident
care (DRC) on 08/02/19 revealed:

-Diagnoses included diabetes mellitus. '
hypertension, dementia, stage 3 chronic kidney |
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disease, and acute cholecystitis.
-There was no order for Novolog,

Review of Resident #9's physicians arder sheat
dated 08/03/19 revealad:

-There was an order for FSBS checks every
merning.

-There was an order for Novolog SSC (sliding
scale coverage) special instructions: three fimes
daily befare meals for blood sugar less than 250
= 0 units, 251-300 units = 4 units, 301-350 =6
units, 351-400 = 8 units, greater than 401 =8
units and call physician.

Review of Resident #9's August 2019 electranic
medication administration record (eMAR)
| revealed:

-There was an electronic entry dated 07/26/19 for
| Movelog & units subcutaneously three times a day
before meals when blood sugar was greater than
260 at 7:00am, 12:00pm, and 5:00pm.

-The effective date was 07/26/19.

-There was documentation Novolog was
administered to Resident #9 at 12:00 pm and
§:00pm on 08/01/18,

-The resident's blood sugar was checked three
times on 0B/01/19 and was from 124 - 443,

Observation of the 5:00pm medication pass on
08/01/19 at 4:45pm revealed:

| ~The MA walked into the hallway and escorted
Resident #9 to a chair located beside the
medication cart in the dining room.

-The MA removed the Novolog Flex pen from the
medication cart.

-The MA attached a needle to the Novolog Flex
pen.

-The MA dialed the dosage to 6 units.

| -The MA administered the Novolog to the

| Resident at 5:04pm.
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Interview with the Director of Resident Care
(DRC) on 08/01/19 at 8:10pm revealed:

-There was not a current arder far Movolog for
Resident #9.

-Resident #9 returned to the facility from inpatient
care on 07/23/185.

-There was an order for Novolog dated 07/26/19
which was a clarification order.

-The current FL-2 dated 07/20/13 was completed
and sent to Resident #3's Primary Care Provider
(PCP) for signature,

-No one had contacled Resident #8's PCP for an
order for Novolog until this evening because no
one knew there was not a current order for

| Movolog on the current 07/30/18 FL-2.

Interview with the Memory Care Manager (MCM)
on 08/06/18 at 8:58 am revealed:

-Resident #9's FL-2 dated 07/26/19 was from an
inpatient facility,

-The FL-2 dated 07/26/19 had the wrong level of
care marked and the MA completed a new FL-2
for Resident #8's PCP to sign with the correct
level of care and medications transcribed from
the 07/26/19 FL-2.

-The MA would have reviewed the FL-2 after it
was relumed signed by Resident #5's PCP.
-Normally she reviewed the FL-2's to ensure all
the medications were listed, compared to the
resident's previous orders,

«If all the medications were not included on the
new FL-2 she would have requested a
clarification order for any medication not listed on
the FL-2 the resident was previously taking prior
to the new FL-2 within 24 hours.

-She did not review Resident #9's current
0773018 FL-2 because she was not working
during that time frame.
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Telephone interview with Resident #9's PCP on
08/06/19 at 1:16pm revealed:

~The resident had returned to the facility from
inpatient rehabilitation sometime prier to
07/24/19, because she saw the resident an
0724119,

-The resident was previously on Novolog.
-Resident #9's previous FL-2 dated 07/26/19 was
from an inpatient facility.

-Resident #9'z previous FL-2 dated 07/26/19 did
not have the comect level of care documentad so
the facility sent the current FL-2 dated 07/30/19
for her to sign,

-She thought Resident #9 had a current order for
Novolog.

-She was not concerned about the resident being
administered Novolog 6 units for blood sugar
greater than 260 without a current order because
the resident needed the insulin,

-She would have given an arder for the Novolog if
the facility had of requested.

Review of a previous order for Resident #9 dated
07/2519 submitted by the MCM on D8/06/19
revealed it was a clarification order for Novolog 6
units when blood sugar was greater than 260.

Review of Resident #8's previous FL-2 dated
07/26/18 submitted by the MCM on 08/06/19
revealed;

-Diagnoses included diabetes mallitus type 2,
hypertension, dementia, and chronic kidney
disease stage 3.

-There was documentation "ses med shest”,
-There was not an order for Novolog.

Review of Resident #9's inpatient facility
medication sheet dated 07/22/19 submitted by
the MCM on 08/06/29 revealed thera was not an
order for Novolog,

D 358
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h. Review of Resident #9's previous FL-2 dated
05/16/18 revealed:

-Diagnoses included diabetes, hypertension,
hyperipidemia, dementia, and history of
cerebrovascular attack.

-There was an order for Novolog sliding scale
coverage (S5C) for finger stick blood sugars
201-250 = 2 units, 251-300= 4 units, 301-350=6
units, 351-400=8 units, less than 60 and greater
than 400 call the residents Primary Gare Provider
{(PCP). (Novolog insulin is rapid-acting insulin
used to lower blood sugar. The manufacturer
recommends eating a meal within § to 10 minutes
after the injection. The Novolog Flexpen should
be primed with a 2-unit air dose before each use
to assure the insulin is flowing through the needle
and to remove any air bubbles.)

Review of Resident #9's physicians order sheet
dated 06/03/19 revealed.

-There was an order for blood sugar checks
Every morning.

-There was an order for Novolog SSC special
instructions: three times daily before meals for
blood sugar less than 250 = 0 units, 251-300
units = 4 units, 301-350 = & units, 351-400 = 8
units, greater than 401 = 8 units and call
physician,

Review of Resident #5's August 2019 electronic
medication administration record {eMAR)
revealed:

-There was an electronic entry dated 07/26/19 for
Movolog 6 units subcutaneously three times a day
before meals when blood sugar was graater than
260 at 7.00am, 12:00pm, and 5:00pm.

-There was documentation Novolog was
administered to Resident #9 at 12:00 pm and
5:00pm on DB/01/18,
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-The resident's blood sugar was checked three
times on 08/01/19 and ranged from 124 - 443,

Observation of the 5:00pm medication pass on
GBS at 4:45pm revealed:

-The MA walked into the hallway and escorted
Resident #8 to a chair located beside the
medication cart in the dining room.

-The MA removed the Novalog Flexpen from the
medication cart.

-The MA attached a reedle to the MNovolog Flex
pen.

-The MA dialed the dosage to & units,

| ~The MA administered the Novolog to the

Resident at 5:04pm.
-The MA did not perform a Z-unit air shot after

| applying the needle to the pen.

Interview with the MA en 08/01/19 at 5:20pm
revealed:

-She did not know what an air shot was,

-She had recejved training and had been
shadowed using insulin pens.

-She was checked off on insulin pen and insulin
injections by the Licensed Health Professional
Support (LHPS) nurse on 07/29/19.

-She could have been frained to perform air shots
with insulin pens. She could not remember.

-She did not know if she had performed air shots
with insulin pens during her insulin pen training,

observations, and check offs,

Interview with the MA on 08/119 at 5:25pm
revealed the MA remembered she had performad
air shots during cbservations and skills check affs
by the LHPS nurse.

Interview with the LHPS nurse on 08/05/19 at
9:20am revealed:
-The MAs had received insulin and diabetic
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training.

-The MAs received a series of diabefic training
online before allowed to work on the medication
carts.

-There was no specific insulin administration
class required.

-There were in-services throughout the year that
were specific to general diabates,

-She could not remember in-services specific to
insulin administration that had been offered.
-Insulin pens were covered in detail through
online training.

-After completing online training, the new Ma
would shadow with an experienced MA for 3 - 4
shifts.

-She would perform skills check offs on the new
MA after the MA shadowed on the medication
carl.

-She would always cbserve insulin pen injections
when performing Ma skills check offs.

-After completing the skills check offs the new MA
wiild work on the medication cart and be
shadowed by an experienced MA for 1 -2 shifis
before working independently.

-The reason for a 2-unit air shot was to prime the
Pen so the resident would be administered the full
dose of insulin,

-She expected insulin pens to be primed with &
2-unit air shot before dialing up the residents
ordered insulin dose and administering the dose.

Review of Resident #9's current FL-2 dated
07/30/19 submitted by the director of resident
care (DRC) on 08/02/19 revealed:

-Diagnoses included diabetes mellitus,
hypertension, dementia, stage 3 chronic kidney
disease, and acute cholecystitis.

-There was no order for Novolog.

Review of a previous order for Resident #9 dated
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07/25/18 submittad by the MCM on 08/08/19
revealed it was a clarification order for Novolog 6
units when blood sugar was greater than 260.

Review of Resident #9's previous FL-2 dated
07/26/19 submitted by the memary care manager
on 08/06/19 revealed:

| -Diagnoses included diabetes meflitus type 2,

hypertension, dementia, and chronic kidney
disease stage 3.

-It was from an inpatient facility.

-There were 20 medications listad,

-There was not an order for Novolog,

-There was documentation "see med sheet".

Review of Resident #9's inpatient facility
medication sheet dated 07/22/19 submitted by
the MCM on 08/06/28 revealed there was not an
order for Novolog.

Attempted telephone interview with Resident #5's
family member on 0B/05/19 at 1 02pm was
unsuccessful.

| Review of Resident #9's currant FL-2 dated
07/30/19 revealed;

-Diagnoses included diabetes mellitus,
hypertension, dementia, stage 3 chronic kidney
disease, and acute cholecystitis,

-There was an order for Coreg 25 milligrams {mg)
twice daily with meals.

Review of Resident #9's August 2019 electronic
medication administration record (eMAR)
revealed:

-There was an slectronic entry for Coreg 25mg
twice daily with meals at 7:00am and 5:00pm
-There was documentation Coreg was
administered af 7:00am and 5:00pm on 08/01/19,
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Observation of the 5:00pm medication pass on
08/01/119 at 4:45pm revealed:

-The MA walked into the hall way and escorted
Resident #3 to a chair located beside the
medication cart in the dining room.

| <The MA placed Resident #9's Coreg 25myg inlo a
pill cup and gave to the Resident,

-Resident #9 swallowed the Coreg with water at
5:06pm

Observation of Resident #9 on 08/01/19 ai
5:30pm revealed she took her first bite of food,
macaroni and cheese,

Interview with the MA on 08/01/19 at 5:20pm
revealed:

-Resident #9 had not eaten yet because the
meals were late being served.

-She always followed the orders on the MARSs
-Nermally Resident #9's meals ware on the table
when she was given her medications.

| Interview with the Administrator on 08/01/19 at
4:05pm revealed:

-3he expected medications to be administerad
per the eMAR,

-If the order was to administer medications with
food, she expected the medication to have been
administerad with food.

Interview with Resident #9's Primary Care
Provider on 08/06/19 at 1:16pm revealed:

-She did not have concerns regarding Residant
#9 being administered Coreg without a meal,
-There was no reason why Coreg would need io
be administered with food,

-The Coreg order was written to administer with
meals from the inpatient facility center,

-She would have never ordered Coreg fo be
administered with meals,
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Review of the Physician's Desk Reference
instructions advise Coreg is to be taken with food.
"Administer with food to reduce the rate of
absorption. This minimizes the risk of orthostatic
hypotension (a condition resulting in a drop in
blood pressura upan standing which increases
risk for falls).”

Attempted telephona interview with Resident #9's
family member on 08/05/18 at 1 02pm was
unsuccessful.

2. Review of Resident #3's current, hospital
generated FL-2 dated 02/13/19 revealed
diagnoses included chronic kidney disease,
congestive heart failure (CHF), coronary arlery
disease (CAD), bipolar disorder, and
hypoglycemia.

a. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed a medication
order for finger stick blood sugars (FSBS) three '
times a day and Novolog sliding scale insulin
(S351) three Umes daily with meals according to
the following scale: for FSBS result of 141 - 180
= Zunits; 181 - 220 = 4 units; 221 - 260 =§ units;
261 - 300 = 8 units; 301 - 350 = 10 units; 350 -
400 =12 units; greater than 400 = 14 units.
{Movolag is rapid-acting insulin that starts to work
about 15 minutes after injection to lower bload
sugar).

Interview with a medication aide (MA} on
08/02/18 at 11:00am revealed:

-551 was given before meals.

-Insulin would not be given when a resident was
eating.

-For breakfast, 551 was given between 7-30am
and 7:40am and breakfast was served at 7-30am
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in assisted living (AL},

-For lunch, 5SI was given between 11:00am and
12:30pm and lunch was served on AL at
12:30pm.

-Resident #3's FSBS was checked before meals
and her 55| was given before meals,

Review of Resident #3's July 2019 electronic
medication administration records {eMARSs)
revealed there was an entry to inject MNovolog §51
subcutaneously three times daily with meals
according to the following scale: for FSBS result
of 141 - 180, give units; 181 - 220, give 4 units:
421 - 260, give 6 units; 261 - 300, give 8 units:
301 - 350 = 10, give units; 350 - 400, give12
units; if blood sugar is greater than 400, give 14
units.

Interview with Resident #3 on 08/05/19 at
10:20am revealed:

-She was a diabefic and taok insulin,

-The MAs took her FSBS three or four timas a
day.

-She went to the clinic and the MA4, checked her
FSBS then administared her S5 before meals.

Observation on 08/05/19 from 12:03pm -
12:05pm revealed:

-Resident #3 was in the clinic sitting on the seat
of her rollator walker.

-The MA told Resident #3 her FSBS was 213
-The MA drew up 4 units of Novolog insulin from

| & vial into & syringe using aseptic techniqua,

-The MA administered 4 units af MNavolog to
Resident #3 in her left upper extremity using
aseptic technique at 12:05pm.

-Resident #3 walked out of the clinic using her
rallator

Interview with the MA wheo administerad Rasident
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#3's 551 on 08/05/19 at 12:07pm revealed
Resident #3 always received her SS| before
meals.

Interview with a second MA on 08/05/19 at
12:07pm revealed:

-Resident #3's S5l was always given before
meals.

-The MAs had cne hour before and one hour

after the schdueld time ta administer medications,

including SSI.

Cbservations on 08/05/19 from 1 2:10pm -
12:43pm revealed:;

-Resident #3 was seated in the dining room
waiting on her lunch meal.

=At 12:40pm. the distary aide servad Resident #3
a glass of tea.

-At 12:43pm, Resident #3 was served her meal,
-The resident began to eat immediately after
being served her plate,

Telephone interview with Resident #3's current
PCP on 08/05/19 at 12:23pm revealed:

-She had been Resident #3's PCP since June
2019,

-Bhe expected Resident #3's SSi fo be
administered within one hour bafore or within one
hour after her meal even though it was ordered
with meals,

-She was not concerned that Resident #3 was
administered her SSI prior to meals.

-She did not know the facility’s medication
administration policy in relation to medications
ordered with meals, but expected medication
administration times fo be per the facility policy.

Interview with the Corporate Registered Murse
{Cerporate RN) on 08/0219 at 9:28am revealed:
-The facility did not have a specific insulin poficy.
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-The facility followed physician orders and the
North Carclina State Rules and Regulations for
Medication Administration for Adult Care Homes.

Interview with the Executive Directar (ED) and
Director of Resident Care {DRC) on DB/DB/19 at
4:45pm revealed if Resident #3's 55] was
ordered fo be given with meals, it was expected
be administered when the resident was eating her
meal and not before the meal.

Attempted telephone interview with Resident #3's
Previous primary care provider (PCP) on 08/05/19
at 9:23am was unsuccessful,

| b. Review of Resident #3's physician renewal

orders dated 03/07/19 revealed a medication
order for Novolog sliding scale insulin (S5} three
times daily with meals according to the following
scale: for F5BS result of 141- 180 = 2 units: 181
- 220 = 4 units; 221 - 260 = 6 units: 261 - 300 =8
units, 301 - 350 = 10 units; 350 - 400 =12 units;
greater than 400 = 14 units. (Novolog is
rapid-acting insulin that starts to work about 15
minutes after Injection to lower blood sugar),

Review of Resident #3's July 2019 electronic
administration record (eMAR) revealed:

-There was an entry to inject MNovalog 551
subcutaneously (SQ) three times daily with meals
according to the following scale: for ESBS result
of 141 - 180, give units: 181 - 220, give 4 units;
221 - 260, give & unils; 261 - 300, give 8 units;
301 - 350 = 10, give units: 350 - 400, give 12
units; if bloed sugar is greater than 400, give 14
units with administration times scheduled at
7:30am, 12:30pm, and 5:30pm.

-There were start and end dates documented on
the first Novolog SSi entry: the start date was
documented as 03/04/19 and the end date was
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documented as 07/28/19, There was
documentation 07/29/19 was the discontinued
date.

-There was a second entry to inject Novalog S5i
5Q three times daily with meals according to the
following scale: for FSBS result of 141 - 180,
give units; 181 - 220, give 4 units; 221 - 260, give
6 units; 261 - 300, give 8 units; 301 - 350 = 10,
give units; 350 - 400, give12 units; if blood sugar
is greater than 400, give 14 units with

| administration times scheduled at 7:30am,
| 12:00pm, and 5:00pm.

-There was a start date beside the second
Novolog 551 entry which read "07/31/19." There
was no discontinue dale documented on the
second Novoloeg SSI entry.

-On the first Novclog SSI entry, there was
documentation Novelog SSI was administered
three times daily at 7:30am, 12:30pm, and
5:30pm from 07/01/19-07/29/19 with the following
exceptions when documented as not
administered: 07/04/19 at 12:30pm -07/05/18 at
12:30pm due the resident being on therapeutic

leave; 07/13/18 at 7:30am due to resident

refused; 07/19/19 at 5:30pm resident out with
family; 07/20/19 at 7:30am due to resident
refused; and 07/20/19 at 12:30pm due io resident
out of facility.

-On the second Novolog S5 entry, there was
documentation Novolog SSI was administered at
7:30am, 12:00pm, and 5:00pm on 07/31/18.
-There was no documentation Novolog S5I was
administered on 07/30/19 on either of the two
Movolog 551 entries,

-0On 07/30/19, there were X marks on each of the
three times the Novolog SS1 was due for both
Novalog 55| entries which indicated the SS1 was
not due for administration,

-Resident #3's FSBS rasults ranged from 119
-571 fram 07/01/19-07/2919 and 07121719,

0 3s8
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| -There were no FSBS results documented on
| O7{30/19.

-0On 07/28/19 at 5:30pm, Resident #3's FSBS
result was documented as 571 with
documentation of 14 units of Novalog SSI having
been administered at 5:30pm,

-There was an entry to check FSBS each night at
bedtime to be completed at 8:00pm; Resident
#3's FSBS results was documented as 318 on
07/28/19 at 8:00pm.

Interview with the Executive Director (ED) on
08/01119 at 10:02 am revealed:

-An X mark on the eMAR meant the medication
was not due to be administered.

-Parentheses around a staffs’ initials on the
eMAR meant the medication was nat given,

-A blank an the eMAR also meant the medication
was not given,

Interview with a medication aide (MA) on
08/06/19 at 2:30pm revealed an X mark on the
eMAR meant the medication was not due to be
administered.

Interview with Resident #3 on 08/05/19 al
10:20am revealed:

-She “never" refused her insulins.

-3he saw her primary care provider (PCP) "about
a week ago” and the PCP changed her diabetes
medications because her FSBS had been running
high (results 300 to 400).

| =The PCP ordered a pill for her diabetes and

changed one of her insulins from 10 uniis to 20
units,

-She did not know if her SSI was changed by the
PCP.

