East Towne Assisted Living
4815 N Sharon Amity Road
Charlotte, NC 28205
P:704-531-0948 F: 704-531-6002

Email:Estn.adm@algsenior.com

August 25,2020

Attached is the plan of correction in reference to the Statement of Deficiencies for East Towne Assisted
Living, regarding the death complaint survey. Which was completed on 7/15/2020.Please feel free to
contact me at the number ar email listed above.

Thank you,

Macota feae

Marsha Pope, Executive Director



PRINTED: 08/05/2020

. _ _ FORM APPROVED
Division of Health Service Regulation .
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER,; A, BUILDING: COMPLETED
HAL080149 B. WING 07/15/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4318 NORTH SHARON AMITY ROAD
EASTT E
OWN CHARLOTTE, NC 28205
(X4) 1D SUMMARY STATEMENRT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF|IX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETE
TAG REGULATORY QR LEC IDENTIFYING INFORMATION)} TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
D000 Initial Comments D 00Q
. Responses ta the cited deficienies do not constitute an
: . \ admission or agreement by the facility of the facts
. The Adult Care Licensure Section and the alleged or conclusions set forth in the statement of
~ Mecklenburg County Department of Social deficiencies, The plan of correction is prepared solely gs
Services conducted a complaint investigation and a matter of compliance by law.

a COVID-19 Infection Gontrol Survey with an
onsite visit on 07/01/20, a desk review survey on
07101720 - 07/03/20, 07/06/20 - 07110120,
07113720 - 0715620 and a telephone exit an
0711520, The Mecklenburg County Department
of Social Services initiated the Complaint
" [nvestigation on 06/30/20.

D 271: 10A NCAC 13F .0901(c) Personal Care and D27

; Supervision 10A NCAC 13F _0901{C) Personal Care and Supervisicn
! 10A NCAC 13F .0901 Personal Care and 10A NCAC 13F .0901 Persanal Care and Supervision
o ' (c} Staff Shall respond immediately in the case of an
Supemston accident or incident involving a resident to provide care and
(G) Staff shall respond immedtate!y in the case of intervention according to the fadility's policies and procedure

an accident or incident involving a resident to
provide care and infervention according to the
facility's policies and procedures.

Staff were trained 6/23/2020 and 6/30/2020

on policy and procedure of how to respond fo an
emergency situation.

i Staff will be trained at the time of hire on the policy and how
{o respond in an emergency situation. Emergency response

! . . . . drills will be conducted by a certified CPR instructor at least
: This Rule is not met as evidenced by: once a quater per shift for ne less than the next year.

; TYPE A1 VICLATION Training on Residents Rights will be held on the next

1

E available date with the Ombudsman.

I . . . Residents Rights fraining conducted by Ombudsman
. Basad on record reviews and interviews, the completed on 7/31/2020 with all staff,

| facility failed fo respond immediately and in

- accordance with the facility's sstablished policy
and procedures for 1 of § sampiad residents
(Resident #1) who had bleeding from a central
venous catheter that hecame dislodged which

~required an immediate emergency response.

Facility will be in compliance by 8/14/2020.

" Review of Resident #1's current FL2 dated

- 06103120 revealed:
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~Diagnoses inciuded diabetes mellitus Il (DM 1), a
cohtagious blood borne pathogen, end stage

- renal failure (ESRF) and hyperkalemia (an

elevated level of potassium in the blocd).
~Thers was documentation Resident#1 had a
"port in the right upper chest".

Raview of Resident #1's Physician's Order Report
dated 06/03/20 revealed Resident #1 was a "Full
Code", (all interventions needed to get their heart

 started).

Review of Resident #1's Face Sheet dated

- 05127120 revealed Resident #1 was listed as a
¢ "Full Code”,

' Review of Resident #1's electronic medication

administration racerd (eMAR) from

- 06/01/20-06/23/20 revealed:

_~The heading of the eMAR documentad Resident
" #1's name.