-She always got her 55 unless her FSBS was ok
and she was not supposed to get it,

-She did not get her S5 "few days last week”
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(she could not recall whal dates),
Confidential staff interview revealed:
-The staff member had never known Residant #3
to refuse her insulin.
-Resident #3's FSBS ran high.
Telephone interview with a pharmacist at
Resident #3's provider pharmacy on 08/05/19 at
10:48am revealed;
-Resident #3's most current order on file at the
pharmacy for 55| was dated 02/15/16.
-The 551 order dated 02/15/19 was for Novalog
insulin three times dally with meals according to
the following scale: for FSBS result of 141 - 180,
give units; 181 - 220, give 4 units: 221 - 260, give
6 units; 261 - 300, give B units: 201 - 350 = 10,
give units; 350 - 400, give 12 units: if blood sugar
is greater than 400, give 14 units,
-Novolog insulin was last dispensed fram the
pharmacy for Resident #3 on 07/29/19 at
1:00pm and would have arrived at the facility in
the early morning hours of 07/30/19. |
-The Novolog 551 order had not changed, |
-He could not say why the Novolog $S| was not
documented as administered on 07/30019:
Resident #3 had a valid order and the Movolog
was last dispensed on 07/28/19.
Interview with the Executive Director (ED) and
Divisional Director of Clinical Services on
0B/05/19 at 5:46pm ravealed:
| -Resident #3 was not administered SSi on
07/30M19 as ordered.
-There should not have been any missed doses
of the SSI on 07/30/18.
-They were not aware Resident #3 missed the
55l on 07/30/18 prior to that time (08/05/13 at
5:48pm).
-They could not explain why Resident #3's 55|
Division of Haalth Service Reguiation
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did not show due and did not answer when asked
why the 55| was not administered as ordered.

Telephone interview with a Registered Nurse
(RN) at Resident #3's endocrinologist's office on '
08/08/19 at 11:35am revealed:

-Resident #3 was expected to receive her insulins
as ordered.

| -Failure to receive S51 as ordered could cause
kidney damage and diabetic ketoacidosis,
(Diabetic ketoacidosis can develop when FSBS is
high and the body produces high levels of blood
acids called ketones),

A second telephone interview with Resident #3's
PCP on DB/OB/S at 11:45am revealad:

-There had been no change to Resident #3's 551
orders,

-She did not know Resident #3's 551 was not
administered an 07/30/189.

-"That should not happen.”

-Resident #3's SS| should have been
administerad as ordered on 07/30/19,

Refer to the interview with the Medication Aide on
08/02/19 at 10:48am,

Refer to the interview with the ED and Divisional
Director of Clinical Services on 08/05/19 at
S5:46pm,

Refer to the interview wilh the Executive Director
(ED) and Director of Resident Care (DRC) on
0B/06/18 at 4.45pm.

&. Review of Resident #3's physician renswal
orders dated 03/07/18 revealed a medication
order for Lantus flexpen give B units
subcutaneously (SQ) every night. {Lantus is a
long acting insulin used to lower bload sugar),
Drvision of Health Service Regulation
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Review of a medication order for Resident #3
dated 08/25/19 revealed an order to change
Lantus flexpen to 10 units SQ every night.

Review of a subsequent medication order for
Resident #3 dated 07/29/19 revealed an order to
increase Lantus flexpen to 20 units SO every
night at bedtima,

Review of Resident #3's July 2019 electronic
medication administration records (eMARs)
revealed;

-There was an entry for Lantus flexpen inject 10
units subcutanecusly (S0) at bedtime with
administration time scheduled at 8:00pm. There

| were start and ends dates documented as

06/26M8-07/30/19. 07/30/19 was documented as
the discontinued date.

-On 0730119, there was documentation Lantus
10 units was not administered with
documentation which read: "Not administered:
other; Comment: new order awaiting to be
approved.”

~There was an entry for Lantus inject 20 units S0
al bedtime with administration time scheduled at
8:00pm. There were start and ends dates
documented as 07/20/15-07/30/19. 07/30/19 was
documented as the discontinue date.

-There was a second entry for Lantus flexpen
inject 20 units at bedtime with administration time
scheduled at 8:00pm. The start date was
documented as 07/30/19. There was no
discontinued date documented on the second
entry.

-There was a third entry for Lantus flaxpen inject
20 units S0 daily with administration time
schedulad at 1:00am. There were start and end

| dates documented as 07/28/19-07/30/19,

07/30/19 was documented as the discontinue
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date on the third Lantus entry.

-There was no documentation Lantus 20 units

| was administered on 07/30/13 on either of the
three Latus 20 unit entries,

-There was an entry to check finger stick blood
sugar (FSBS) at bedtime with administration time
of 8:00pm.

-0n 07/30/19, Resident #3's FSBS result was
documented as 318 at 8:00pm

Interview with the medication aide (MA) on duty
on 07/30/19 on 0B/06/19 at 2:30pm revealad:
-Her initials were present on Resident #3's July |
2019 eMAR on 07/30/1% documenting 10 units of
Lantus was not administered dus to a new order
awaiting approval,

-Parentheses around a staffs’ inifials an the
eMAR meant the medicaltion was not given.

-An X mark on the eMAR meant the medication
was not due fo be given,

-She did not know what a blank box meant on
specific dates on the eMAR.

-She "felt sure” she gave Resident #3 20 units of
Lantus on 07/30/19.

-She could not explain why there was not any

| documentation the Lantus 20 units was
administared,

-Resident #3 had not complained of high blood
sugar on 07/30/19,

Telephone interview with an Information
Technology (IT) representative of the facility's
electronic health record (EHR)/eMAR provider on
08/02119 at 9:45am revealed a blank Space on
the eMAR indicated a missed administration.

Interview with the Executive Director (ED) on
08/01/M19 at 10:02 am revealed:

-An X mark on the eMAR meant the medication
| was not due to be administerad,
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-Parentheses around a staffs' initials on the
aMAR meant the medication was not given.

-A blank on the eMAR meant the medication was
not given,

Interview with Rasidant #3 on D8/05/19 at
10:20am revealed:

-She "never" refused her insulins.

-5She saw her primary care provider (PCP) "about
a week ago” and the PCP changed her Lantus
from 10 units to 20 units a day because her FSBS
had bean running high.

<She did not know if the MAs knew her Lantus
changed to 20 units a day, "but they should
know."

-5he did not know if she had missed any doses of
Lantus.

-She felt different and could tell when her blood
sugar was low but could not tell when it was high.

Telephone interview with a pharmacist at
Resident #3's provider pharmacy on 08/05/18 al
10:48am revealed:

~The pharmacy received an elecironic
prescription order change on 07/29/19 at 1:00pm
to change Lantus to 20 units at bedtime.

-The pharmacy keyed the Lantus 20 units order
into Resident #3's medication profile on 07/29/14,
then it went to the eMAR server,

-The facility would have been responsible for
approving the Lantus 20 units order for it to show
on the eMAR.

~The facility would have had to discontinue the
order for Lantus 10 units daily from the eMAR for
it io discontinue off the eMAR.

~The Lantus 20 units would not have shown as
due to be administered on the resident's eMAR if
the facility did not approve the order after it was
profiled.

-Lantus insulin was last dispensed from the

D358
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pharmacy for Resident #3 on 07/29/19 at
11:00pm and would have arrived at the facility in
the early morning hours of 07/30/18.

-He could not say why the Lantus was nat
documented as administered on 07/30/15;
Resident #3 had a valid order for Lantus and it
had been dispensed on 07/29/15.

Telephone interview with Resident #3's primary
care provider (PCP) on 08/05/19 at 12:23pm
revealed:

-Resident #3's blood sugars were "running high."
-The facility was reporting the resident's blood
sugars to her and she was adjusting her
madications,

-She last saw Resident #3 on 07/28/18 and
increased her Lantus order from 10 unils to 20
units each night.

-She expected the dose change to be
documented and started “timely." Timaly
depended on when the medication was recened
from the pharmacy in case there was a delay in
receipt.

| -She expacted the facility to follow their policy, as

long as the order was implemented within a
week.

Interview with the ED and Divisional Director of
Clinical Services on 08/05/18 at 5:46pm revealed:
-Resident #3 was not administered Lantus 20
units on 7/30/19 at 8:00pm as ordered,

-Per the documentation on the eMAR, it looked
like the Lantus was showing an administration
time of 1:00am and they "assumed" when tha MA
saw the 1:00am administration time, she did not
administer the medication,

-The MA should have seen the Lantus 20 unit
order was not approved and had not been given
and called "somebody” to get it approved.
-Lantus 20 units should have been given on
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-They acknowledged it was a problem that
Resident #3 did not get the Lantus and the
resident’s last documented FSBS result was
elevated,

-They ware not aware Resident #3 was not
administered Lantus as ordered on 07/30/19 until
that time (0B/05/19 at 5:46pm).

-Fart of the reason the Lantus was not
administered as ordered on 07/30/19 was the
facility was not using their established "bucket
system" for new medication orders,

-There had been a system in place for new
orders, but it was not the correct system.
-Staff had now been trained on the correct
“bucket system."

Telephone interview with a Registerad Murse
(RN) at Resident #3's endocrinologist's office on
08/06/18 at 11:35am revealed:

-Resident #3 was a diabetic and had history
chronic kidney disease. (Chranic kidney disease
is a condition when the kidneys cannot filter the
blood as they should),

-Resident #3 was expected to recaive her insuling
as ordered, without delay.

-Resident #3 should have recaived the Lantus as
ordered.

-Failure to receive Lantus and 551 as ardered
could cause kidney damage and diabetic
ketoacidosis. (Diabetic ketoacidosis can develop
when FSBS is high and the bedy produces high
levels of blood acids calied ketones).

A second telephone interview with Resident #3's
PCP on 08/06/19 at 11:45am revealed:

-The resident's Lantus order changed so she
could see a “glitch”™ with it not being given on
07/30M9.

-Failure to receive the SSI and Lantus as ordered
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could cause high blood sugar and diabetic
keloacidosis.

-Since Resident #3's FSBS ran high anyway,
diabetic ketoacidosis "may not be a big deal” for
the resident.

-The facility had not notified her that Resident #3
had missed the Lantus and S8/ on 07/30/19.

Refer to the interview with the Medication Aide on
08/02/15 at 10:48am.

Refer to the Interview with the ED and Divisional
Director of Clinical Services on 08/05/19 at
5:46pm.

Refer to the interview with the Executive Director
(ED) and Director of Resident Care (DRC) on
08/06/10 at 4:45pm.

d. Review of a copy of an electronic prescription
for Resident #3 dated 06/10/19 revealed

a medication order for Diflucan 150mg one dosa.
{Diflucan is an antifungal used to treat fungal and
yeast infections). There was handwritten
documentation which read “done 6/13/19" on tha
alectronic prescription.

Review of Resident #3's June 2019 electronic
medication administration record (aMAR)
revealed:

-There was an entry for Fluconazole 150mg one
time a time for one day. (Fluconazole is generic
Diflucan).

-There was documentation Fluconazale 150mg
was administered on 06/15/19 as a one-time
dosa,

Telephone interview with a representative of

| Resident #3's provider pharmacy on 08/02/19 at

7.00am revealed:
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-The pharmacy received the order for
Fluconazole 150mg by fax from the facility on
061019 at 8:43pm.

-The pharmacy dispensed Fluconazole 150mg to
the facility on 06/11/19 and it was deliverad to the

| facility on 06/11/19,

Interview with the Directer of Residant Care
(DRC) and & Supervisor on 08/02/12 at 8:12am
revealed:

-Medication orders were to be faxed to the
pharmacy upon receipt by a medication aide
{MA), Supervisor (S), or Directar of Resident
Care (DRC), whoever was an duty.

| ~There was no expectation of a start date or time

for a medication if the prescriber did not write
urgent on the order,

-Medications came in from the pharmacy every
night.

| -When the medications came in, a MA on duty

signed for them, checked off what was in the bag
ta make sure it matched the receipt slip, and put
the medication on the medication cart.

-If the medication order was urgent or it was for
an antibiotic or pain medication, the facility used
their back up pharmacy as needed and started
those medications as soon as possible (ASAP).

| ~The pharmacy may take "a day or two" to profile

a medication and the then facility management
staff had to approve the order for the medication
to show due for administration.

-Resident #3 had not had any delays in any of her
medications.

Interview with Resident #3 on 08/05/19 at
10:20am revealad:
-She had some bumning when urinating so her

| primary care provider (PCP) gave her a

medication for it.
-The medication helped.
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-She did not know the dates of she falt the

| burning and itching er when got the medication
for treatment.

-As far as she knew, she had not had any delays
in getting her medications.

Telephone interview with Resident #3's PCP on
D8/05/15 at 12:23pm revealed:

-She expected a new medication order to be
decumented and started "timely.” |
-Timely depended on when the medication was
received from the pharmacy in case there was a
delay in receipt.

-She expected the facility to follow their policy, as
long as the order was implemented within a
weak,

Interview with the Executive Director (ED) and the
Divisional Director of Clinical Services on

08/05/18 at 5:46pm revealed they were not aware
of the delay form 08/11/19-06/15/19 in Resident '
#3 being administered Fluconazole.

Refer to the interview with the Medication Aide on
08/02/1%9 at 10:48am.

Refer to the interview with the ED and Divisional
Director of Clinical Services on 08/05/19 at
S46pm,

Refer to the interview with the Executive Director
(ED) and Director of Resident Care (DRC) on
08/06/18 at 4.45pm.

. Review of Resident #3's medication orders
dated 05/06/19 revealed an order for Lexapro
10mg daily for depression/anxiaty. Give ' tablet
daily for B days then increasa to whole tablet,
(Lexapro in an antidepressant used to freat the
symploms of depression and anxiety). There was |
Diviskon of Mealth Service Regulstion
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handwritten decumentation on the medication
order which read “done 5/14/18."

Review of Resident #3's May 2018 electronic
medication administration records (eMARs)
revealed:

-There was an entry for Escitalopram 10mg Take
1/2 tablet (Smg) every day for 8 days with
administration time scheduled at 5:00am.
(Escitalopram is generic Lexapra). There were
start and end dates documented by the entry
which read 05/09/19-05/14/139,

= There was a second entry for Escitalopram
10mg Take 0.5 tablet (Smg) every day for 8 days
with administration time scheduled at 9:00am,
There were start and end dates documented by
the eniry which read 05/15/19-05/22/19.

-The first dose of Escitalopram 10mg % tablet
(5mg) was documented as having been
administerad on 05/15/19.

-There was documentation 8 doses of
Escitalopram 10mg ¥ tablet (5mg) was
administered from 05/15/18-05/22/18,

Interview with Resident #3 on 08/05/19 at
10:20am revealed:

-As far as she knew, she had net had any delays
in getting her medications.

-When she felt "down" she talked to her mental
health provider.

Telephone interview with a representative of
Resident #3's provider pharmacy on DB/02/19 at
7:00am revealed:

-The pharmacy received the order dated 05/08/19
for Escitalopram 10mg take % tablet (Smg) daily
for eight days then increase to whole tablet by fax
from the facility on 05/08/12 at 5:13pm.

-The pharmacy dispensed Escitalopram 10mg to
the facility for Resident #3 on 05/07/19 and it was
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delivered to the facility on 05/07/18,

Interview with the Director of Resident Care
(DRC) and & Supervisor on 08/02/19 at 8:12am
revealed

-There was no expectation of a start date or time
for a medication if the prescriber did naot write
urgent on the order,

-The pharmacy may take "a day or twa" to profile
a medication and the then facility management
staff had to approve the order for the medication
to show due for administration,

-Resident #3 had not had any delays in any of her
meadications,

Altempted telephone interview with Resident #3's
previous primary care provider (PCP) on 08/05/19
at 9:23am was unsuccessful.

Interview with the Executive Direclor (ED) and the
Divisional Director of Clinical Services on
08/05/18 at 5:46pm revealed they were not aware
of the delay form 05/06/19- 05/15/19 in Resident
#3 being administered Escitalopram 10mg %

tablet (Smg).
|

Refer to the interview with the Medication Alde on
08/02/19 at 10:48am,

Refer to the interview with the ED and Divisional
Director of Clinical Services on 08/05/19 at
5:46pm,

Refer to the interview with the Executive Director
(ED) and Directar of Resident Care {DRC) on
08/06/19 al 4:45pm,
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3. Review of Resident #4's FL-2 dated 01/17/19
revealed diagnoses included major depressive
disorder, unspecified personality disorder, chronic
pain with disk disease, and hypotension.

Review of the Primary Care Physicians (PCP)
"After Visit Summary” for Resident #4 dated
05/01/19 revealed;

| -Resident #4 was seen al the PCP office for

abscess of the right axilla on 05/01/19.
-Resident #4 was staried on an anfibiotic for 10
days and referred to be seen by a surgeon that
same day (05/01/19).

Review of a physician's arder for Resident #4
dated 05/01/19 revealed an order for Doxycycline
Hyclate (an antibiotic used to treat bacterial
infections) 100mg one tablet two times daily for
ten days.

Review of the surgeons "After Visit Summary” for
Resident #4 dated 05/01/19 revealed:

-Resident #4 was seen for an abscess of the right
axilla.

-Resident #4 was prescribed Daxycycline Hyclate
100mg to be taken two times daily for ten days.
-Resident #4 was to return to the surgeon's office
in 48 hours after taking the anfibiotic to assess
the need for incision and drainage.

Interview with Resident #4 on 07/31/19 at 317pm
revealed:

-She had been prescribed an antibiotic two
different times for the abscess under her arm,
-She had been having a hard time getting the
abscess to resolve.

-It did not seem like she took the antibiotics for
very long, so she was unsure if she was
administered the antibiotic as prescribed.
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Review of the surgeon's "After Visit Summary” for
Residenl #4 dated 05/03/19 revealed Resident #4
was instructed to take the full course of
antibiotics, which were “not seen on medication
sheet as being started".

Review of a fax sent to the facility by the Primary
Care Physician (PCP) dated 05/06/19 revealed
~Thi PCP netified the facility that the resident
(Resident #4) had a right axilla abscess that had
a positive culture for methicillin resistant
Staphylococcus aursus (MRSA).

-The PCP reiterated the importance of the
resident (Resident #4) completing all the
prescribed Doxycycline Hyclate.

Review of Resident #4's Medication
Administration Record for May 2019 revealed:
-There was an entry for Doxycycline Hyclate
100mg with administration times scheduled al
8:00am and 8:00pm,

-There was documentation was administered on
05/06/19, 05/07/19, 05/08/19, 05/08/19, 05/10/18,
and 05/11/19 at 8:00am and 8:00pm.

-Thera was no documentation Doxycycline
Hyclate 100mg was administered at 8:00pm on
0501119,

-There was no decumentation Doxycycline
Hyclate 100mg was administered at 8:00am and
8:00pm on 05/02/18,

-There was no documentation Doxycydline
Hyclate 100mg was administered at 8:00am and
B:00pm on 05/03/18.

-There was na decumentation Doxycycline
Hyclate 100mg was administered at 8:00am and
8:00pm on 05/04/29.

-There was documentation Doxycycline Hyclate

| 100mg was administersd at 8:00am and 8:00pm

on 050520,
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-Resident #4 was not administered eight of twenty
prescribed doses of Doxycycline Hyclate,

Review of a second Physicians Order for
Resident #4 dated 07/12/18 revealed an order for
Dioxycycline Hyclate (used to treat bacterial
infections) 100mg one tablet two times daily for
sSEven days.

Review of the PCP's "After Visit Summary” for
Resident #4 dated 07/17/19 revealed:

-Resident #4 had drainage from the same
abscess and symptoms of fever and chills.

-The PCP was concerned the abscess was
MRSA and started the resident (Resident #4) on
Doxycycline Hyclate 100mg one tablet two times
daily for seven days beginning on 07/12/19.
-The PCP noted to continue the Doxycycline
Hyclate for a period of 10 days and
recommended using bactericidal soap.

| -The PCP was concermned the area had not

improved after being prescribed 10 days of
antibiotic therapy in May 2013,

-Resident #4 was referred fo the surgeon that day
(07M1718) to have the abscess lanced and
drained.

Review of Resident #4's July 2015 electronic
Medication Administration Records (eMARs)
revealed:

-There was an entry for Daxycycline Hyclate
100mg with administration times scheduled at
B8:00am and 8:00pm.

-There was no documentation Doxycycline
Hyclate 100mg was administered at 8:00pm on
07/12/19 and there was nothing decurmented in
the "Exceptions” section.

-There was no documentation Doxcycline Hyclate
100mg was administered at 8:00am and 8:00pm
on 0711319 and there was nothing documented
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-There was no documentation Doxcycline Hyclate
100mg was administered at 8:00am and 8:00pm
on 07/14/19 and there was nothing documented
in the "Exceptions" section,

-There was documentation Doxycycline Hyclate
100mg was administered at 8:00am and 8:00pm
on 0711518, OTABMS, 0771719, and O7/18M19,
-Resident #4 was not administered six of fourteen
doses of the seven days of prescribed
Doxycycline Hyclate.

-There was no documentation of follow-up with
the PCP regarding his note to continue the
Doxycycline Hyclate for ten days.

I
in the "Exceptions” section. ‘

| Telephone interview with a registered nurse (RM)
of Resident #4's Primary Care Provider's Office
on 080615 at 10:35am revealed:

-Resident #4 was prescribed Doxycycline Hyclate
by the PCP as soon as the resident called the
PCP's office and described the symptoms of the
abscess under her arm.

-The PCP was concerned the abscess was still
positive for MRSA.

-The pharmacy representative read the PCP's
note to extend the Doxycycline Hyclate for ten
days, but she was unsure if the facility was sent a
new order,

-If Resident #4 did not get all her prescribed
antibiotic in May 2019, when the MRSA was first
ireated, it decreased the chances of the abscess
healing.

-If the resident did not get all of her prescribed
antibiotic in July 2019, il decreased the chances
of the abscess healing.

Telephone interview with a representative of
Resident #4's contracted pharmacy on 0B/06/15
at 1:50pm revealed;

-On 05/02/19, the pharmacy received an order for
Divaison of Health Service Regulation

STATE FORM e

IJHW1 It conlinuation sheat 130 of 206



PRINTED: 08/28/2019

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (#1] PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULBNG: COMPLETED
G
HALD10007 B. WING 08/06/2018
MAME OF PROVIDER 08 SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1835 LINCOLN RDAD
LELAND HOUSE
LELAND, NC 28451
(A4} 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE CwTe
DEFICIENCY)
1
D358 Continued From page 130 D354

Resident #4 for Doxycycline Hyclate 100mg to be
administered two times daily for ten days and the
order was delivered lo the facility on 05/04/19,
-0On 07/12/18 the pharmacy received an order for
the Resident #4 for Daxycycline Hyclate 100mg to
be administered two times daily for seven days
and the order was delivered to the facility on the
same day (07/12/19),

Interview with the Director of Resident Care
(ORC}) on 08/02M19 at 12:00pm revealed she had
no idea why the resident was not given her
Doxycycline Hyclate as prescribed in the month of
May and July 20189,

A second interview with the DR.C on 08/02/19 at
12:15pm revealed:

-To her knowledge, Resident #4 had never tested
positive for MRSA in the abscessed area under
her am.

-If she (Resident #4) had a prior positive MRSA
culture in the abscess under her arm, she (DRC)
would have considerad it to be very important for
her to get her antibiotic as prescribed.

Confidential staff interview revealed:

-Resident #4 may nat have received her
medication as prescribed if it was entered onto
the eMAR incorrectly,

-She could not say for sure why Resident #4 did
not get her Doxycycline Hyclate as ordered in the
months of May 2019 and July 2019,

Interview with the medication aide/supervisor
(MAJSS) on 08/05/19 at 10:30am revealed she did
not know why the Resident #4 did not receive her
antibiotic as prescribed in May 2018 and July
2019,

Interview with the Executive Director (ED) on
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08/06/19 at 11:25am revealed:

-She was unable to look at Resident #4's eMARSs
and explain why the resident's Doxycycline
Hyclate was not administered as ordered in the
menths of May 2019 and July 2019,
-Considering the positive culture for MRSA. she

| would have considered it to be very important that

the resident get her antiblotics as prescribed.

Refer to the interview with the Medication Ajde on
08/02/19 at 10:48am.

Refer to the interview with the Executive Director
and Divisional Director of Clinical Services on
0B/05/19 &t 5:46pm.

Refer to the interview with the ED and Director of
Resident Care (DRC) on 08/06/19 at 4:45pm.

| 4. Review of Resldent #15's FL-2 dated 01/17/19

revealed diagnoses included anxiety, type 2
diabetes, acquired hypothyroidism, essential
hypertension, and history of transient ischemic
attacks.

Review of a physician's order for Resident #15
dated 07/25/19 revealed;

-An order for Penicillin {(an antiblotic used to treat
bacterial infections) 500mg one tablet given four
times daily for five days.

-The order was time stamped for 2:43pm,

Review of an electronic progress note for
Resident #15 dated 07/25/19 revealed Resident
#15 had an order for Penicillin 500mg one tablet
to be given four times daily for five days.

Review of Resident #15's July 2019 electronic
Medication Administration Records (eMARs)
revealed:
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-There was no documentation Penicillin 500mg
was administered at 5:00pm and 9:00pm on
07/25/19 and there was nothing documented in
the "Exceptions” section,

-There was no documentation Penicillin 500mg
was administerad at :00am, 1:00pm, 5,00pm,
and 9:00pm on 07/26/19 and there was nothing
documented in the "Exceptions” section.

-There was no documentation Penicillin 500mg
was administered at 8:00am, 1:00pm, 5:00pm
and 9.00pm on 07/27/19 and there was nothing
documented in the "Exceptions™ section.

-There was no decumentation Penicillin 500mg
was administered at 9:00am, 1:00pm, 5:00pm
and 9:00pm on 07/28/19 and there was nothing
documented in the "Exceptions” section.

-There was no documentation Penicillin 500mg
was administerad at 9:00am, 1:00pm, 5:00pm
and 5:00pm on 07/29/19 and there was nothing
documented in the "Exceptions” section.

-There was no documentation Penicillin 500mg
was administered at %:00am, 1.00pm, 5:00pm on
07/30/18 and there was nothing documented in
the "Exceptions” section.

-There was docurnentalion Resident #15 received
the first dose of Penicillin at 9:00pm on 073018,

Interview with Resident #15 on 0B/01/19 at
6:47am revealed:

-Resident #15 saw a dental provider on 07/25/19
and received the diagnosis of a tooth abscess.
-It was the recommendation of the dental provider
that she begin taking an antibictic that day
(07/25/19).

-Since her dental appointment on 07/25/19, she
had asked several staff members why she was
not being given her antibiotic and they told her it
was "not here yet",

-Resident #15 was to begin the prescribed
antibiotic on the evening of 07/25/19, to take four
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times daily for five days, and then ta return to the
office to have the tooth extracted “today”
(08/01/19),

-Resident #15 did not receive her prescribed
antibiotic fram the staff until the day before
yesterday. (7/30/18),

-Resident #15 asked the Business Office
Manager (BOM) to call the dental provider on her
behalf to inquire if the tooth could still be
extracted as scheduled, since she did not receive
her Penicillin until several days after the order
was given,

-The dental provider said they could not extract
the tooth until the infection was properly treated.
-The dental provider rescheduled the tooth
exiraction until 08/08/139 due to Resident #15 not
being given the penicillin as ordered for five days
prior to the scheduled extraction,

Interview with the Director of Resident Care on
08/01/1% at 9:00am revealed:

-She remembered Resident #15 had been having
issues with her tooth "for a while”,

-She did not know why Resident #15 was not
administerad her Penicillin until several days after
the order was given.

-She "had no way to know" when the order was
sent to the pharmacy.

-She was not aware Resident #15 was supposed
to take her Penicillin for five days before her
absceszed tooth could be extracied.

Interview with a medication aide (MA} on
08/01719 at 12:22pm revealed:

-She was sure she faxed Resident #15's order for
Penicillin to the Pharmacy on 07/25/18, the date
the order was prescribed,

-Anytime she faxed something to the pharmacy,
she stapled the order to the fax cover shest and
the fax confirmation.

STATEMENT OF DEFICIENCIES (M1} PROVIDERUSUPPLIERICLIA {X2) MULTIPLE COMNSTRUCTION {X%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER i COMPLETED
A. BUILDING:
c
HALD10007 i 08/06/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
19835 LINCOLN ROAD
LELAND HOUSE
LELAND, NG 28451
ayio | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFIL {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) & CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D358 Continued From page 133 0 358

Division of Health Service Regulation

STATE FORM

[JHW

It conlinuation sheal 134 of 2068



PRINTED: 08/29/2019

FORM APPROVED
ision of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: & BULBIG: COMPLETED
c
HALO10007 B, WG 08/06/2019
MAME OF PROVIDER 0A SUPPLIER STREET ADDRESS, CITY, 5TATE. ZIF CODE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
{4y 1D SUMMARY STATEMENT OF DEFICIENCIES s} [ PROVIDER'S PLAN OF CORRECTION [ {H5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL FREFIN (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
D 358 Continued From page 134 D 358

-She located a fax cover sheet dated 07/25/19
with the order for Penicillin attached, but she
could not locate a fax confirmation page.

Interview with a medication aide/supervisor
(MAJS) on 08/01/18 at 12:23pm revealed:

-She did not have the eMAR in front of her but

' Resident #15 "probably started taking her
Penicillin last week right after she saw the
dentist”,

-She did not know anything about the resident not
receiving her antibitic for several days after it
was ordered.

-The staff always stapled their fax confirmation to
any orders sent to the pharmacy.

-5he could not locats a fax confirmation showing
the date the Penicillin order was sent into the
pharmacy.

Telephone interview with Resident #15's Dentist
on 08/01/19 at 4:33pm revealed:

-Resident #15 was sean for dental care on
07/25M8 and had a significant tooth abscess.
-She prescribed Resident #15 an antibictic that
day (07/25/19) o be completad for at least five
days prior to the tooth extraction,

-The appaintment scheduled for “today”,
08/01/189, to extract the tooth, had to be
rescheduled until next week due to the resident
| nat oetting her prescribed antibiotic in fime to
treat the infection.

-Resident #15 "was sure o have ongoing pain
and swelling if she did not begin the prescribed
anfibiotic last weak",

-The "biggest alleviation of the resident's pain
would be taking the antibiotic to clear up the
infection and then getting the tooth pulled".

Interview with Resident #15 on 08/02/19 at
10:05am revealed:
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-She was in a great deal of pain from her tooth
abscess.

-She did not feel like getting out of bed,

-She had missed several meals due to the pain
fram tooth abscess,

-She had received her Penicillin as ordered since
she started getting it on the evening of 07/30/19
but she wished she had been given the antibiotic
when it was ordered so the tooth could have been
pulled out "yesterday” (08/01/19).

Confidential =taff interview revealed the staff
parson did not know why the Resident #15 had
not received her Penicillin as order but she
remembered hearing the resident asking a staff
person why she was not getting it.

Interview with the Executive Director (ED) on
0B/0B/S at 11:25am revealed:

-5he did not know why Resident #15 did not
receive the prescribed antibiotic when it was
prescribed unless it did not armve from the

| pharmacy until later.
-It would have been her expeciation that the
| resident (Resident #5) would have taken her

antibiofic as prescribed so that her tooth
extraction did not have to be rescheduled.

Telephone interview with a representative from
Resident #15's contracted pharmacy on 08/06/19
at 1:50pm revealed:

-On 07/28/18 the pharmacy received a fax
request from the facility to fill Penicillin 500mg for

| Resident #15,

-There was a cover sheet with the request that
was dated for 07/25/19 but it was not sent to the
pharmacy until 07/28/19.

-The medication was filled on the evening of
07/29M19.
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Refer to the interview with the Medication Aide on
08/02M19 at 10:4Bam.

| Refer to the interview with the Executive Director
i and Divisional Director of Clinical Services on
08/05/18 at 5:46pm.

Refer to the interview with the Executive Director
and Director of Resident Care (DRC) on 08/08/19
at 4:45pm,

5. Review of Resident #1's current FL-2 dated
07/08/19 revealed a diagnosis of dementia with
behaviors (vascular),

Review of medication orders listed on the FL-2
dated 07/08/19 and a provider prescription
revealed there was an order for Levothyroxine
(used to treat hypothyroidism) 112.5 mcg

| (micrograms) daily,

' Review of a physician's order dated 07/18M19
revealad an order for Levothyroxine S0meg tablet
avery day,

Review of Resident #1°s July 2019 electronic
medication administration records (sMARSs)
revealed;

-There was an entry for Levothyroxine 50mcg
every day and special instructions to "start on
DB/10/2019" with documentation of administration
everyday beginning 07/12/19,

-There was documentation for the Levothyroxine
S0meg on 07/08/19 and 07/10/19 of "nat
administered refused”,

-There was documentation for the Levothyroxine
S0meg on 07/11/118 of "not administered” and

comment of "third shift",
| -There was no documentation for the
| levothyroxine 112.5mcg being administered daily
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from 07/08/19 through 07/16/19 as orderad.

Interview with a medication aide on 07/31/19 at
3:25pm revealsd she administered medications
according to the medications that “popped up” on
the eMAR for a spedific time.

Interview with the Memary Care Manager (MCM)
on 08/0518 at 12:10pm revealed:

-She did not know why Resident #1 had not been
administered the Levothyroxine 112.5mcyg every
day as ordered from 07/08/18 through 071818,
-She doubted if there was documentation for
administration for the Levothyroxine 112.5meg
daily.

-\When a resident returnad to the facility with new
orders, the MAs, MCM, or RCD were responsible
for faxing the new FL-2 and orders to the provider
pharmacy. contacting the physician to verify the
orders, and ensuring new orders ware
implemented.

-The MAs were responsible to verify medications
ordered were received in the facility by reviewing
the packaging slip from the pharmacy provider,
-She relied on the MAs to let management know
if a medication was not received or was not
entered on the eMAR.

-Resident #1's physician discontinued all prior
orders on 07/15/19 and wrote new orders for the
levothyroxine on 07/16/19.

-Resident #1 should have been administerad
Levothyroxine 112.5mcg as ordered,

-The facility should go by the orders on the FL-2
until the physician gave further orders for a
medication.

Interview with Resident #1's physician on
08/05/18 at 12:35pm revealed:

-If the resident had been hospitalized and
returned to the facility with a new FL-2, sha
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expected the facility to follow the orders on the
new FL-2 or clarify the orders if there was a
gquestion,

-She might have seen the 07/08/19 FL-2 at the
facility when there was a re-visit assessment for
Resident #1.

-She sent an order to the facility on 07/16/19 for
Levathyroxine 50mcg every day,

-She did not remember if she knew Resident #1
had been prescribed Levothyroxine 112.5meg
daily from a recent inpatient hospitalization but
knew Resident #1 had been hospitalized due to
refusing medications and uncontrolled behaviars,
-Resident #1's thyroid stimulating hormone (TSH)
laboratory value was 0.01 in March 2019 ( the
recommended range for TSH laboratory value is
2-10 and values vary between labs) when the
resident was prescribed levothyroxine 125megs,
and was 0.07 on 05/31/18, which meant the
resident was still getting too much levethyroxine.
That was why she decreased the Levothyroxine
to S0meg.

-She suspected the behavioral center prescribed
the Levothyroxine 112.5meg daily from old
hospital records.

-There would not be any harm to Resident #1 due
to her not being administered the Levothyroxine
112.5mcy for the time period of 07/08/19 through
| 0711618 and it took at least three weeks to reach
a steady level after a dose change for
Lavothyroxine,

Interview with the Executive Director (ED) on
08/06/19 at 11:45am revealed:

-She was not aware Resident #1 had not been
administered the Levothyroxine 112.5meg as
ordered

0 358

-She expected resident medications to be
administered as ordered by the physician,
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Refer to the interview with the Medication Aide on
08/02/19 at 10:48am.

Refer to the interview with the ED and Divisional
Director of Clinical Services on D8/05/19 at
5.46pm.

Refer to the interview with the Executive Dirsctor
(ED) and Director of Resident Care (DRC) on
08/06/12 at 4:45pm.

Interview with a medication aide (MA) on
08/02/19 at 10:48pm revealed:

-When orders were received, they were placed in
a book called the "bucket book™ so the staff knew
to fax the order to the pharmacy.

-All MA staff were responsible for faxing orders ta
the pharmacy and for monitaring for receipt of the
medication fills.

-The medication aides/supervisor (MA/S) usually
checked the bucketl book regularly to make sure
orders were faxed,

-Once an order was faxed, the order was then
placed into the “faxed to pharmacy” folder.
-Proper procedure was to staple the fax cover
sheet, the order, and the fax confirmation shest
together,

-If a medication did not arrive within a couple of
days, the order was suppesed to be moved to the
"medication not in building” folder where it was all
the MA's responsibility to follow-up on getting the
medication.

-Once a medication was filled, the order was
moved to the “cleared box",

-Only a few Supervisors had the ability to "clear”
the medication in the electronic medication
administration system so the medication would be
visible on the eMAR.

-If the medication was not "cleared”, the MAs '
| would not know to give the medication,
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Interview with the ED and Divisional Director of
Clinical Services on 08/05/19 at 5:46pm revealed:
-Medicalion orders were expectad to be
implemented "right away” which meant within 24
hours of receipt of arder to allow for the
medication fo come in from the phammacy.

-Prior to the survey, the facility was not using their
established "bucket system” for new medication
orders,

-There had been a system in place for new
orders, but it was not the current bucket system.
-Staffl had now been trained on the correct
“bucket systam,"

Interview with the ED and DRC on 08/06/19 at
4.45pm revealed:

-Priar to the survey, the facility had a different
“bucket system" for orders that was used
"sporadically."

-The ED and DRC thought the previous bucket
system was working but the facility "obviously
missed" arders prior to the survey.

-Since the start of the survey, the bucket system
had been updated and now color codad: the
system had not been color coded prior to the
Survey.

-The facility's new bucket system started with a
new order,

-The bucket system was as follows: the green
folder was for a new order; the blue folder was for
orders faxed to the pharmacy; the red folder was
for orders or medications not coming back in the
allotted time frame of 24 hours. The folder would
be monitored daily; the orange folder was used
for waiting on a response; the yellow folder meant
the order was completed and ready io be filed in
the chari.

-The medication aides (MAs) wers responsible
for moving orders through the folders of the
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updated bucket system every day.

-The MAs would be the “first line” in checking
orders as they moved through the bucket system,
the DRC and Memary Cara Manager (MCM)
would be the "second line” in checking the orders
in the bucket system; and the ED would "overses”
the bucket system.

-The DRC and MCM would be "physically”
checking orders every day.

-The MAs, Supervisers, DRC, and MCM would
also check the electronic medication
administration records (eMARs) daily.
-Medication was expected ta be given as ordered
and on time.

-If there were problems. tha ED expecied the
problem to be fixed.

-It negatively impacted the residents when they
did not get their medications as ordered.

The facility failed to assure a safe and effective
system was established and maintained for
medication administration and failed to assure
medications were administerad as orderad
placing the residents at increased risk for
medication errors and resulted missed doses of
rapid and long acting insulins and antibiotics,

| Resident #15 had a delay in starting an antibiotic
ordered for infection which resulted in the
resident being unable to have a dental procedure
as scheduled due to the resident not receiving the
| antibiotics as ordered prior to the procedura and
the resident having swelling and ongoing pain.
Resident #4 had a delay and missed dosas of an
antibiotic ordered on two occasions o treat an
axillary abscess for a bacterial infection of
methicillin resistant Staphylococcus aureus
(MRSA) resulting in delayed healing of the
abscess and the resident later required surgery to
lance the abscess. Resident #3 missed doses of
both long and short acting insuling when an
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O7/30/19 due to failure to have a system in place
for new orders. The residents blood sugar was
358 on 07/30/19 at 8:00pm, placing the resident |
at risk for diabetic ketoacidosis and kidnay
damage. The medication pass observations
revealed a 35% error rate with 10 errors out of 29
opportunities including multiple errors with insulin
(Resident #9 and Resident #10) which placed the
residents at risk of high and low blood sugar; and
antiarrhythmic (#9) being given without food, as
ordered which placed the resident at risk for a
slow heart rate and low blood pressure. The
facility's failure resulted in the residents not
receiving their medications ordered to maintain
their physical and mental health and wall-being
and resulted in serious neglect which constitutes
a Type A1 Violation.