. <In parenthasis, next to the resident's name, was
: written "Full Code” in beld lstters,

" Review of the American Heart Association's
. definition of a "Full Code" revealed:
: -A full code means a parson will allow all

interventions needed to get their heart started.

. ~This may include chest compressions and

: defibriflation to shock the heart out of a life

" threatening heart rhythm.

- ~A full code means the individual is willing to allow

any of the above measures.

Review of the facllity's Accldent /Falls/Emergency
and Fire Safety Policy revealed:

- -When an aceident or emergency occurs, staff
- should:

-Remain calm. Do not panic
-Call for halp.
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-Evaiuate the resident,
-Call 911
-Determine if the resident was braathing,
conscious and check for a pulse.
' -Administer cardiopulmonary resuscitation
. (CPR) if appropriate-check for Do Not
" Resuscitate (DNR  status).
-Administer first aide as appropriate.
-Continue emergency intervention until EMS
. arrives.

. Review of the Emergency Medical Services

(EMS) report for Resident #1 dated 06/23/20

revealed:

~The facility called EMS at 8:11am.

-The unit was dispatched to the facility and

arrived at 6:16am.

-EMS was dispatched to the facility for

cardiacirespiratory arrest,

- -"There were several liters of blood puddied

: throughout the room."

- ~'The patient's bed was soaked with blocd, the

. patient was covered in blood, his wheeichair was
soaked in blood, and there were several puddles
in the room of congealed blood.”
~"It appeared the patient's port In his right uppar
chest was removed which caused severe
bleeding.”
~The patient was moved to the floor and CPR

- was administered.”

: "While performing CPR, blood spewed out of the

chest area where the port was removed.”

-"Due to the severity of blood loss, EMS

- consulted the hospital physician o determine if

' resuscitative efforts should be continued, or if the
patient should be pronounced deceased.
-The physician felt it was appropriate fo

- pronounce the pafient deceased.

- ~“The patient was pronounced deceased at

P 0629."
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Telephone interview with a first responder on

“ 0731120 at 8:00am revealed:

-When he arrived on the scene, the Paramedics
were going into the faciiity.
-Resident #1 was sitting in his wheel chair

_ approximately 3 feet away from the bed, facing

. the door to his room.

- -The staff were out in the hallway and did not
have on gloves or gowns.

- -There was blood on Resident #1, on his
wheelchair as wall as under the wheel chair and
an his bed,
~The Paramedics had on gowns, gloves, mask,

~and goggles.

Telephane interview with the Fire Chief on
- 07/01/20 at 9:10am revealed:
-He responded to a facility for a reported cardiac
arrast,
- -¥When he arrived on the scene the Paramedics
~ had just entered the facility.
. ~The Paramedics were in full level 3 personal
. protective equipment (PPE), which included
- gown, gloves and goggles. ,
- -The report he received was that CPR was not
- Initiated by the facility staff prior to their arrival,
. -There was an "excessive amount of blood" at the
. scene,
" -The facility staff was not wearing gowns or
_gloves, just face masks.

- Telephone interview with the first Medication Aide
 (MA) on 07/07/20 at 3:48pm revealed:
- -She arrived for her shift at 5:00am on 08/23/20.
. -She went into Resident #1's room around
6:00am to take his fingerstick blood sugar (FSBS)
" and administer his scheduled insulin.
- She observed Resident #1 sitting In his
~ wheslchair with his head extended back. He did
Division of Health Service Regulation
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not have a shirt on,
-There was blood all aver him, the bed, the
wheelchair and the floor,
~The central venous catheter, inserted in his right
upper chest, was fully dislodged and on the bed.
-She called to him and he did not answer.
- -She took his radial puise and she did not feel a
pulse.
-She yelled to the other MA fo call 911 and told
the personal care assistant (PCA) to wait at the
door for the first responders,
-She did not perform CPR because she could not
- locate any personal protective equipment (PP E).
-She tried to get a sheet from the linen closet but
it was locked and she did not have the key,
-She did not know where to find PPE.
-She thought the PPE might have baen in the
medication room, but she did not check,
- -The situation that morning was chaotic and
. fraumatic,