The facility provided a plan of protection in
accordance with 3.5, 1310-34 on 08/01/19 for
this violation,

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED SEPTEMEER
&, 2018,

D 368 10A NCAC 13F 1004 (i) Medication D 385
Administration

10A NCAC 13F .1004 Medication Administration

{i) The recording of the administration on the
medication administration record shall be by the
staff person who administers the medication
immediately following administration of the
medication to the resident and observation of the
resident actually taking the medication and prior
to the administration of another resident's
meadication. Pre-charting is prohibited,
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Thiz Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record

reviews, the facility failed to assure medications

were documented directly after administration for

7 of 8 sampled residents (#1, #3 #4. #5, #6, #11,

| #15) and failed to maintain a safe system fo

assure medications were documented at the time
of administration,

The findings are;

Observations on 08/01/19 at 10:00am revealed
the Executive Director (ED) was reviewing the
comments documented an a resident's elecironic
administration records {eMARs),

Interview with the ED on 08/01/19 at 10:00am
revealed:

-She acknowledged there were numerous entries
on the resident’s eMAR of multiple medications
documented as administared on time, charted
late, many entries had additional typed comments
also documented,

-She did not know why there would be so many
medications documents azs chared late on the
eMARs.

-She expected the medication aides (MAs) ta
document administration of medications at the
time the medication was edministared to the
resident and not chart late.

-If the MAs documented charied late on the
eMAR, it meant the medication was administerad
at the scheduled time but charted on late, (This
documentation indicatad the medication was not

10A NCAC 13F ,1004 (i) Medication

Administration |
Medication administration training was |
provided by Pharmacy on
8/20/19 to in order process,

administration, documentation, insulin
preparation, proper medication administration
procedures and practices: availability/delivery
of medications and pharmacy notification. ugrzmzmh

The Memory Care Manager and Residen
Care Director will monitor daily and bring
the Medication Compliance report and
facility activity report to moming stand up
meeting to be reviewed & initialed

by the Executive Director, 09r20/2a19

Medication compliance reparts are run daily
by the care mgrs, reviewed to verify medications
have been administered per dph'_.rsinian orden,
|documented and assure no uplicate orde

are noted. Reports are submitted to the EQ
during daily dept head meetings for review,
|Reports are manitorad weekly by the divisional
director of clinical services or qualified designee.
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D 388 | Continued From page 144 0 3686 Diabetic and insulin administration trainfg;
rowv| b istered Nurse on 8/27/19.
charted at the time of administration). provided by Registered H 2¥ 09/20/20k 9
-Reasons for medications to be charted late could
be due fo different scenarios such as resident - o
falls or the system being down, Medication cart audits rmEIemented an 8/9/19
2 Carts are audited weekly by the medication
-Documentation on the eMARs that read ; : : e :
: - 5 ide and supervisors in coordination with the
administered late, -:.hartﬂad late system issues re managers. This process compares the
meant the system was "down" and the MAs were edication administration record to the
not able o chart administration of medication edication on hand. labels,checking
right then, ocumentation, parameters per phzsiqian
-The MAs were told 1o take the medication cart to orders, and expired medications. Audits
each residents' room when administering are submitted to the ED for review weekly. {}9#20!2[!1E1
medications and to document at the time of |
Hdm{:.’"’f’”?ﬂn; (i th;pazg:'n_e raganis came 1 Medication pass observations are being
the clinic far their medication); conducted weekly by registered nurse ar
-She acknowledged she had concerns for qualified designee to include, but not limi
medication emors when medications were not to proper medication administration
documented at the time of administration. procedures infection control, security,
documentation, six rights of medication
Interview with the Corporate Registered Nurse administration. Any concerns will be
(RN) on 08/01/19 at E}apm reﬁgmled_. discussed with the person being observed,
-The facility did not have wrilten medication provided with guidance an additional
S, 5 fraining as necessary. Observation will
administration policy. - _ follow up with the Care Mgrs and ED
-The facility's policy for medication administration an the medication pass observations 08/20/2019
was to follow the rules and statutes related to conductad weekly. ongoing
medication administration.
Divisional Team will monitor medication
1. Review of Resident #11's current FL-2 dated administration compliance weekly through 05/20/2014
02/1819 revealed: | an-site visits and reviewing system
-Diagnoses included diabetes myslitis type 2, outcomes with the ED. ongoing
glaucoma, positional vertigo, and hypothyroidism. Senior Level Management to include SYP
| -There was a medication order for will conduct weekly status calls and site
Hydrechlorothiazide 12.5mg twice daily. \visits at least twice manthly to review
(Hydrachlorathiazide is & medication used to treat previously mentioned systems, tools & D9/20/2019
high bloeod pressure and fluid retention ) processes and verify compliance. ongoing
, wr Monitoring of medication administration
Observation of the 4:00pm medication pass on compliance will be conducted through
07/31/19 at 3:21pm revealed: internal systems, toals and processes as
-The medication aide (MA) punched Resident outlined in the plan of comrection .
#11's Hydrochlorothiazide into a medication cup for 13F. 1004(i), Tag D366, angoing
| while in the medication room.
Divigion of Heatth Service Regulafion
STATE FORM vt

[JHW

If conlimuation sheat 145 of 206



PRINTED: 08/23/2013

FORM APPROVED
,_Mmyaﬁm
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIERICLIA {3} MULTIPLE COMETRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BLILDME COMPLETED
c
HALO10007 8. WING 08/06/2019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2I° Cone
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 2B451
{4} ID SUMMAR'Y STATEMENT OF DEFICIENCIES | i | PROVIDER'S PLAN OF CORRECTION [s)
EREFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREE[® {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)] TAG CROSS-REFERENCED TO THE APPROPRIATE DWTE
DEFICIENCY)
D388 | Continued From page 145 D366

-The MA carried the medication cup containing
the Hydrochlorethiazide down the 200-hall looking
for Resident #11. She did not take the
medication cart with her.

-The MA was unable to locate Resident #11 down
the 200 hall,

-The MA retumned to the medication roam with the
Hydrochlorothiazide in the medication cup.

-The MA opened the top drawer of the medication
cart and proceeded to place the cup in the
drawer,

-The MA removed the medication cup containing
Resident #11°s Hydrechiorothiazide from the top

| drawer of the medication car,

-The MA walked to the main lobby of the facility.
The medication cart remained in the medication
room, '
-Resident #11 was sitting in & chair In the main
lobby of the facility.

-The MA gave the medication cup containing the
Hydrochlorothiazide to Resident £11.

-Resident #11 swallowed the Hydrochlorothiazide
with water at 3:35pm.

-The MA returned to the medication car located
in the medication room and began to prepare
medications for another resident,

-The MA did not document Resident #11's
medications were administerad,

Review of Resident #11's 08/01/19 slectronic
medication administration record {eMAR)
revealed:

-There was an entry for Hydrochlorothiazide
12.5mg twice daily at 8:00am and 4:00pm.
-There was no documentation the
Hydrochlorothiazide was administered to
Resident #11 at the 4:00pm medication pass on
08/01/18,

Interview with the MA on 07/31/19 at 4:30pm
Division of Health Service Regulation
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revealed she did document on Resident #11's
eMAR the Hydrochlorothiazide was administered
during the 4.00pm medication pass,

Cbsarvation of the MA on 07/31/19 at 4:30pm
revealed she reviewed the documentation on
Resident #11's eMAR that showed administration
section was blank for the Hydrochloride.

A second interview with the MA on 07/31/19 at
4:30pm revealed:

-She did not know why Resident #11's 08/01/19
eMAR did not show where she had documentad
the Hydrochlorothiazide was administered at the
4:00pm medication pass.

-She must have documented Resident #11's
Hydrochlorothiazide was administered on the
08/01/19 eMAR after the eMARSs were printed.

Refer to the six confidential staff interviews.
Refer to the interview with the Corporate

Registered Nurse (Carporate RN) and Director of
Resident Care (DRC) on 08/01118 at 11:27am.

Refer to the interview with the ED and DRC dated
0B/06/19 at 4:45pm,

2. Review of Resident #5's current FL-2 daled
12/24/18 revealed diagnoses included
hypertension, chronic obstructive pulmonary
disease (COPD), fibromyalgia, lung mass, and rib
pain,

a. Review of Resident #8's current EL-2 dated
1224/18 revealed there was an order for
Oxycodone 15 milligram {ma) twice daily.
(Oxycodone is a controlled substance used to
treat moderate to severe pain.)
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Review of Resident #5's physician's order sheet
dated 03/25(19 revealed there was an order for
Oxycodone 10mg twice daily.

Review of an additional subsequent physician's
order for Resident #5 dated 06/03/19 revealed an
order for Oxycodone 10mg twice daily,

| Observation of the 8:00am medication pass on

0810119 at T:15am revealed:

-The medication aide (MA) punched one tablat
from Resident #6's Oxycodone medication pack
into a medication cup.

-The MA clicked on "given" in Resident #6's

| eMAR before administering the Oxycodone to

Resident #6,
-The resident swallowed the Oxycodone, along
with 11 other medications at 7:28am,

Interview with the MA on 08/01/19 at 7-26am
revealed she was trained to click “given” on all
controlled substances prior to administration so
the controlled substance count would be correct.

Refer lo the six confidential staff interviews .

Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Diractor of
Resident Care (DRC) on 08/01/13 at 11-27am.

Refer to the interview with the ED and DRC dated
08/08/19 at 4:45pm,

b. Review of a physician's order dated 06/04/19
for Resident #6 revealed an order for Xanax
0.5mg twice daily. (Xanax is a controlled
substance used to relieve anxisty and panic
disorder.)

Observation of the 8:00am medication pass on

D 356
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08/01/19 revealed:

-The medication aide (MA) punched one tablet
from Resident #5's Xanax medication pack intoa
medication cup.

-The MA clicked on "given” in Resident #5's
eMAR before administering the Xanax to

| Resident #5.

-The resident swallowed the Xanax along with 11
other medications ai 7:28am.

Interview with the MA on 0B/01/19 at 7:26am
revealed she was trained to click "given” on all
controlled substances prior to administration so
the controlled substance count would be correct,

Refar fo the six confidential staff interviews .

Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Dirsctor of
Resident Care (DRC) on 08/01/18 at 11:27am.

Refer to the interview with the ED and DRC dated
08/06/19 at 4:45pm.

3. Review of Resident #15's current FL-2 dated
01/17/19 revealed diagnoses included
pheachromocytoma of right adrenal gland,
anxiety, type 2 diabetes, acquired hypothyroidism.
essential hypertension, and history of transient
ischemic attacks,

| a. Review of a physician's order for Resident 815
dated 03/01/18 revealed an order for Lantus 100
insulin (a long acting insulin used to lower blood

| sugar) 13 units subcutanecusly (SQ) at bedtime.

Review of Resident #15's June 2018 and July
2018 electronic medication administration record
(eMARS) revealed:

-There was an entry for Lantus 13 units to be
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administered at 8:00pm

-Lantus was documented as charted late on 10 of
31 opportunities in July 2018

-Lantus was documented as charied late on 8 of
31 opportunities in July 2019,

Refer to the six confidential staff interviews.
Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 0B/O1/18 at 11:27am.

Refer to the interview with the ED and DRC dated
08/06/18 at 4:45pm,

b. Review of a physician's order for Resident #15
dated 05/15/19 revealed an order for Topiramaia

| (used fo control seizures or mood disorders)

100mg one tablet twice daily.

Review of Resident #15's June 2019 and July
2019 electronic medication administration records
(eMARS) revealed:

-There was an entry for Topiramate 100mg being
administered daily at 8:00am and 8:00pm.
-Topiramate was documented as charted late but
administered on time for 10 of 30 opportunities in
June 2019,

-Topiramate was documented as charted late for
8 of 30 opportunities in July 2018,

Refer to the six confidential staff interviews.
Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/19 at 11:27am.

Refer to the interview with the ED and DRC dated
0B/06/19 at 4:45pm.

FORM APFROVED
lation
STATEMENT OF DEFICIENCIES [%1] PROVIDERTSUPPLIERICLIA (%3] MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER b BUILDHIG: COMPLETED
c
HALD10007 B WA 08/06/2019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF COOE
1935 LINCOLN ROAD
LAN USE
=5 ki LELAND, NC 28451
) 1D SUMMARY STATEMENT OF DEFICIENCIES 15| | PROVIDER'S PLAM OF CORRECTION %)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 386 | Continued From page 148 D 368

Division of Health Seénsce Regulation

STATE FORM

HW11

It conbinuation shest 150 of 206



PRINTED: 08r22/2012

FORM APPROVED
Division of Health Service Reayl tion
STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFIGATION NUMBER: : COMPLETED
A. BUILDING:
T
HALO10007 B. WING 08/06/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IF CODE
1935 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
o | SUMMARY STATEMENT OF DEFICIENCIES | o FROVIDER'S PLAN OF CORRECTION [ {58
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FLILL PREFD (EACH CORRECTIVE ACTION SHOULD SE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D388 | Continued From page 150 D 366

4. Review of Resident #4's current EL-2 dated
01117119 revealed diagnoses included major
depressive disorder, unspecified personality
disorder, chronic pain with disk disease, and
hypotension,

Review of a physician's order for Resident #4
dated 04/03/18 revealed a medication order for
Fluoxetine (used to treat mood disarders) 20mg
three capsules (§0mg) every day.

Review of Resident #4's May 2018 and July 2019
electronic medication administration records
(eMARs) revealed: |
-There was an entry for Fluoxetine 20mg thres
capsules (E0mg) scheduled at 8:00am daily.
-Fluoxstine was documented as charted late on 3
of 31 opportunitias in May 2013,

-Fluoxetine was documented as charted late on 9
of 3 opportunities in July 2019.

Refer to the six confidential staff inferviews.

Refer o the interview with the Corporate
Registered Nurse (Corporate RMN) and Director of
Resident Care (DRC) on 08/01/19 at 11:27am.

Refer to the interview with the ED and DRC dated
0B/6/15 at 4:45pm.

b. Review of Resident #4's physician's orders
revealed a medication order dated 04/15/19 for
Pantoprazole 40mg once daily.

Review of Resident #4's July 12019 electronic
medication administration records (eMARs)
revealed:

-There was an entry for Pantoprazole 40mg daily.
-Pantoprazole was documentad as charted Iate

| 10 of 31 opportunities,
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| dated 07/12/(19 revealed a medication order for

Continued From page 151 D 3586

Refer to the six confidential staff interviews.

Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/13 at 11:27am.

Refer to the interview with the ED and DRC dated
0B/06/19 at 4:45pm.

c. Review of a physician's order for Resident #4

Doxycycling Hyclate (used to treat bacterial
infections} 100mg one tablet two imes daily for
seven days,

Review of Resident #4's July 2019 electronic
Medication Administration Records (eMARs)
revealaed:

-There was an entry for Doxcycline Hyclate
100mg twice daily at 8:00am and 8:00pm,

-There was documentation that a fotal of B doses
of Doxcycline Hyclate were administared from
07519 - 071819,

-Three of 8 doses administered were
documented as charted late, but administered on
time.

Refer to the six confidential staff interviews.
Refer to the interview with the Caorporate

Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/19 at 11:27am.

Refer to the interview with the ED and DRC dated
08/06/19 at 4:45pm.

5. Review of Resident #3's current, hospital
generated FL-2 dated 02/13/18 revealed
diagnoses included chronic kidney diseass,
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congestive heart failure (CHF), coronary artery
disease (CAD), bipolar disorder, and
hypoalycemia.

a. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed a medication
order for Lantus flexpen give 8 units
subcutaneously (SQ) every night. (Lantus is a
lang acting insulin used to lower blood sugar).

Review of a medication order for Resident #3
dated 06/29/19 revealed and order to change
Lantus flexpen to 10 units SQ every night.

Review of a subsequent medication order for
Resident #3 dated 07/29/19 revealed an order 1o
increase Lantus flexpen to 20 units SQ every
night at bedtime,

Review of Resident #3's June 2019 electronic
medication administration recards (eMARSs)
revealed:;

-There was an entry for Lantus flexpen inject 10
units subcutaneously (SQ) at bedtime with
administration time scheduled at 8:00pm. Thare
were start and ends dates documented as
05/18/19-06/27/19.

-There was a second entry for Lantus flexpen
inject 20 units at bedtime with administration time
scheduled at 8:00pm. The start date was
documented as 06/26/19,

-Lantus was documented as charted late on 11 of
30 opperunities in June 2019,

Review of Resident #3's July 2019 eMARSs
revealed:

-There was an entry for Lantus flexpen inject 10
units subcutaneously (SQ) at bedtime with
administration time scheduled at B:00pm. There
were starl and ends dates documented as

D 386
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0B/26/19-07/3019. 07/30/19 was documented as
the discontinued date.

-There was an entry for Lantus flexpen inject 20
units at bediime with administration time
scheduled at 8:00pm., The start date was
documented as 07/30/19. There was no
discontinued date documented on the second
entry,

-There was a second entry for Lantus flexpen
inject 20 units SQ daily with administration time
scheduled at 1:00am. There were start and snds
dates documented as O7/29/19-07/30/19, The
discontinue date was documented as 07/30/19 on
the third Lantus entry.

-Lantus was documented a charted late on 12 of
30 opportunities in July 2013,

Refer to the six confidential staff interviews,

Refer to the interview with the Corporate
Registered Nurse (Corporate RN} and Director of
Resident Care (DRC) on 08/01/18 at 11:27am.

Refer to the interview with the ED and DRC datad
08/06/19 al 4:45pm,

b. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed a medication
order for Clopidogre! 75mg daily. {Clopidogrel is
used to inhibit blood clotting).

Review of Resident #3's June 2019 electronic
medication administration recards (eMARs)
revealed:

-There was an entry far Clopidogrel 75mg every
day at 8:00am.

-Clopidogrel was documented as charted late on
5 of 30 opportunities in June 2018,

Refer to the six confidential staft interviews.
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Refer to the interview with the Corporate
Registered Nurse (Corporate RN} and Director of
Resident Care (DRC) on 08/01/18 at 11:27am.

Refer lo the interview with the ED and DRC dated
08/06/19 at 4:45pm,

6. Review of Resident #5's current FL-2 dated
O7/08/18 revealed diagnoses included
hypertension, gastroesophageal reflux disease
(GERD), vitamin D deficiency, arthritis,
cerebrovascular accident, and microdiscectomy.

| & Review of Resident #5's current FL-2 dated

(7/08/18 revealed there was a medication order
for Simvastatin 10mg 1 tablet by mouth at
bedtime. (Simvastatin is used to treat high
cholesterol )

Review of Resident #5's July 2019 electronic
medication administration record (eMAR)
revealad:

-There was an entry for Simvastatin 10mg daily at
8:00pm,

-Simvastatin was documenied as administerad
on time and charted late 7 out of 31 opportunities
in July 20189,

Refer to the six confidential staff interviews .

Refer to the interview with the Corporate
Registered Nurse (Corporate RN} and Director of
Resident Care (DRC) on 08/01/13 at 11 :27am.

Refer to the interview with the ED and DRC dated
08/06/19 at 4:45pm,

b. Review of Resident #5's currant FL-2 dated
07/08/19 revealed there was a medication arder
for Ranitiding 150mg 1 tablet by mouth at

O 366
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bedtime. (Ranitidine is used to treat GERD)

Review of Resident #5's July 2015 electronic
medication administration record {eMAR)
revealed:

-There was an entry for Ranitidine 150mg daily at
8:00pm.

-Ranitidine was documented as given on time
and charted late 7 out of 31 opportunities in July
2018,

Refer to the six confidential staff interviews.

Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/19 at 11:27am.

Refer to the interview with the ED and DRC dated
0B/DG/MS at 4:45pm.

c. Review of Resident #5's current FL-2 dated

O7/08/19 revealed there was a medication order
for Buspirone 5mg 1 tablet by mouth four times |
day. (Buspirone is used to treat anxiety,) '

Review of Resident #5's July 2019 electronic
medication administration recard (eMAR)
revealed:

-There was an entry Buspirone was to be
administered daily at 9:00am, 1:00pm, 5:00pm,
and 2:00pm

-Buspirone was documented as given on time
and charted late 9 of 31 opportunities in July
2019,

Refer to the six confidential staff interviews .

Reler fo the interview with the Corporate
Registered Nurse (Corporate RN} and Director of
| Resident Care (DRC) on D8/01/19 at 11:27am.
Division of Health Service Regulation

STATE FORM -

LIH¥W11 It conlimiation sheet 156 of 208




PRINTED: 08/29/2018

FORM APPROVED
Division of H lation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER A BUILBING: COMPLETED
c
NAME OF PROVIDER 0OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CoOe
1335 LINCOLN ROAD
LELAND HOUSE
LELAND, NC 28451
(x4} 10 SUMMARY STATEMENT OF DEFICIENCIES | i PROVIDER'S PLAN OF CORRECTION [us)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX IEACH CORRECTIVE ACTION SHOWLD BE COMPLETE
e | REGULATORY OR LEC IDENTIFYING INFORMATICH) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 386 | Continued Fram page 156 D 368

Refer to the interview with the ED and DRC dated
QB/06/19 at £:45pm.

7. Review of Resident #1's current FL-2 dated
07/08/19 revealed a diagnosis of dementia with
behaviors (vascular).

Review of = previous FL-2 for Residant #1 dated
01/15/18 revealed additional diagnoses of
dementia, bipolar disorder current manic state,
Alzheimer's disease with behavioral disturbance,
coronary artery disease, and hypothyroidism,

| @ Review of a physician orders for Resident #1
dated 01/15/18 revealed there was a physician's
erder for Depakote ER (used to ireat ssizure
disorders and behaviors) 250mg every moming
and every night.

Review of subseqguent physician orders for
Resident #1 dated 02/20/19, 08/0339, O7/08M1a,
and 07/15/19 revealed a medication order for
Depakote ER 250mg two times a day.

Review of Resident #1's May 2019 elactronic
medication administration records {eMARs)
revealed:

-There was an entry printed for Depakote
Sprinkles (divalproex) capsule, delayed releass
sprinkle 125mg two capsules twice a day af
B:00am and &:00pm.

-Depakote was documented as "charted late" & of
62 timas,

Review of Rasident #1's June 2019 eMARSs
revealed:

-There was an entry printed for Depakots
Sprinkles (divalproesx) capsule, delayed raleasa
sprinkle 125mg two capsules twice a day at
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B:00am and 8:00pm,
-Depakote was documented as “charted late” 1 of
25 times,

Review of Resident #1's July 2019 eMARs
revealed:

-There was an entry printed for Depakote
Sprinkles (divalproex) capsule, delayed release
sprinkle 125mg two capsules twice a day at
£:00am and 8:00pm.

-Depakote was documented as "charted late” 2 of
44 times,

Refer to the six confidential staff interviews .,

Refer to the interview with the Corporate
Registered Nurse (Carporate RN) and Director of
Resident Care (DRC) on 0B/01/15 at 11:2T7am,

Refer to the interview with the ED and DRC dated
0B/OB/19 at 4:45pm.

b. Review of a physician orders for Resident #1
dated 01/15/19 revealed there was a physician's
order for Depakote ER (used to treat seizure
disorders and behaviors) 250mg every morning
and every night.

Review of subsequent physician arders for
Resident #1 dated 02/20118, 06/03/19, 07/08/18,
and 07/15/1% revealed a medication order for
Depakote ER 250mg two times a day.

Review of Resident #1's May 2019 electronic
medication administration records {eMARS)
ravealed:

-There was an entry printed for Depakote
Sprinkles (divalproex) capsule, delayed releass
sprinkle 125mg two capsules twice a day at

| 8:00am and 8:00pm,
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| -Depakote was documented as "charted late” & of

62 timas,

Review of Resident #1's June 2019 eMARs
revealed:

~There was an entry printed for Depakote
Sprinkles (divalproex) capsule, delayed release
sprinkle 125mg two capsules twice a day at
8:00am and 8:00pm.

-Depakote was documented as “charted late” 1 of

| 25 fimes.

Review of Resident #1's July 2019 eMARs
revealsd:

~There was an entry printed for Depakote
Sprinkles (divalproex) capsule, delayed release
sprinkle 125mg two capsules twice a day at
8:00am and 8:00pm.

-Depakote was documented as "charted late” 2 of
44 times,

Refer to the six confidential staff interviews.

Refer to the interview with the Corporate
Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/18 at 11:27am,

Refer to the interview with the ED and DRC dated
08/06/12 at 4:45pm.

c. Review of a physician orders for Resident #1
dated 01/15/19 revealed there was a physician's
order for Lithium Carbonate (used to treat
behaviors) 150mg three times daily.

Review of subsequent physician's ardars for
Resident #1 revealed:

-There were physician orders dated 02/20/1 g
08/03/19, 07/08/13, and 07/15/1%9 for Lithium
Carbonate (used to treat behaviors) 150mg three

D 366
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times daily.

-There was a physician's order dated 04/19/18 to
discontinue Lithium capsules and start Lithium
liguid 8meqg/5m| 2.5ml three times daily, and
subsequent orders dated 06/03/19 and 07/15/19
continuing the Lithium liquid Bmeg/Sml 2.5mi
three times daily.

Review of Resident #1's May 2013 eMARs
revealed:
-There was an entry printed for Lithium "100's"

| oral suspension take 2.5m| (4meg) three times

daily and scheduled for administration at 8:00am,

{ 2:00pm, and 8:00pm.

-Lithium suspension was documented as "charted
late” 5 of 84 times.

Review of Resident #1's June 2019 eMARs
revealad:

-There was an entry printed for Lithium "100's"
oral suspension take 2.5mi {4meq) three times
daily and scheduled for administration at 8:00am,
2:00pm, and 8:00pm.

-Lithium was documented as "charted late” 1 of
28 times,

Review of Resident #1's July 2019 eMARs
revealed:

-There was an entry printed for Lithium “100's"
oral suspension fake 2.5m| (4meq) three times
daily and scheduled for administration at 8:00am,
12:00pm, and 8:00pm.

-Lithium was decumented as “charted late” 1 of
42 fimes.

Refer to the six confidential staff interviews.
Refer to the interview with the Corporate

Registered Nurse (Corporate RN) and Director of
Resident Care (DRC) on 08/01/19 at 11:27am.
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Refer to the interview with the ED and DRC dated
08/06/19 at 4:45pm,

d. Review of physician orders for Resident #1
dated 02/20/19, 06/03/19, 07/08/19, and 07/15/15
revealed there was a physician's order for
Levothyroxine (used to treat hypothyroidism)
125meg every morning.

Review of subsequent physician orders for
Resident #1 revealed:

-There was a physician's order dated 03/29/18 ig
discontinue Levothyroxine 125meg daily and start
Levethyroxing 88meg daily.

-There was a subsequent order dated 06/10/19 tg
start Levothyroxine S0mcg every day.

-There was a physician's order dated 07/08/18 for
Levothyraxine 112.5mcg every day.

-There was a subsequent order dated 07/16/19
for Levethyroxine 50mcg every day.

Review of Resident #1's May 2018 eMARs
revealed:

-There was an entry for Levothyroxine 88mcg one
tablet every morning with an end date of 06/04/19
and scheduled for administration at 5:00am,
-Levothyroxine was documenied as “charted late"
or “administered late” 2 of 21 times.

Review of Resident #1's June 2013 eMARs
revealed:

-There was an entry for Levothyroxine 88mico one
tablet every morming with a start date of 08/04/19
and an end date of 06/08/19 and scheduled for
administration at 5:00am.

-Levothyroxine was documented as "charied late™
1 of 5 imes.

Review of Resident #1's July 2019 eMARs

O 366
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revealed there was no documentation of late
charting for administration of the Levothyroxine.

Refer to the six confidential staff interviews .

Refer to the interview with the Corporate
Registered Nurse (Carporate RN) and Director of
Resident Care (DRC) on 08/01/18 at 11:27am.

Refer to the interview with the ED and DRC dated
08/06/109 at 4:45pm,

e. Review of Resident #1's FL-2 dated -1/15/19
revealed there was a physician's orders for
Exelon (used to treat dementia) 1.5mg twice
daily.

Review of physician orders for Resident #1 dated
02/20/19, 06/03/19, 07/08/19, and 0711519
revealed there was a physician's order for Exelan
{used to treat dementia) 1.5mg twice daily,

Review of a subsequent physician order for
Resident #1 revealed there was a physician's
order dated 06/03/12 to discontinue Exelon
1.5mg capsule twice daily.

Review of Resident #1's May 2018 eMARs
revealad:

-There was an entry for Rivastigmine (generic for
Exelon) 1.5mg capsule twice a day with a begin
date of 04/03/18 and an end date of 05/05/19
scheduled for administration at 8:00am and
8:00pm.

-Exelon was documented as “charted late” or
“administered late” 7 of 58 times,

Review of Resident #1's July 2018 eMARs
revealed there was no documentation of late
charting for administration of the Exelon,
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Refer to the six confidential staff interviews.

| Refer to the interview with the Corporate

Registered Nurse (Corporate RM) and Director of
Resident Care (DRC) on 08/01/18 at 11:27am.

Refer to the interview with the ED and DRC dated
OB/0B/19 at 4:45pm.

Confidential staff interview revealad:

-If "charted late® was documented on the eMAR,
it meant the medication was given on time, but it
was late being charted.

-Thera would be different reasons to cause late
charting.

-The MA could get held up helping a resident.
-There could be |ate starts due to the night shifi
(11:00pm-7:00am) being busy.

-"Late start" could mean the MAs did not start an
time, something happened while getting report,
there was a delay due to counting medications, or
the MA from the previous shift was still giving out
medications.

Confidential interview with a second staff member
revealed:

-If the medication was given on time but charted
late then the resident's name in the eMAR system
would have been blue when the medication was
pulled.

-If the medication was given on time but
documented late there would have to be a reason
given documented.

-The internet going down and getling kicked out

| of the system could cause late charting.

-Medications should not be given late or charded
late.

-Medications should be documented immediately
after administration,

D g6
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Confidential interview with a third stafi member
revealed:

~Charled late was used when the medication was
given on lime but was documented late on the
eMAR systam,

-Charted late was sometimes due to bad weather
and the internet gaing out.

Confidential interview with a fourth staff member
revealed medications were supposed to be
documented as soon as the resident was
observed swallowing the medication.

| Cenfidential interview with a fifth staff member
revealed:

<The MAs had one hour before and one hour
after the scheduled time to give a medication or
they would have to click on an extra box and
choose given late or charted late.

-The process used was to prepare the
medications by popping into & cup, then go to
deliver the medication.

-The next step was to administer "a faw"
residents’ medications.

-By the time the medications were actually
documented, the eMAR showed late. This was
why medications documented as charted late
were "technically" administered on time.

Confidential interview with a sixth staff membar
revealed:

-The staff would administer "two or three"
residents' medications then go back and
document the medications wers given.

-The staff was taught by [two medication
alde/supervisor's names] to dlick on the red box
on the eMAR and choose chared late.

-It took time to click tha medications off after
administration for each of the multiple residents
Division of Health Service Riegutation
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so that was why the staff charted given on fime,
charted late. The medication was not late,

Interview with the Carporate Registerad Nurse
{Corporate RN) and Direclor of Resident Cara on
08/01/19 at 11:27am revealed:

-Medications were expected to be documented at
the time of administration.

-Medications were expected to be documented as
soon as the resident was administerad the
medication,

-With the current system in place, there was ng
way to determine if a medication was
administered late if the MA documented the
medication was charted late but given on time.
-When a medication was documented by a MA as
charted late/administered on time, the only way to
know if a medication was given at the scheduied
administration ime would be to have observed
the medication being administered.

-The MAs had been trained how to document
comectly.

| Interview with the ED and DRC on 08/06/19 at
4:45pm revealed:

-Medications were expected to be charted by the
MAs at the time of administration.

-The process the MAs were expected to follow
was to give the medication the document the
medication right after giving it: before going to
another resident,

The facility failed to assure medications including
insulin and controlled substances were
documented at the time of administration and
failed to maintain an effective system to assure
verification of medication being documented
when administered, This facility's failure placed
the residents at risk for medication Brrors,
medications being administerad late, and |
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administration of duplicate doses of medication
all of which was detrimental to the health, safety,
| and welfare of the residents and constitutes a

Type B Violation,

The facility provided Plan of Proteciion in

accordance with G.S. 1310-34 on 08/05/19 for

this violation,

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED SEPTEMBER

{ 20, 2019
D 367 10A NCAC 13F 1004{j) Medication D 267

Administration

10A NCAC 13F .1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

{2) name of the medication or treatment order;
{3) strength and dosage or quantity of medication
administered;

{4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed {PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration:

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusais: and,

{8) name or initials of the person administering
the medication or treatment. If initials are used, a

| signature equivalent to those initials is o be

documented and maintained with the medication

| administration record {MAR).
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This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record reviews and interviews, the
facility failed o assure accuracy of the electronic
medication administration records (eMARs) for 3
of 3 sampled residents (Residents #1, #3. B2
related to as needed orders without indication for
administration and duplication of eMAR entries
for finger stick blood Sugars and an antiplatelet
medication (#3); duplicate administration times
for a medication ordered once daily for treatment
of gastric reflux (Resident #4), and an incarrect
dose franscribed to the eMAR for a medication
used to treat hypothroidism (#1 ).

The findings are:

1. Review of Resident #3's current, hospital

| Benerated FL-2 dated 02/13/19 revealed

| diagnoses included chronic kidney disease,

| congestive heart failure (CHF), coronary artery
disease (CAD), bipolar disorder, and
hypoglycemia.

a. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed a medication
order for Clopidogrel 75mg daily, (Clopidogrel is
used o inhibit blood clotting).

Review of Resident #7's May 2019 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Clopidogrel 75mg daily
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10A NCAC 13F .1004 (J) Medication AdrTinistr‘atiDn

Medication administration training

was provided 8/20/19 by the Pharmacy
to include order process, administration,
documentation, insulin preparation,
avaifabilityfdeiivery of medications

and pharmacy notifications, | 09/20/2014

Medication order audits (white paper) were |
conducted by the pharmacy registered nurse
on 8/18 & in coordiantion with facility |
personnel to identify medications wera

scheduled as ordered, including entries for |
vital signs, blood glucnse results, parameters,
and checking for duplicate orders, iusxznmmg

Medication compliance reports are run |
daily to verify medications are administered
per physician arder, availability of medications,
documentation, compliance with parameters.
Compliance reports are obtained by the |
Care Mgrs, reviewed and submitted to the

ED for review during daily dept head ,
meetings. |08/20/2019)
{ongeing

Training provided to the Care Managers on |

the order processing system on 8/8/19. The

Care Managers are responsible for processing
orders. Care Managers follow up daily on |

the order processing files to assure any |
pending items are addressed, ED monitars|

and reviews order processing files daily |

at dept heads meetings to assure compliance

and utilization of the process, |09/20/201

Medication cart audits implemented an 81810 ongoing

cars are audited weakly Ey the medication |

aide and supervisors in coordination with fha [

care managers. This process compares the [

medication administration record to the

medication on hand, lzbels, checking

documentation, parameters per physician

Inrdem, and expired rnsdljrﬁliuns. udit:l ! ongain ;
th T _FEvis
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with administration time seheduled af 8:00am TheIMemcry Save Managa_r NG Linvsio of
’mm it d"‘ st Resident Care are responsible to assure
ﬂ' m"e'“ ‘ hn: 951:;, 1; RRRTIG I e completion of weekly audits, accuracy, n _
-There was a second elntr'_.r for Clopidogrel 75mg duplications and medication availability
daily with administration time scheduled at in coordination with the Medication Aides
9:00am. There were start nd and datas ED monitors compliance and reviews audits 09/20/2019
documented as 04/10/19 and 05/14/15, e
-There was a third entry for Clopidogrel 75mg
daily with administration time scheduled at MCM & DRC will run medication admin
gﬂ?ngTt:m wasa siartddate d;’““““"‘?d;'s compliance reports, to assure medication i
gifupidoéra«le?r;:gaigg ‘::md;le l:;c:;"“” o administration, documentation, parameters for
= Bl & 3
administered on 05/16/13 and 05/17/19 on the compliance and present the Executive 09/20/201
frst and third eMAR entries (duplicated dosing). Director during daily dept head meetings. Tl
;:f:!::j Resident #3's July 2019 eMAR Training and education was provided to the
-There was an entry for Clopidogrel 75mg every maﬂ;cahﬁn aides anf::i Care Managers to
day at 8:00am. facilitate understanding and application of
-There was dﬂmﬁﬁtaﬂﬂn on 07/09/9 at the uDan Time FI‘D@EEE" whichis a process
9:16am which read * | believe these ara Lo assure to ensure consistent medication
duplicate will confirm." administration by syncing the docum entation 912012019
-There was documentation on 07/10/18 at and system data when back on-line. F
8:10am which read "duplicates given at Ba.m."
-There was documentation on 0771 1/12 at B8:38am
which read "ALL ARE DUPLIATES" [sic] |
|
Interview with a medication aide {MA} on
07731118 at 3:20pm revealed:
-Some medications populated on the eMAR at
8:00am and duplicated again at 9:00am.,
-The duplicate medications for the 9:00am dose . .
would not be due at 9:00am, Med Aides were retrained on electronic
-She did not know why some medications would rl'lEdicat'n?n administration system, order
duplicate at the 9:00am doss, processing/delivery, med administratian
-She would document duplicate orders at 8:00am process, six rights of med administration,
| @s administered even if not administered to close disruption during medication pass, carl
: the duplicate order in the eMAR. audits and accurate measuring of 00/20/201
| -She would determine the corract administration
| meds on 8/8/19 & /19, :
time for the medications by pulling the pill pack = EARIND RN
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and comparing the instructions on the pill pack to Medication order au#lts (white paper) was
the orders in the eMAR. completed by a Registered Pharmacy Nurse
on 8/19 & 8/22 in coordination with facilit
Interview with the Executive Director (ED) on personnel to identify medications are scheduled
08/01/19 at 10:02am ravealed the electronic as ordered, including entires for vital signs,
health record/eMAR system had some "glitches” blood sugar results. required actions to
and there would sometimes be duplicate entries include monitoring for duplicate orders.
on the eMARS, 08/20/301
Review of Resident #3's Pharmacist Drug ,
Regimen Review dated 07/12/19 revesleg: mg—;ﬂ cgﬁﬂﬁgd?;?nﬁigggglmg;ﬁﬁnﬂ
- [a] ri
-dThgre was no recommendation related 1o the and oversight to assure mmplianﬂeg
uplicate doses of Clopidogre! 75mg documented through rts. audi ;
stk ; : gn repaorts, audits and observations,
as administered or the duplicated entries on the ED will review reports, audits and
eMAR for Clopidogrel 75mg daily scheduled at complete observations daily during
both 8:00am and 9:00am, dept head meetings, 0g/20/2019
-Thers was documentation the resident's "chart” ongoing
was reviewed, "no recommendations "
Interview with the Corporate Registered Wik Monitoring of medication administration
! ; compliance will be conducted through
(Corporate RN) and Director of Resident Care internal systems. tools and processes as
(DRC}) on 08/01/19 at 11:27am revealad: outlined in the plan of correction
-The facility had been using the current for 13F. 1[]04{]5:: Tag D367, ongoing
medication administration system since March
2019,
-Every time there was a new prescription
(whether it was a change or a renewal), there was
a new prescription number and it would come up
as & duplicate entry on the eMAR, gl ; : g
-When fold by a MA of any duplicate entries. the Déws.'qna' Team will monitor mml:hcauun
RDC tried to go into the eMAR and remove it but onsite vieton compliance weekly through
: g ensite visits and reviewing system outcomes
sometimes they would pop back up on the eMAR with the ED. 09/20/201%
because the pharmacy put them back in. angoing
-There was no way to determine if Resident #3
was administered duplicate doses of Clopidogrel
without physically observing the medication Senior Level Management to include SVP
passes. will conduct weekly status calls and site
visits at least twice monthly to review 09/20/2019
| Refer to the interview with the Pharmacy previously mentioned systems, tools and angoing
I Consultant from the facility's contracted processes and verify compliance.
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pharmacy provider on 08/05/1g al 10:10am,

Refer to the interview with the Exescutive Director
(ED) on 08/01/19 at 10:02am,

b. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed & medication
order for finger stick blood sugar (FSBS) three
limes daily before meals scheduled daily at
7.002m, 12:00pm, and 5:00pm,

Review of Resident #3's May 2019 through-July
2019 electronic medication administration records
{eMARSs) revealed:

-There was an entry for FSBS three times a day
before meals scheduled at T:.00am, 12:00pm, and
5:00pm.