. Telephone ihterview with a second MA on
Q707120 at 4:10pm revealed:
~She was the MA on the second shift, 7:00pm
~7:00am, on 06/23/20.
-8he was providing personal care to residents
- and the first MA was administering medications
i and FSBS checks.
* =The first MA came running up the hall yelling,
"he's dead, he's dead!",
-She ran to the door of Resident #1's room and
he was sitting in his wheelchair with his back to
" the door and his head hyper-extended.
. =The mattress was so soaked with bfood it was
- sagging.
-There was blood on the wheelchair and under
the whaglchair,
-She contacted €11,
-She called the Administrator next who told the
MAs to perform CPR on Resident #1.
Dlvlsion of Health Service Regulation _
STATE FORM €390 DOWX11 {f conlinuation sheat 5 of 65
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«Due to Resident #1's diagnosis of a blood borne
infection, the MAs did not want to perform CPR
without PPE.

-She did not know if there was PPE on the
medication cart or the medication reom.

-She was looking for towals or linens to pretect
themselves so they could perform CPR.

. -While they were still looking for protection, the
first responders arrived.

' Telephone Interview with a third MA on 07/08/20
at 347pm revealed:

-She worked the first shift as a MA,

-When she was first hired and Initially trained she
was instructed the PPE gowns were located in
the medication rcom and the gloves were on the
medication caris,

-The Administrator passed out the masks each
shift and as needed.

. =At the end of each shift the MAs were
- responsible for re-stocking the medication carts
with supplies, including PPE.

Telephone interview with a fourth MA on Q7/08/20

: at 4:08pm revealed:

-She worked first shift as a MA.
-When they were trained aarlier this year on the
COVID 19 protocols, the Administrator informed

| the staff the protective gowns were in the
- medication room in a drawer.

~Gloves are kept in the conference room and
given to MAs to place on the medication carts

- and PCAs to place at the nurses station.

-Masks were given to the staff each shift by the
Administrator and as needed.

Telephone interview with & PCA on 07/13/20 at
- 9:30am revealed:

-PPE was kept at the nurses station (gowns and
gloves).

Divigion of Health Seivice Reguiation
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. -Masks were kept in the Administrators office and
: werg given to the staff each shift or as nesded.

- Telephone Interview with the Adminlstrator an

07/09/20 at 3.:49pm revealed:

-At approximately 8:19am, she received a call
from the second MA informing her Resident #1
was unresponsive and bleeding.

~She instructed the MA to perform CPR on
Resident #1 until the first responders arrived,
-Whan she arrived at the bullding at
approximately 8:20am, she was told the MAs had
hot performed CPR while waiting for the medics

. to arrive,
i ~The statement given by the first MA was that
. there was blood on the right side of Resident #1

and on his bed, There was no pulse and he was
unresponsive. She did not initiate CPR becausa
she did not have anything to protect herself.

_-The statement given by the second MA was that
" she told the first MA to start CPR. The first MA

stated "There is blood everywhere!” The second
MA tried to find towels to protect themselves,
Before she could find any PPE the first

" responders arrived.

-The Administrator and the Director of Operations
chacked the medication room, the nurses station
and the conference room after the incident of
Bf23{20.

-There wera gowns in the medication room, the
nurses station and the madication carts.

' -There were gloves at the nurses station on both
carts and in the conference rcom.

-Masks were kept in good supply in the
Administrators office,
-She expected the CPR cartified staff to perform

- CPR according to the facility's Accident
. {Fails/Emergency and Fire Safety Policy.

Ohbservation of the facility Personal Protective
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Equipment on 07/01/20 at 12:45pm revealsd:
-There were 5 plastic packages containing 5

. disposable gowns located at the Nursa's Station,
tin the top drawer of the desk,

" -There were 15 plastic packages containing 5

~ disposable gowns located in the medication

room, in tha top drawer and second drawer of the
cabinet.