-There was a sacond entry for FSBS three times
8 day before meals scheduled af 8:00am,
12:00pm, and 5:00pm.

Review of Resident #3's Pharmacist Drug
Regimen Review dated 07/12/18 revealed,
-There was no recommendation to remove the
second entry for FSES three times daily
scheduled at 8:00am. 12:00pm, and 5:00pm
which did not match the order dated D3/07/19.
-There was documentation the resident’s "chan”
was reviewed; "no recommendations "

Interview with the Pharmacist from the contracted
pharmacy provider on D8/05/19 af 10:10am
revealad:

-He had no recommended for Resident #3 on
0771219 when there should be one,

-Resident #3 should not have 2 different FSBS
orders.

-He should have recommended to discontinue
the 8:00am, 12:00pm, and 5:00pm FSBS.
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Interview with the Executive Director {(ED) an

| DB/0SM19 at 2:45pm revealed she was not aware
of any problems or concerns regarding Resident
#3's FSBS orders.

Refer to the interview with the Pharmacy
Consultant from the facility's contracted
pharmacy provider on 08/05/19 at 10:10am.

Refer to the interview with the Executive Diractor
{EDY) on 0B/01/19 at 10:02am.

€. Review of a medication order for Resident #3

| dated 0B/10/19 revealed:

-There was an order for Tramadol 50mg take 0.5
tablet (25mg) every 6 hours as needed.
(Tramadol is a controlled substance used to treat
pain},

-There was no indication on the order for the as
needed administration of the Tramadol.

Review of Resident #3's June 2019 and July

2018 electronic medication adminisiration records
(eMARSs) revealed:

-There was an entry for Tramadol 50mg take 0.5
tab (25mg) every 8 hours as neadad (prn}.
-There was no indication for the as needed
administration of the Tramadol.

-Sixteen doses of Tramadal were documented as
administered in June 2019,

-Twenty doses of Tramadol were documented as
administered in July 2019,

Review of Resident #3's Pharmacist Drug
Regimen Review dated 07/12/15 revealed:
-There was no recommendation to clarify the
Indication for as needed administration of
Tramadol.

-There was documentation the resident's "chart”
was reviewed, "no recommendations."
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Interview with the Pharmacist from the contracted
pharmacy provider on 0B/05/19 at 1 0:10am
revealed:

-According to his notes, he had no
recommendations for Resident #3 on 071219,
when there should be one.

-Normally, he would recommend, "need listed
reasoning of given prn."

Interview with the Executive Director {ED) on
08/05/2019 at 2:45pm revealed sha was not
aware of any problems or concerns regarding
Resident #3 with no indication for the as needed
adminisiration of the Tramadal

Refer to the interview with the Pharmacy
Consultant from the facility's contracted
pharmacy provider on 08/05/19 at 10:10am.

Refer to the interview with the Executive Director
(ED) on 08/01/18 at 10:02am,

d. Review of Resident #3's physician renewal
orders dated 03/07/19 revealed,

-There was a medication order for
Acetaminophen 325mg take two tablets avery 4
hours as needed, (Acetaminophen is an
analgesic used to treat mild pain and reduce
fever),

-There was no indication on the order for the as
needed administration of the Acetaminophen.

Review of Resident #3's May 2019-August 2019
electronic medication administration records
(eMARs) revealed:

~There was an entry for Acetaminophen 325mg
lake two tablets ever for hours as needed.
-There was no indication for the as needed
administration.
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-Acetaminophen was documented as
administered on 06/10/19 at 12:00pm.
-Acetaminophen was documented as

administered on 07/31/19 at T:34am.

Review of Resident #3's Pharmacist Crug
Regimen Review dated 07/11/19 revealed:
-There was no recommendation te clarify the
indication for as needed administration of
Acetaminophen,

-There was documentation the resident’s "chari”
was reviewed: "no recommendations,"

Interview with the Pharmacist from the contracted
pharmacy provider on 08/05/19 at 10:10am
revealed:

-He had no recommendation for Resident #3 on
07112119 according to his notes when there
should be one

-Normally, he would recommend, "need listed
reasoning of given prn.®

Interview with the Executive Director (ED) on
0B/DS/2019 at 2:45pm revealed she was not
aware of any problems or concams regarding no
indication for the as neaded administration of the
Acetaminophen for Resident #3,

Refer to the interview with the Pharmacy
Consultant from the facility's contracted
pharmacy provider at on 08/05/19 at 10:10am,

Refer to the interview with the Executive Directar
(ED) on DB/01/19 at 10:02am.

2. Review of Resident #d's current FL-2 dated
01/17/19 revealed diagnoses included major
depressive disorder, unspecified personality
disorder, chronic pain with disk disease,
hypotension, and unspecified somatization
Divigion of Hoallh Sarvics Regulation

STATE FORM atag

1JHWHA If continuation sheal 173 of 208



PRINTED: 08/20/2019

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES [%1) PROVIDER/SUPPLIERICLIA {%3) MULTIPLE COMSTRUCTION (%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & BUILDING: COMPLETED
G
HAL010007 B WG 08/06/2019
NAME OF PROVIDER OF SUPRLIER STREET ADDRESE, CITY, STATE, Zip GODE
1835 LINCOLN ROAD
LAND HOUSE
He LELAND, NC 28451
Hao | SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION {8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D387 Continued From page 173 O 387

disorder,

Review of Resident #4's physician's orders
revealed a medication order dated 04/15/19 for
Pantoprazole 40mg once daily (Pantoprazole is

| used to treat gastric reflux).

Review of Resident #4's July 12019 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Pantoprazole 40mg daily
with scheduled administration times documented
as 6:00am and 7;00am on the same entry.
-There was documentation Pantoprazole 40mg
was administered at 7.00am from 07/01/18-
07/30M18,

-There was documentation Panteprazole 40mg
was administerad at 6:00am on 07/31/19.

Interview with the Executive Director (ED) on
OBM119 at 10:02am revealed the electronic
health record/eMAR system had some “glitches"
and there would sometimes be duplicate entries
on the eMARs.

Review of Resident #4's Pharmacist Drug
Regimen Review dated 07/12/19 revealed there
was no recommendation regarding the duplicate
administration time for Pantoprazale.

Refer to the interview with the Pharmacy
Censultant from the facility's contracted
pharmacy provider on 08/05/19 af 10:10am.

Refer to the interview with the Executive Director
(ED) on 08/01/19 at 10:02am.

3. Review of Resident #1's current FL-2 dated
07/08/19 revealed:
-There was a diagnosis of dementia with
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behaviors (vascular),
-There was a medication order for levothyroxine
{used to treat hypothyroidism) 1 12.5mcg daily,

Review of a subsequent physician's order for
Resident #1 dated 07/16/19 revealed a
physician's order for levothyroxine 50mcg tablet
every day.

Review of the July 2019 electronic medication
administration record (eMAR) for Resident #1
revealad:

-There was an entry for levothyroxing tablet
S0mcg take one tablet every day.

| -There was no entry for levothyroxine 112.5meg
daily,

Review of the pharmacist Drug Regimen Review
for Resident #1 dated 07/12/19 revealed:

~Thers was no recommendation regarding the
discrepancy in the entry on the eMARs for the
levothyroxine 112.5meg daily that was prescribed
on the 07/08/19 current FL-2,

-There was no recommendation regarding the
discrepancy in the decumentation for
administration of the levothyroxine 50mcqg daily
instead of levothyroxine 112.5meg daily that was
prescribed on the current FL-2 dated 07/08/9,

Feview of a separate pharmacy consultation
report for Resident #1 dated 07/12/18 revealad:
-The pharmacy review was completed by a
representative from the contracted pharmacy.
-There was a printed comment documenting
clarification of the following item of “currently
there are two active orders far Divalproex in the
tomputer on the consultation report.

-There were no recommendations printed on the
consultation report.
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Interview with Resident #1's physician on
08/05/19 at 12:35pm revealed Resident #1's
thyroid stimulating hormane (TSH) laboratory
value was 0.01 in March 2019 when the resident
was prescribed lavothyroxine 125mcg, and was
0.07 an 05/31/19, which meant the resident was
still getting toa much levothyroxine. That was
why she decreased the levothyroxine 1o S0meg.

Refer to the interview with the Pharmacy
Consultant from the facility's contracted
pharmacy provider at on 08/05/19 at 10:10am.

Refer to the interview with the Executive Director
(ED) on 08/01/13 at 10:02am,

Interview with the Pharmacy Consultant fram the
contracted pharmacy provider on GB/05/19 at
10:10am revealed:

-His most recent pharmacy reviews were
completed on 07112113,

-The previous Pharmacy review completed on
04/04/19 was a paper review: not an electronic
raview,

~The facility had gone 100% all electronic
documentation of medications {eMARs).
-Because of the new eMAR system, there were
limited things that he could do.

-He could only verify the orders with what was in
the eMAR system on the date the pharmacy
review was completed.

-The eMAR system did not allow him ta review 3
months before the date the pharmacy review was
completed {(A&pril 2019-Juna 2019).

Interview with the Executive Direcior (ED) an
08/01/13 at 10:02am revealad:

-The facility had been using the current named
electronic health recorg system EHR/eMAR
system since March 2019,
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-The system had some "glitches” which meant
there would be duplicate entries on the eMARSs
for some medications, and the administration
times for some medications would revert by
“default” to 1:00am.

-She did not know why the glitches appeared.
-She acknowledged she had concerns for
medication errors due lo the system glitches.

| The facility failed to assure the electranic
medication administration records ([eMARS) were
accurate for 3 of 3 samples residents (#1, %3 #4)
resulling in medications ordered for as nesded
administration {to include a controlled substance)
being administered by unlicensed staff without a
reason indicated for administration and resulted
in duplicate medication entries on the eMARS.
The facility's failure increased the risk for
medication errors which was detrimental to the
health and safety of the residents and constifutes
a Type B Violation,

A Plan of Protection in accordance with 5.8,
131D-34 was requested on 08/28/19 for this
violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
20, 2019,

D 449 10A NCAC 13F .1211 (b) Witten Palicies And D 449 10A NCAC 13F .1211(b) Wiitten Palicies and Procedures

Procedures

Training provided on 8,/20/19 by pharmacy on written

10A NCAC 13F 1211 Written Palicies And policies and procedures associated with medication

P Zisel administration and Insulin administration, where to
e locate pharmacy written policies and procedures outfined

s f . in the pharmacy manual, Training provided by the ph acy
(b) In add't“":' to ?1her training and orientation registered nurse to include medication administration
requirements in this Subchapter, all staff shall be process and med error prevention,

trained within 30 days of hire on the policies and 9/20/2019
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procedures listed as Subparagraphs (3). (4), (B),
{7). (8}, (9), (10} and (1 1) in Paragraph (a) of this
Ruls,
This Rule i not met as evidenced by:
Based on interviews and record reviews and
interview, the facility failed to assure written
policies and procedures were maintained for safe
administration of medications to include
documentation of medications administerad when
the electronic medication administration system
was not operational,
The findings are:
Interview with the Corporate Registered Nurse
(RM) on 08/01/19 at 5:25pm revealed:
-The famlrt)_r did not have a written medication Training and education provided to the
admmlm‘rahlon policy. — y i medication aides and care managers to
“Tha facility's policy for medication administration facilitate understanding and application
was to follow the rules and statutes related to of the "Down Time Process” which is a
medication administration. process that allows documentation of
; medication administration during off-line
# second rntelmaw with the Corporate RN on activities to ensure consistent electronic
08028 o 9:27am revealed the facility did not medication administration, Once the system
ha"“,' spe:;rﬁq.: “"“E"_ policy on ':'3"‘"" is back on-line, the systerm will sync any
edministration; the policy was to follow the state documentation of data and transactions
rules and regulations. during the off-line time frames. Training also
- ) included when to use and proper use of
Confidential staff mterl':-;aw re".reahd the "':ﬂﬁ_ iy’ Paper medication administration records,
mm:;qbeﬂr_ ms;ﬂe?rgrt::;tl il T:_'"Ed on the faciiity's This process will be monitared by the
catian administration policy. Memory Care Manager and Director of
; ¥ L Resident Care. Ed will manitor
Confidential mtentlau.rs with a second staff compliance through observations and
i teusaled: . follow-up with Care Managers 09/20/201 T
-The staff member had not been trained on the ’ ongoing
facility's medication administration policy or the
electronic health record (EHR)/electronic
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medication administration record (eMAR) system,
-The staff acknowledged the problems increased
the risk for medication errors,

Canfidential interviews with three staff revealed:
~The eMAR system was down sometimes.

-Staff just had to wait to chart the medications as
being administered after the eMAR system came
back up.

-Staff had to remember what medication they
gave or had to give when the system was down
the then document it was given when the systemn
came back up.

-Staff had not been trained on a policy for when
the eMAR system was down,

Review of Resident #3's July 2019 eMAR
revealed:

-There were multipie medications documented
with commenis related to the eMAR system being
non-operation.

-Fer example: there was an entry Buspirone Smg
(used to treat anxiety) scheduled for
administration at 8:00am and 8:00pm. On
07/0319 and O07/05/12 al the 8:00pm dose, thare
was documentation which read * ...8ystem issues
administered right time.”

-For example: there was an entry for Lantus (a
long acting insulin used to lower blood sugar) 10
units at bedtime scheduled for administration af
8:00pm. On 07/03/19 and 07/05/19 there was
documentation which read * -..Bystem issues
administered right time

-For example: there was an entry Aspirin 81mg
(used to thin the blood) scheduled for
administration at 8:00am. On 07/12/19, there was
documentation which read " -.Computer down
..given on fime."

-For example: there was an entry Clopidogrel
75mag {used to deter biood clotting) scheduled for

O 445

with the ED.

ED will review mmJaIianoe with written J
policies and proce

review of systems, tools and processes
during daily, weekly and monthly meetings,

Divisional Team will ensure compliance with
written policies and procedures weekly through ongoing
onsite visits and reviewing system outcomes

ures during observations,

08/20/201
ongoing

L=
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administration at 9:00am. On 07/12/19, there was
documentation which read ~-computer down
-..given on time.”
-For example: there was an entry Dulexetine
60mg (used to treat nerve pain and anxiety)
scheduled for administration at 2:00am. On
07112019, there was documentation which read "
-.Computer down ...given an time."
-For example: there was an entry Escitalopram
10mg (used to treat depression) scheduled for
administration at 9:00am, On 07/12/19, there was
documentation which read computer down
...given on time."
-Faor example: there was an eniry to inject
Movolog (a rapid acting insulin used to lower
blood sugar) sliding scale insulin (S51)
subcutansausly three times daily with meals
according to the following scale: for finger stick
blood sugar (FSBS) result of 141 - 180, give
| units; 181 - 220, give 4 units: 221 - 260, give 8
units; 261 - 300, give 8 units; 301 - 350 = 10, give
| units; 350 - 400, give 12 units: if blood sugar is
greater than 400, give 14 units scheduled at
7:30am, 12:30pm, and 5:30pm. On 07/12/19 at
7:30am, there was documantation which read "
«.medication was given on time. Computer
program not working correctly.

Interview with the ED on 08/01/19 at 10:02am
revealad;

-When the EHR/eMAR system was
down/unavailable, paper MARS should be used
for decumentation of medication administration.
-She was not sure, but thought papers MARSs
could be printed at the first of the manth.

-She had asked the medication aides (MA's) an
avery shift to print resident's paper MAR's the first
of every month to be used if the eMAR went
down,

| =She had not checked to canfirm the paper MARSs
Divigian of Health Senice Regulation
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were printed the first of every month.

-Staff would know to use the paper MAR's by the
verbal shift to shift report,

-She would look for and provide the paper MAR's
if any had been completed when the Systern was
down.

-In addition to unscheduled down time, the
system had scheduled "down time.” The last
scheduled down time was “last Sunday" (no date
specified) from 1.00am-4:00am.

-Papers MARSs should have been used during the
scheduled down time: she was “unsure” if the
Paper MARs had been used during that time,

Interview with the Corporate RN and DRC on
08/01/18 at

11:27am revealed:

-If the power was out or the eMAR system was
down due to Internet issues or other reasons, the
facility was supposed to us= paper MARs for
documentation,

-They did not know where the paper MARs came
from.

-The paper MARs would be in each residents’

| record or kept in the dinic.

-The DRC would lock for the paper MARS and
provide copies,

Telephone interview with an Information
Technology (IT) representative of the facility's

| HER provider on 08/02/19 at 9:45am revealed:
-When the system had scheduled or unscheduled
down fime, there was an "offline" system
available for the facility to document medication
administration,

-The system had schedule downtime for quarterly
updates which was usually from 1:00am-5:00am
central tima,

-Prior to scheduled down time, the systern had a
red banner that provided specifics of the down
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time and reminders were sent to the facility to
assure the offline MARs were completed prior to
the downtime,

-He was not able to track the facility's use of the
offline MARs,

Confidential interviews with three staff revealed:
-Three of three staff had never used paper MARs
when the eMAR system was down,

-Three of three staff had not been trained or told
lo use paper eMARs at any time.

Paper MARs were requested on 08/01/18 at
10:02am and 11:27am, but were not provided
pricr to survey exit,

' Interview with the Executive Director (ED) on

DB/D1/18 at 4:20pm revealed:

-The facility did not have a written medication
administration palicy.

-The facility's policy for medication administration
was fo follow the state regulations for medication
administration,

Refar to tag D 358 10A NCAC 13F. 1004(a)
Medication Administration.

| Refer to tag D 386 10A NCAC 13F, 1004()

Medication Administration.

10A NCAC 13F J212(8) Reporting of Accidents
and Incidents

10A NCAC 13F 1212 Reporting Of Accidents
And Incidents

(e} The facility shall assure the notification of a
resident's responsible person or contact person,
as indicated on the Resident Register, of the
following, unless the resident or his responsible

0449

D454
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10A NCAC 13F A212(e)
Person or contact person objects to such Reporting of Acciden and Incidents
notification: P o
(1) any injury to o illness of the resident requiring Training conducted on 8/22/19 for med'rticrn
medical treatment or referral for emergency aides and care managers on requirement
medical evaluation, with notification 1o be as soon for reporting accident and incidents to in-:lu::lle
8s possible but no later than 24 haurs from the notificationof primary care provider, DSS as
lime of the initial discavery or knowledge of the required by regulation, respansible party,
injury cr ilness by staff and documented in the guardl_ans. 24 hr communication, piRper
NIy reporting procedures and documenation. | 09/20/201p
resident's file; and
(2} any incident of the residant falling or
elopement which does not result in injury Care Mana "
i ; gers are responsible and required to
requiring medical treatment or referal for review incident reports gnd the 24 r'lrm,q
emergency medical evaluation, with notification o communication log to assure accurate and |
be as soon as possible but not later than 48 timely reporting o Incident and accident
hours from the time of initial discovery or reports as outline in the rule. 9/20/2019
knowledge of the incident by staff and ongoing
documented in the resident's file, except far
elopement requiring immediate notification Exeautiu{e Director will review all incidents
according to Rule {0906(f)(4) of this Subchapter, and accidents reports tduring daily dept
| head meetings to assure timely rting
| and natifications as outlined in the rule. 09/20/2014
This Rule is not met as evidenced by obaoi
Based on observations, record reviews and going
interviews, the facility failed to contact the
responsible party for 1 of 2 sampled residents Divisional Team will monitar incident and
| (#186) after incidents in which the resident Dmﬂ;;-.ntthrepumng procedures for complian
required emergent hospital evaluation. ekly through onsite visits and reviewing
5 e system outcomes with the ED, 09/20/2019)
The findings are: going
Review of Resident #16's current FL-2 dated
03/09/19 ravealad diagnoses included stroke,
diabetes mellitus, and hypertensian,
Observations on 07/31/18 from 420pm- 4:43pm
revealed: Senior Level Management to include SvP
-Resident #16 was pushed to the medication will conduct weekly status calls and site
100M in & wheelchair. VISits at lsast twice monthly to review | 09/20/2019
| Resident #16 was leaning forward over his right previously mentioned internal systems, angoing
| leg and holding his right leg in his hands: he was | fools and processes to verify compliance, |
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rubbing his right knee and lower leg.

-The resident's right knee was swollen and red.
-The resident was moaning.

-Emergency medical services (EMS) arrived with
| & stretcher.

-The medication aide (MA) reported to EMS that
Resident #16 fell today (07/31/19) at 7:31am, had
| een his primary care provider (PCP), and his
PCP wanted the resident to have an x-ray.

-The Licensed Health Professional Support
(LHPS) nurse reported to EMS Resident #16 had
not seen his PCP, and Physical Therapy wanted
the resident sent out for an x-ray.

-Resident #16 complained of pain from his right
knee down to his right lower leg to EMS.
-Resident #16 was lifted from his wheslchair by
EMS and placed on the stretchar,

-Resident #16 kept his right leg bent and moaned
when EMS attempted to extend his right leg after
transfer to the EMS stretcher,

Interview with the MA on 07/31/19 at 4:40pm
revealed Resident #15 had & fall today
(07/3118).

Review of an Accident/incident Report for
Resident #16 dated 07/31/19 at 11:55am
revealed:

-The resident had an unwitnessad fall in his room,
-In the section fitled notifications, there was
documentation the rasident's “representative"
was not notified,

Review of a hospital After Visit Summary for
Resident #16 dated 07/31/19 revealed:

-The resident was evaluated and discharged on
07raiHe,

-Resident #16's diagnosis was documented as
effusion of the right knee.
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Observations on 08/02/19 at 348pm revealad:
-Resident #16 was laying in his bed in his room.
-His right lower leg was wrapped in a white
bandage.

-EMS was in Resident #16's room preparing him
for transport out of the facility.

Interview with a MA on 08/02/19 at 3:38pm
revealed:

-Resident #16 had a fall on 07/31/19 and had not
been himself since that time and his knee was
swollen.

-The PCP was notified and gave an order to send
the resident to the hospital,

Telephone interview with Resident #16's family
member on 08/06/19 at 1:50pm revealad:
-Resident #16 was sent ta the hospital an
07/31/19 after a fall.

-The family was not notified by the facility that he
was sent to the hospital on 07/31/19.

-The resident was sent to the hospital again on
0a/0218,

~The family was not notified by the facility that he
was sent te the hospital on 0802119,

-A family friend went ta the facility to see the
resident on the evening of 08/02/19 and was told
by staff the resident was not at the facility but was
at the hospital.

-The friend called the resident's family member
on 08/02/18,

-The family would nat have known the resident
was in the hospital if the friend had nat gone to
the facility on 08/02/19 and called the family
member,

-When the family got to the hospital 1o be with
Resident #16 on 08/02/18, tha hespital staff tald
the family the resident had also been avaluated at
the hospital on 07/31/19,

-The resident was admitted to the hospital on

D 454
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080z,

-Resident #16 had very limited communication
and the family member was concernad the
resident would not be able to communicate with
hospital staff without a family member present
because they could not understand the resident.
-The family expected to be notified by the facility
of the resident's hospital visits.

~The facility was aware they were Supposed to
call the family for any hospital visits.

-The family member was going to contact the
Executive Director (ED) about her concerns of
not being notified but had naot yet contacted the
ED.

Interview with a MA on 07/31/19 at 6:30am
revealed:

-When a resident was sent ta the hospital, it was
the facility's procedure to notify the Executive
Director (ED), the PCP, and family.

-The MAs were responsible for campletion of the
nolifications,

Interview with & secand MA on 0B/0BM 3 at
9:50am revealed in an emergency when a
resident was sent to the hospital, the MAs were
responsible for notifying the residents family and
PCP.

Interview with the ED and Director of Resident
Care (DRC) on 08/06/19 at 4:45pm revealad
when a resident was sent to the hospital, their
family or guardian was sUpposed to be notified by
the MA, Supervisar, Memory Care Manager
(MCM), or DRC,

10A NCAC 13F .1308(a) Special Care Unit Staff

10A NCAC 13F .1308 Special Care Unit Staff

D 454

D 485
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D465 | Continued Fram page 185 D 465 Tﬂﬁ NCAC 13F, 1308(a) Special Care
(a) Staff shall be present in the unit at all times in VSR
sufficient number to meet the needs of the Executive Director provided training to
residents; but at no time shall there be less than Care Managers on 8/7/19 in reference to
| one staff persen, who meets the orientation and the special care unit staffin requirements L
training requirements in Rule 1308 of this and the assisting living 5ta§ng requirements. 05/05/2049
Section, for up to eight residents on first and
| second shifts and 1 hour of staff lime for each Care Staff provided training per the NC
additional resident; and one staff person for up to Adult Care Licensure Rules and Regulations
10 residents on third shift and .8 hours of staff on proper staffing ratios. Tra_Fning]pmvfded
time for each additional resident on &/7/13 by the Executive Directaor. DB!DEIZDT&
: is not met as evidenced by Staffing schedules are reviewed each day tJ:
g':azlﬁ: c‘:rsnerv:tﬁ::: imeie;i:f: a]::r.l record include an overview of the week
| reviews, the facility failed to assure: the minimum 24 hs Cara Managers and the 5-E:1'1§EI:IU|EF |
' to assure adequate staff coverage in
number of staff were prasent to meet the needs accordance with the rule. ED reviews
of the residents in the Special Care Unit (SCL) schedule and discusses Coverage with the
for 15 of 24 shifts sampled an 05/14/19, 05/22/19. Care Managers daily during dept head
06/13/19, 07/20119-07/22/19, and m;atln?s_ 1o assure compliance and assist
08/03/19-08/04/19. with solving any staffing concems, 09/05/2019
engoing
The findings ara: '
Review of the facility's current license effective
01/01/18 revealed:
-The facility was licensed for a total capacity of 78
e, Shift staff analysis reporis are rovidad to
e facility was licensed for 24 residents in the the DVPO w:akl:.r furti‘gurew with the Executive
SCu. Director to assure compliance. These internal
reports are a part of a quality assurance system
| Confidential staff interview revealed: that provides overview of staffing, 09/05/2019
-First shift was 7:00am-3:00pm, engaing
-Second shift was 3:00pm-11.00pm.
=Third shift was 11 :00pm-7:00am,
-On first and second shifts, there was typically
one medication aide (MA) and two personal cara
aides (PCAs) on duty in the SCU.
=On third shift, there was typically one MA and
| one PCA on duty in the SCU. | ol
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Confidential interview with a second staff member
revealed,

-Thare were not enough staff on third shift in the
SCU to lake care of the residents,

-There was no Supervisor an duty on second and

| third shift

-For several manths, there had been only one MA
and two PCAs on duty in the entire facility on third
shift.

-When there was only one MA on duty for the
entire facility, the MA had to go to the Assisted
Living (AL) side to give medications and respond
to falls and other incidents,

-The MA could not be twe places at one time: it
was "unsafe "

-The residents in the SCU suffered fram the shart
staffing.

-Every resident on the SCU needed some
assistance with toileting or was incontinent and
required bathroom rounds every two hours.

-The 2 hour bathroom rounds did not get done
like they should because there was not enough
staff.

-There were twa residents in the SCU who
required two person assistance "with everything,”
-When those two residents needed assistance,
the SCU MA or the PCA from AL had to come
help the SCU PCA.

-Some residents had missed their showers (no
dates provided),

-Medications were sometimes late due to MAs
assisting with resident care; the resident cars
came first.

-Staff did the best they could.

-Somebody was going to get hurt because thera
was not enough staff,

-The procedure for staff call outs was as follows:
staff were supposed to call in at least 4 hours
before the start of their shift: staff calling out were

D 485
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supposed ta find their own coverage.
-Sometimes coverage was not found,

-Not all staff adhered to the call out procedure
and did not even look for coverage when they
called out,

="We can only do so much." Staff could not be
two places at ane time.

~The medication aide/supervisor (MASS) wha
made the staff scheduls knew the SCU was shart
staffed.

-The MA/S would sometimes help look for
coverage when they were short staffed . but the
MA/S would not help on the fioor.

-The Executive Director (ED) was aware of the
short staffing,

~The Memory Care Manager (MCM) would help
sometimes, but not on third shift.

Confidential interview with a third staff revealed:
-Residents in the SCU were not bathed or
checked on like they should be becausa thera
was not enough staff on duty,

-Rounds were "regularly” late because there was
nat enough staff on duty on third shif.

-"A lot* of the residents had falls and wandered so
staff needed to watch them closely: there was not
enough staff to do this.

Confidential interview with a fourth staff revealed:
-Sometimes there was not enough =taff for SCU,
-AMA/S and MCM came in to cover a shift but
the staff member did not remember when,

Observations on 08/02/19 between 9:10am and
8:20am on the SCU revealed:

-There was a resident in a hospital bed in the
SCuU.

-Incontinent care was provided to the resident,
-The resident was turned, repositioned, and

| supparted in place on his side by one PCA,
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-Incontinent care was provided to the resident by
a second PCA while being supported in place by
the first PCaA.

-The resident was unahbla to provide any
assistance with turning and positioning and
required the assistance of two staff,

| Interview with a PCA an 08/02/19 at 9:10am

revealed:

-The resident required total care.

-The resident received hospice services and was
bathed by the hospice aide three fimes a weeak,
-The PCAs helped the hospice aide with bathing
the resident.

Review of the Daily Census Report {DCR} dated
05/14/19 revealed the SCU CENSUS was 24,
requiring 24 staff hours on first and second shifts
and 19.2 staff hours on third shift.

Review of the individual employes time card
punch detail reports dated 05/14/19 revealad:
-8CU staff clocked in for a total of 17.3 hours on
first shift, a shortage of 6.7 staff hours.

-5CU staff clocked in for a total of 17.25 hours an
second shift, a shortage of 6.75 staff hours,
-SCU staff clocked in for a total af 13.75 hours on
third shift, a shorlage of 5.45 staff hours,

Review of the DCR. dated 05/22/19 revealed the
SCU census was 24, requiring 24 staff hours an
first and second shifts and 19.2 staff hours on
third shift,

Review of the individual employee time card
punch detail reports dated 05/22/19 revealed:
-5CU staff clocked in for a total of 18,72 hours on
first shift, a shortage of 5.28 staff hours,

-5CU staff clocked in for a total of 14.53 hours on
second shift, a shortage of 5.47 staff hours.
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-SCU staff clocked in for a total of 19 hours on
third shift, a shortage of 0.2 staff hour.

Review of the DCR dated 06/13/19 revealed:
-The SCU census was 24, requiring 24 staff
haurs on first and second shifts,

-The Assisted Living (AL} census was 50,

Review of the Assignment Sheet dated 06/131g
ravealed there was only one medication aide
(MA) scheduled on third shift for the antire facility
census of 74.

Review of the individual employee lime card
punch detail reports dated 06/13/19 revealed:
-5CU staff were clocked in for a total of 15.23
hours on first shift, a shortage of 7.77 staff hours.
-5CU staff were clocked in for a total 18 hours on
second shift, a shortage of 6 staff hours.

Review of the DCR dated 07/20/18 revealed the
SCU census was 22, requiring 22 staff hours on
first and secand shifts and 17,6 staff hours on
third shift.

Review of the individual empioyee time card
punch detail reports dated 07/20/19 revealed:
-3CU staff were clocked in for a total of 20 hours
on first shift, a shortage of 2 staff hours.

-SCU staff were clocked in for a total of 16 hours
on third shift, a shortage of 1.6 staff hours.

Review of the DCR dated 07/21/19 revealed the
SCU census was 22, requiring 17.6 staff hours on
third shift.

Review of the individual employee time card
punch detail reports dated 07/21/19 revesled
SCU staff clocked in for a total of 15.75 hours on
third shift, a shortage of 1.85 staff hours,
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Reviaw of the DCR dated 08/03/19 revealed:
-The 5CU census was 22, requiring 22 staff
hours on first and second shifts,

-The AL census was 46,

Review of the Assignment Sheet dated 08/03/19
revealed there was only one MA scheduled on
third shift for the entire facility census of 68,

Review of the individual employes fime card

punch detail reports dated 08/03/18 revealed:
-8CU smﬁdmdmfwatutaluf 13.5 hours on |
first shift, a shortage of 8.5 staff hours.
-5CU staff clocked in far 3 total 17.25 hours on |
second shift, a shortage of 4.75 staff hours,

Review of the DCR dated 08/04/19 revealed;
-The SCU census was 22, requiring 22 staff
hours on first and second shifts and 17.8 staff
hours on third shifi.

-The AL census was 45,

Review of the Assignment Sheet dated 08/04/1
revealed there was only one MA scheduled on
third shift for the entire facility census of 68,

| Review of the individual employee time card
Punch detail reports dated 08/04/18 revealad:
-SCU staff clocked in g total of 16.25 hours an |
first shift, a shortage of 5.75 staff hours.

-5CU staff clocked in for a total 10.25 hours on
second shift, shortage of 11.75 staff hour,

Interview with the MCM on 08/02/19 at 11:46am
revealed

-The SCU had 24 residents.,

-Mormally, there should be one MA and two PCAs
on duty on all shifts in the SCU,

~The SCU had some "challenges" refated 1o short
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staffing,

-3he was a MA and nurse aide {NA) and she

helped as needed to cover shifts. |

\Interview with the Executive Director (ED) on

DB/06/19 10:20am revealed:

-There should narmally be one MA on duty for

each medication carf,

-The facility had 3 medication carts! two in the AL
and one in the SCU.

-Narmally when the facility was short MAs, one of
two (named) MAs would work the medication
carts in the AL and/or SCU.

-One of the MA/S was responsible for completing
the staff schedule and she {the ED) reviewed it
with the MA/S,

-Sometimes there was only one MA on duty for
the entire facility; this happened when someone
called out or was off,

-Thers were three MAs wha worked third shift in
the facility.

-The facility had three PCAs who were currently
warking third shift in the facility,

-She acknowledged the MA/Supervisor who
completed the staff schedule was not awareg of
the required staffing ratios,

-The Memory Care Manager (MCM) and the ED
would look over the schedule before it was
finalized,

-She was aware of the daily staffing schedule for
the facility.

-There have been no complaints from residents
or family members when the facility was short of
staff,

-She was unsure how many residents in the SCU
were incontinent or needed toileting assistance.
-Currently, there were two residents in the SCU
who were heavy-care; they required total care
assistance from staff with all activities of daily
fiving (ADLs).
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| Interview with the MA/S on D8/08/19 11:32am
revealed:

-She did the staff schedule,

-The staff schedule alsn known as the
assignment sheets were dane on weekly basis
(Wednesday to Wednesday),

-The MA/S and the ED would go over the siaff
scheduling before it was finalized,

-A copy of the final schedyle would be given ta
the EO.

-When the facility staff called out, the policy was
to contact the MA/S four hours prior to the shift
and the facility staff would hayve to contact three
alternates to discuss coverage of the shifi.

| -If the facility staff called out, the MA/S had come
inte work (no dates provided),

-The ED and the other supervisors had also
come In fo work to cover the staff shartage,

-She was not aware there were only three facility
staff members (one MA and two PCAs) for the
entire facility on third shifi on some dates,

-She wasn't sure of the exact number of residents
on SCU that requiired total care.

A second interview with the MCM on 08/06/19 at
2:33pm revealed:

-She was not involved with the production of the
staff schedule,

-She acknowledged there ware ‘maybe” somea
shifts in the SCU that were short staffed.

-The MA/S assignad to complete the staff
schedule did her best 1o assure all shifts hag
adequate coverage,

-When a staff called oyt for a shift, she attempted
to call other staff to cover the shift,

-She was awars the weeakand of
08/03/19-08/04/19 there was a staff shortage in
the SCL.

-On Sunday, 08/04/19, she came in at 8:45am

D 485
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and left at 3:00pm due to the staff shortage.
-On Sunday, 08/04/19, on second shift, there
were two PCAs and ane MA,

=0n Sunday, 08/04/19. third shift, she was not
aware of the number of PCAs or MAs warking in
the SCU.

Interview with the ED and Directar of Resident
Care (DRC) on 08/06/19 at 4:45pm revealed:
-First shift was T:00am-3:00pm.

-Second shift was 3:00pm-11:00pm.

-Third shift was 11:00pm-7:00am.

-They were aware there was a problem with short
staffing,

-The facility was “gonstantly” hiring.

-The process for staff call outs was as follows
the staff called the Supervisor, the Supervisor
attempted to call other staff in 1o cover the shift,
the two Supervisors or MCM coverad the
medicalion carts when the facility was short
staffed; the process did not happen the previous
weekend (08/03/18-08/04/1 g).

-"We were short staffad anyway" (over the
weekend 08/03/19-08/04/1 218

-The weekend of 08/03/15-08/04/15 was short
staffed in the SCU and AL

-Cver the weekend (08/0311g and 08/04/19), the
Supervisor sent out a "mass text" to staff and
notified her of the short staffing, but could not get
staff to come in.

-The DRC, MA/Ss, and MCM were unavailable to
come in on 08/03/19 or 08/04/1 8, the ED did not
know why they were unavallable.

-The ED expected staffing to ba maintained in
accordance with the rules and o meet the
residents' needs,

G.S. 1310-21(2) Dedlaration of Residents’ Rights

D 485
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G.8. 131D0-21 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
regulations,

This Rule is not met as evidenced by

Based on observations, interviews and record
reviews, the facility faited to ensure residents
received care and services which were adequate,
appropriate and in compliarice with relevant
federal and state laws and rules and regulations
related to training on cardio-pulmonary
resuscitation and madication administration,

| The findings are:

| 1. Based on observations, record reviews and
interviews, the facility fajled to assure at least one
staff person was abways on the premises who had
completed within the last 24 months 8 course on
cardio-pulmonary resuscitation (CPR) for 14 of 15
shifts on third shift from July 1, 2018 through July
15, 20148, [Refer to Tag 167, 10A NCAC 13F
0507 Training on Cardio-Pulmonary
Resuscitation (Type B Violation)].

2. Based on record reviews and interviews. the
facility failed to assure accuracy of the electronic
medication administration records {eMARSs) for 3
of 3 sampled residents (Residents #1, #3, #4)
related to as needed orders without indication for
administration and duglication of eMAR entries
for finger stick biood Sugars and an antiplatelat

Da12

G.5. 131D-21(2) Declaration of Resident Rights

Resident Rights training was provided by
the ombudsman on 8/30/2019.