- ~There were 10 unopened boxes of gloves,

assorted sizes, located in the medication room, in

- the top drawer of the cabinet,

-There was 1 unopened package containing 5
disposable gowns and 3 boxes of gloves located
in the bottem drawer of each of the 2 medication
carts,

Review of the personnel files on 07/01/20 at
' 4:22pm revealed:
. ~The first MA was CPR certified on 04/04/19 with
i an expiration date of 04/30/21,
-The second MA was CPR certified on 07/29/19
with no expiration date listed.

| Telephone interview with the Regional LHPS RN

oh 07110720 at 9:20am revealed:
-She arrived at the facility on 06/23/20 at
approximately 9:30am for a schedulad training.

- -The two MAs were visibly shaken by the incident.
. ~They had panicked and all they could say was
- there was blood everywhere,

-She asked why they did not periorm CPR ¢n

- Resident #1, they both said "we did not de CPR
. because there was blood everywhere".

| Review of the Health Care Personnel Registry

Summary report dated 06/25/20 revealed:

" ~The staff member pressnt on 06/23/20 during

Resident #1's cardiac event refused to initiate
CPR despite the resident being a full code and

~ being instructed to initiate CPR (by the

EAST TOWNE
GCHARLOTTE, NC 28208
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" Administrator).
~Staff member stated she refused to initiate CPR
due to Resident #1's diagnosis of a contagious

- bload borne pathogen, and she did not have

- anything to protect herself,

~-During the investigation, the facility noted

: adequate PPE tocated throughout the facility.

The staff failed to respond in accordance with the
facility's pollcy and procedures to provide
cardiopulmonary resuscitation (CPR) to Resident
#1 who was found unresponsive and bleeding in
his room and was a "full code". The facility's
policy was to perform CPR whenever a resident
was found unresponsive, without a pulse and/or
not breathing until EMS arrived. The CPR
certified staff failed to perform CPR for Resident
#1, as directed by their Administrator, when he
was found In his room unresponsive and without

- a pulse, Resident #1 was pronounced dead

- shortly after the first responders arrived. This

- failurs resulted in serious neglect and constitutes

a Type A1 Violation.

The tacility provided a plan of protection in
accordance with G.S, 1310-34 on 07/10/ 20.

CORRECTION DATE FOR THE TYPE A1
" VIOLATION SHALL NOT EXCEED AUGUST 14,
2020.

D 358 10ANCAC 13F .1004{a) Medicalion
- Administration

10A NCAC 13F .1004 Madication Adminlstration
{a) An adult care homs shall assure that the
. preparation and administration of medications,
- prescription and non-prescription, and treatments
; by staff are In accordance with:

D27

D 358

and (2}

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

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

An adult care home shall assure that the preperation
and administration of medications, prescriptions and
non presciptions, and non treatments by staff are in
accordance with: (1) orders by a licensed prescribing
practioner which are maintained in the residents records

procedures.

rules in this section and the facility's policies and
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" which are maintained in the resident's record; and

' potassium, fast acting insulin to lower blood sugar
. before meals and daily blood pressure checks

. prevent bloed clots, medications used to lower
- blood sugars and medications used to lower high

- The findings are:

~ a. Review of Resident #2's current FL2 dated

- 8:00pm.

(1) orders by a licensed prescribing practitioner

(2) rules in this Section and the facility's policies
and procedures.

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

Based on record reviews and interviews, the
facility failed to administer medications as
ordered by a licensed prescribing practitioner for
2 of 5 sampied residents, related to medications
for a contagious blood berne pathogen,
hypertension, a hlood thinner, elevated levels of

with parameters (Resident #1); and related to
blood pressure medications and blood pressure
checks with parameters, medications used to

phosphorus levels in patients on dialysis
(Resident #2),

1. Review of Resident #2's current FL2 dated
04/01/20 revealed diagnoses included diabetes,
diahetic chronic kidney disease, end stage renal
failure, pulmonary embolism, bilateral below the
knee amputation with prosthesis, hypertension,
blind in the left eye, obstructive sleep apnea and
hypertension,

04/01/20 ravealed an order for Eliquis (a
medication used to to fower the risk of a stroke or
blood clot) 5mg two times a day at §:00am and

DRC and Ed will conduct an inservice on correct Medication
Administration documentation for MA including terminology was
completed by 7/17/2020.