Refer to Plan of Correction for Tag 167
10A NCAC 13F .0507
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medication (#3); duplicate administration times ‘ Refer to Plan of Correction for
| for a medication ordered once daily for treatment 10A NCAC 13F .1004(j)

of gastric reflux (Resident #4), and an incorrect |

dose transcribed to the eMAR for a medication
used to treat hypothroidism {#1). [Refer to Tag
367, 10A NCAC 13F .1004()) Medication |
Administration (Type B Violation)). |

3. Based on observations, Interviews, and recard
reviews, the facility failed to assure medications

7 of 8 sampled residents (#1, #3 #4, #5, 45, #11, 10A NCAC 13F .1004(j)
[ #15) and failed to maintain a safe systemn to
assure medications were documented at the time
of administration. [Refer to Tag 366, 104 NCAC
| 13F 1004() Medication Administration (Type B
|' Vialation)].

DQ'HI G.5; 131D-21(4) Declaralion of Residents' Rights Da14

G.S. 1310-21 Dedlaration of Residents' Rights
Every resident shall haye the following rights:
| 4. To be free of mental and physical abuse,

neglect, and exploitation,

This Rule is not met as evidenced by Rights
| Based an observations, interviews, and record
| reviews, the facility failed to assure each resident
| was free of neglect as related to health care,

Omsbudsman on 8/30/2010,
The findings are:

| 1. Based on observations, interviews, and record
reviews, the facility failed o assure the acute and

| chronic health carg needs were mat far 5 of §

| sampled residents (#1, #3, #4. 81 3. and #15)

Tag 357

were documented directly after administration for Refer to Plan of Correction for Tag 386

medication administration, and implementation, Reaident Riphts training provided by the |

G.5. 131D-21(4) Declaration of Residents |
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related to notification of the heaith care providers

for a change in status (#13); coordination of care

between the primary care provider (PCP} and Refer to Plan of Correction for TAg 273

endocrinologist, scheduling of endocrinology and 10A NCAC 13F .0902(b)

orthopedic consulls as erdered, and notification of

the endocrinclogist and the PCP for finger stick
blood sugars outside of the ordered parametars
{#3); PCP notification of the failura to receive
antibiotics as ordered and for continued pain and
signs and symptoms of infection for an axillary
abscess (#4); missed and rescheduling of dental
appointments and notification to the PCP and/or
dental provider of ongoing facial swelling and oral
pain after missed doses of an antibiotic ordered
prior to the dental procedure; and coordination of
a referral for counseling services {#1). [Refer o
Tag 273, 104 NCAC 13F 0802(b) Health Care
(Type A1 Violation)).

2. Based on abservations, interviews, and record
reviews, the facility failed to assure safe policies
and procedures were established and maintained
for medication administration; failed to assure
medications were administered as ordered for 2
of & residents (#9, #10}, observed during the
medication passes, including errars with insuling
(#9, #10), an antiarrhythmic (#8), an oral
antidiabetic and bulk fiber (#10); and for 4 of 7
resm'?m ml&d fm.recm. bt {#1' #3194, Refer to Plan of Correction for Tag 358
#15) including delays in starting and missed 10A NCAC 13F 1 004(a)

doses of anfibictics (%4, #15), a delay s :

administration of an antifungal (#3) a detay in
starting an antidepressant (#3), errars with rapid
| and long acting insulin (#3), and a medication
used to treat hypothyroidism {#1). [Refer to Tag
358, 10A NCAC 13F -1004{a) Medication
Administration (Type 41 Violation)),

3. Based on observations, interviews and record
reviews, the Executive DirectorAdministratar |
Diwision of Health Service Regulaton
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G.5. 131D-25 Implementation

. Respansibility for implementing the provisions of

this Arficle shall rest with the administrator of the
facility. Each facility shall provide appropriate
training to staff to implement the declaration of
residents’ rights included in G.5, 131D-21_

This Rule is not met as evidenced by
TYPE A1 VIOLATION

Based on observations, interviews and record
reviews, the Executive Director/adminisiratar
failed to assure the overall management of the
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failed to assure the overall management of the Refer to Plan of Correction for Tag 980
facility's operations and policies/procedures in G.5.131D-25
| order to maintain each residents' rights and

substantial compliance with the nules and statutes

regarding medication administration, health care,

and training an cardio-pulmonary resuscitation,

[Refer to Tag 980, G.S. 1310375 Implementation

(Type A1 Violation)].

D880 G.S. § 131D-25 Implementation (ol ;1 G.5. 131D-25 Implementation

The Executive Director will attend enhanced
training at the next scheduled event. The
training will focus on problem solving, action

planning, execution, root cause analysis and
how to access available resources to ensu
quality care and service delivery to our re‘
Residents.

The Executive Director was provided
additional education and training on the NC
Adult Care Licensure Rules and the
responsibility of the Executive Director o
assure the implementation of policies and
procedures, oversee overall operations

and to maintain substantial compliance and 4ssure

08/05/20)9

, g ; Residents' Rights to adequate care and senv ces.
facility's operations and policies/proceduras in Training provided by the DVPO.
order to maintain each residents’ rights and 05/05/2014
substantial compliance with the rules and statules
regarding medication administration, health care, Note:
and fraining on cardio-pulmonary resuscitation, Senior Vice President (SVP) provided the
Executive Director with training, guidance
The findings are: and surpp-nrt with a review of the violations,
plan o correction, fnllqug-lup, monitoring
Review of the facility’s license effective 0o gggh?ﬂiir?;? :ﬁ;ﬁ%ﬁuﬁ;gﬁ%&?uﬁaﬁngtnd
;::;_abfm t;:E’.‘““"“ Director (ED) was also the support to the Executive Director, Communfty
fty's Administrator. and the Divisional Team to assure ultization
o | of systems, tools and processes to achieve
Confidential interview with a staff revealed: and maintain compliance. ongoing
process
Division of Health Servce Regulation
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PU80| Continued From fige 190 R The Executive Director will be responsible fo
-There were times when the facility was short ensuring compliance with all Plans of Cr:rrejiun.
staffed for medication aides {MAz) and personal toinclude daily and clinicai operations. £0 wil
care aldes (PCAs). provide a report of progress to Divisicnal
-Sometimes residents ran out of medications, Management during weekluy site visits on weekly
~The ED and other management staff did not conference calls, Divisional Management will
always answer telephone calls or call back when maonitor ongoing compliance through on-site
out of the facility. maonitoring by reviewing systems, tools and
~The ED knew of residents at the facility who had processes to include survey binder and plan of
| a change in eondition but nothing was done as a correction. Divisional Management has the
| result, ability to review intarnal quality assurance
electranic systems, tools and processes that
Cenfidential interview with a second staff allows an extra level of oversight remately in
revealed: between site visits. 08/05/20
-The ED knew about the short staffing but nothing
changed,
-There were staff wha were “habitually" late and
they continued to work there,
-The ED was aware of all of the problems with the
medications and electronic medication Divisional Vice President of Operations(DVPO)
| sdministration records (eMARs); the problems | in coordination with the divisional team will
had been going on “for months provide guidance, support and oversight to the
-Staff were only told the system was being Executive Director and the community with
worked on put no improvements were observed, immediate access to Senior Management
-Staff were not really trained on the new aMAR Leadership for assistance, 02/05/201%
system; they were just told il was new and to do
the best they could,
=The facility had not had a Resident Care
Coordinator (RCC) “for months." [DRC's staff .
name] just started working in the facility within the Eﬁin;:‘;rnlaighﬂgﬁ;g:gtﬁgtglllggggii?g P
tast month. visits at least twice monthly to monitor |
-The ED was always in her offica and not out an progress, utilization of systems. tools and
the floor, processes to assure compliance and
provide guidance, education and Support to| 09/20/2014
Canfidential interview with a concemed cifizen the community and divisional personnel. angoing
revealed:
-Resident concems were brought ta the ED and |
the citizen did not think the ED did anything to [
address the concerns,
-The ED stayed in her office with the door closed,
| -The ED was not seen making rounds in the [
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facility.

Confidential interview with a second concerned

cifizen revealed:

-Medications were often administered late in the

facility,

-Missing medications were a common issue st

the facility.

Interview with the ED on 08/01/19 at 10:02am
revealed;

~Bhe did not know a lot about the facility's
electronic health record/medication administration
system,

| -She would need to ask [two staffs names] about
it.

-She had no set system she used for oversight of
medication administration.

-The facility had a Director of Resident Care
{DRC) now: pricr to the DRC, there wera
supervisors who had oversight of electronic
medication administration records {eMARS),

-She did no know the last time they reviewed the
eMARS.

-She reviewed the eMARS “al times" and had last
looked at them in June or July.

-She was unsure if there was any system in place
to prevent medication errors.

-She did not know what the facility's medication
administration policy was but felt sure there was a
policy. |
-She would look for and provide a copy of tha
medication administration policy.

-Interventions she had implemented fo ensure

| safe medication administration was to "irain and
re-train” staff on the new system (no
implementation date provided),

-5he acknowledged she had not done anything to
fix the problems whan training the staff did not
work.
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-There was nothing currently in place to correct
the problems.

-5She was respansible for the whole building such
as medication administration, overall policies, and
resident safety.

A second interview with the Executive Director on
DB/0B/18 at 10:20am revealed:

-The facility had not had Supervisors on 2nd and
3rd shift,

-She did not know a supervisor was required on
2nd and 3rd shift,

A third interview with the ED on 08/06/19 at
4:45pm revealad:

-The facility had been without an RCC for a faw
months and got a DRC in July 2019,

-She was aware the facility was short staffed and
specific shifts were short.

-She did not know if there was one or two MAs on
duty over the previous weekend (08/03/19 and
08/04/19),

-"We were short to start with” over the weekend

' (08/03/19 and 08/04/13),

-There were times (3rd shifl) when she expected
one MA to work all threg medication carts for the

| entire facility (both the assisted living and special

care unit, which was a census of over 70
residents) because fewer med ications were gue
on third shift,

-There was no system in place to assure staff
coverage to meet staffing hour requirements.
-She was aware there needed ta be one staff on
&ach shift who was trained in cardio-pulmonary
resuscitation (CPR) within the last two years,
-She knew there were shifis when there was not

| at least on staff scheduledfon duty with valid

CPR,
-"We fried to have someane on every shift but
could not on 3rd shift.*
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="We just didn't have anyone on 3rd who had

CPR."

-The facility had turn over which impacted CPR

coverage.

-A lot of staff had been previously trained but it

had expired.

-The last CPR class was held in February 2019,
-If needed, she expectsd staff ig perform CPR,
even though they were not certified: there was a
good Samaritan rule and staff knew to perform
CPR,

Mon-compliance was identified at viclatian level in
the following rule areas:

1. Based on observations, record reviews and
interviews, the facility failed to assure al least one
staff was always on the premises who had
completed within the last 24 months a course on :
cardio-pulmonary resuscitation {CPR} for 14 af 15 | ?;;ELISAF;;&? a?zfggggmlan T Tegitez
shifts an third shift from July 1. 2018 through July
15, 2019 [Refer to Tag 167, 104 NCAC 13F .0507
Training on Cardio-Pulmonary Resuscitation
{Type B Vialation)).

2. Based on observations, interviews, and record
reviews, the facility failed 1o assure the acute and
chronic health care needs were met for 5 of &
sampled residents (#1, #3, #4, #13, and #15)
related to notification of the health care providers
for a change in status (#13); coordination of care
between the primary care provider (PCP) and
endocrinologist, scheduling of endocrinology and
orthopedic consults as erdered, and notification of
the endocrinologist and the PCP for finger stick
blood sugars outside of the ordered parameters
(#3); PCP notification of the failure to recaive
antibiotics as ordered and for centinued pain and
signs and symptoms of infection for an axillary
abscess (#4); missed and rescheduling of dental
Divislon of Health Service Regulatian
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appointments and notification to the PCP andior
dental provider of engoing facial swelling and oral |
pain after missed doses of an antibiotic ordered
prior to the dental procedure; and coordination of Refer to Plan of Correction for Tag 273
a referral for counseling services {#1). Refer to 10A NCAC 13F ,0902(b)

Tag 273, 10ANCAC 13F .0902(b) Health Care |
(Type A1 Violation)].

| 3, Based on observations, interviews, and record
reviews, the facility failed o assure safe policies
and procedures were established and maintained
for medication administration, failad to assura
medications were administered as ordered for 2
of € residents (#9, #10) observed during the
madication passes including errors with insulins
(#9, #10), an antiarrhythmic {#9), an oral
antidiabetic and bulk fiber {(#10); and for 4 of 7
residents sampled for record reviews (#1, #3, #4,
#15) including delays in starting and missed
doses of antibiotics (#4, #15), a delay is
administration of an antifungal (#3) a delay in
starting an antidepressant {#3), errors with rapid
and long acting insulins {#3), and a medication
used to treat hypothyroidism (#1). [Refer to Tag Refer to Plan of Correction for Tag 358
358, 10A NCAC 13F 1004{a) Medication 10A NCAC 13F 1004(a)

Administration (Type A1 Violation)).

4. Based on observations, interviews, and record
reviews, the facility failed to assure medications
were documented directly after administration far
7 of 8 sampled residents (1, ¥3 %4 #5 #5 #11,
#15) and failed to maintain a safe system to
8ssure medications were documented at the time :
of administration.[Refer to Tag 366, 10A NCAC ?ﬂeﬁgﬁaﬁ 3{;‘?{3"’““0” for Tag 366
13F . 1004i) Medication Administration (Type B :

Violation)],

§. Based on record reviews and interviews, the
facility failed to assure accuracy of the electronic
medication administration records (eMARs) for 3
Division of Health Service Requlation
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of 3 sampled residents (Residents #1 R34
related to as needed orders without indication for
administration and duplication of eMAR entries
for finger stick blood sugars and an antiplatelet
medication (#3); duplicate administration times
for a medication ordarad once daily far freatment )
of gastric reflux (Resident #4). and an incorrect Tﬁgf;'qtgfé“;‘af Eg&“&;'“” for Tag 367
dose transeribed to the eMAR for a medication &

used lo treal hypothroidism (#1). [Referto Tag
367, 104 NCAC 13F 1 004{j) Medication
Administration (Type B Violation)],

The Executive Director/Administrator failed to
assure policies and procedures were
implemented and maintained in the facility in a
manner o assure substantial compliance with the
rules and statutes of adult care homes resulting
in the residents not receiving the cars and
services necessary to maintain their physical and
mental health and safety. The Exscutive
Director/Administrator's failure resulted unsafe
medication administration procedures and
inaccurate elecironic administration records,
causing medication errors: no system in place to
assure new physician arders wera implemented
resulting in delays in multiple residents receiving
medications and medical evaluation and
treatment: and the facility not having at least ane
staff on duty on each shift with current CPR
certification. Resident #13 had a change in siatus
and was unable to use her legs which was not
reported to her health care provider, The resident
was later diaghosed with paraplegia. Resident
#15 missed a dental appointment and had a
delay in starting antibiotics resulting in a
Procedure for a tooth extraction being
rescheduled and the resident having ongoing
facial swelling and complaints of pain. Resident
#4 missed multiple doses of antibiotics ordered
for an axillary abscess and had a delay in care for
Division of Heallh Service Regulatian
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the treatment of the abscess which was
determined to be a bacterial infection of
methicillin resistant Staphylococcus aureus
{(MRSA). The resident sustained prolonged pain
and signs and symptoms of infection to include
swelling, drainage, and warmth 1o the area that
| required freatment by surgical intervention. The
facility failed to coordinate care for Resident #3,
who was a diabetic between the primary carg
provider and endocrinologist resulting in the
resident having falls and mulliple hospital visits
for high and low blood sugar, and placed the
resident at risk for serious complications of
diabetes to include Kidney damage and diabetic
ketoacidosis. The Administrator's failure to
oversee the overall operations of the facility
resulted in serious physical harm and serious
neglect which constitutes g Type A1 Viclation,

The facility provided a plan of protection in
accordance with 3.5, 1310-34 on 0BNGMS for
this violation.

CORRECTION DATE FOR THE TYPE &1 |
VIOLATION SHALL NOT EXCEED SEPTEMBER
5, 2018,
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Leland House
X I[:.EJLT(IIL:: PO Box 2568

Hickory, NC 28603

September 29, 2019

Hope Forte, RN Licensure Consultant
Adult Care Licensure Section

2708 Mail Service Center

Raleigh, NC 276099

Facility: Leland House
County: Brunswick
Licensure Number: HAL-01 0-007

Re: Amended/Revised Plan of Correction (Survey Completed August 6, 2019)
Dear Ms. Forte:

The original Plan of Correction was submitted as required on September 19, 2019. Based on a
conversation you had with the Executive Director on Friday, September 27" 4 request was made
to amend/revise the plan of correction submitted on September 19, 2019,

Upon further conversation, with you and I on Friday, September 27" we committed to reviewing
the plan of correction based on your questions and comments.

[ have reviewed the Plan of Correction, amended providing clarity on some of our internal systems
and placed emphasis on training, monitoring of our Systems, tools and processes to include
disciplines providing the oversight. The amended/revised Plan of Correction has been reviewed
and discussed with the Executive Director o September 28" & 29t 2010,

Leland House has implemented intense oversight and monitoring to assure quality care and
services to the Residents. We have systems, tools and processes that will he utilized at Leland
House to achieve and maintain compliance,

We have enhanced our strategic processes and partnerships by persistent collaboration within our
organization. Qur Senior Leadership Professionals have met with the Divisional Team and
committed resources to support and provide oversight in specific areas of expertise,

Our internal Senior Leadership Team including Senior Vice President will work in unison with the
Divisional and onsite teams to address, direct and support continuity of care and compliance. We
have taken measures to improve all systematic procedures and deliberately restructured executive
level onsite monitoring of all operational and clinical processes.



Thank you for working with Leland House so we could provide additional information and clarity
on the Plan of Correction, Please Jet us know if you have any questions.

Sincerely,

Sandra Rovpenicucd
Sandra Korzeniewski
Senior Vice President

Enclosure: Amended/Revised POC
Signature Page |
ce: File



From:

Sent:

To:

Subject:
Attachments:

Forte, HuEe

Leland House, ADM - Sholar-Masan, Paula <lela.adm@affinitylivinggroup.coms
Sunday, September 29, 2019 2:59 pMm

Forte, Hope

[External] Emailing - Revised POC for Leland House State Survey August 2019 part 1.pdf
Revised POC for Leland House State Survey August 2019 part 1.pdf

Good afternoon,

Please see the attached cover letter, signature page and revised pages 1-100 of POC from State Survey 07/31 - 08/06
from Leland House,

Thanks,

AFFINITY

Paula Sholar-Masan
Executive Director
Leland House
Affinity Living Group

Livime Gron

P:310-383-6235, M: 910-470-1993, F: 910-383-6248, E: rela.admin@aﬁmhvlhr:lnggmup.cum



Forte, Huee
=== == — = E

From: Leland House, ADM - Sholar-Mason, Paula <!ela.adm@aﬁinitylivinggruup.cumh

Sent: Sunday, September 29, 2019 3:05 PM

To: Forte, Hope

Subject: [External] Emailing - Revised POC for Leland House State Survey August 2019 Part 2.pdf
Attachments: Revised POC for Leland House State Survey August 2019 Part 2. pdf

_—,——

Good afternoon, Hope,
Please see page 101 - 206 of revised POC for State Survey 07/31 - 08/06 from Leland House.

AFFINITY

[iv A Loy

Paula Sholar-Mason

Executive Director

Leland House

Affinity Living Group

P: 910-333-6235, M: 910-470-1993, F: 310-383-6248, E: lela.admin@alfin itylivinggroup.cam