DRC and RCM wifl perform an immediate cart audit and review
of all MARS on 7/16/2020 and 7/17/2020

DRC and RCM will perform Med Pass Observations

All MA will be revaluated by an RN completed on 7/28/2020

All MA will have training on the § and 10 hour Med Aide Training
will be assigned FELS training completed on 772062020

Facility will be in compliance by 814/2020
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_Review of Resident #2's May 2020 eMAR

! revealed:

*«There was an entry for Eliquis 5mg scheduled for
administration at 8:00am and 8:00pm and
documented as not administered, "gone to
dialysis" on 05/01/20 at 6:00am, "refused going to
dialysis" on 05/04/20, and 05/11/20 at 6:00am,
"resident unavailable" on 05/06/20, 05/13/20,
05/20/20, 05/22/20, 05/25/20, 05/27/20 and
05/29/20 at 6:00am, "refused" on 05/15/20 at

. 6:00am.

- -The Eliquis was documented as not

' administered 11 out of 62 opportunities.

Review of Resident #2's June 2020 eMAR
revealed.
-There was an entry for Eliquis 5mg scheduled for
administration at 6:00am and 8:00pm and
documented as not administered, "dialysis" on
06/16/20 at 6:00am, "refused going to dialysis” on
06/22/20, at 6:00am, "resident unavailable” on
06/03/20, 06/05/20, 06/06/20, 06/10/20, 08/12/20,

- 06/17/20 and 06/19/20 at 6:00am, "assisting

, resident” on 06/09/20 at 6:00am.

i -The Eliquis was documented as not
administered 10 out of 80 oppertunities,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 07/08/20 at
10:00am revealed:
~Resident #2 was on a monthly cycle fill for
- medications that were scheduled, These
medications were automatically sent to the facility
on a spacific date each month,
~Eliquis Smg two times a day, 28 tablets were
filled on Q7/06/20 and 28 tabiets wers sent out on
S O720/20.
~-If Rasident #2 did not receive Eliquis as
prescribed over a longer pericd than a few days,
the potential for blood clotting would Increase and
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could cause damage to the new Arteriovenous
FFistula (AVF, is an abnormal connection between
the artery and a vein, used as a dialysis access
port).

Telephone interview with Resident #2's
Cardiovascular Surgeon on 07/10/20 at 11:32am
and 07/14/20 at 1.04pm revealsd:
-Resident #2 received a right upper chest AVF on
06/30/20 as a "last resort” for his dialysis access
port.
-Resident #2 had a left chest wall perma-cath (a
catheter placed through a vein into or near the
. right atrium and used for dialysls in an emergency
- or permanent until a device Is ready to use) after
- multiple failed accesses were placed,
-The perma-cath was placed Septamber 2019,

b. Review of Resident #2's current FL2 dated
04/01/20 ravealed an order for Metoprolol (&
medlication used to lower blood pressure) 25mg 2
times a day on Monday, Wednesday and Fridays,

- (hold for a systalic blood pressure less than 110
and a pulse of less than 60) at 6:00am and
8:00pm.

Review of Resident #2's May 2020 eMAR

- revealed:
-There was an entry for metoprolol 25mg
scheduled for administration at 6:00am and
8:00pm documented as not administersd, "gone
to dialysis" on 06/01/20 at 6:00am, "refusad going

. to dialysis™ on 05/04/20, and 05/11/20 at 6:00am,

. "resident unavailable” on 05/06/20, 05/13/20,

: 05/20/20, 05/22/20, 05125420, 05/27/20 and

- 05/29/20 at 6:00am, "refused” on 05/15/20 at

- 6:00am.

. ~The metoprolol was documented as not
administered 11 out of 62 opportunities.
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Review of Resident #2's June 2020 eMAR
revaaled,
-There was an entry for metoprolol 26mg

" scheduled for administration at 6:00am and
8:00pm documented as not administered,
"dialysis" on 06/01/20 at 6:00am, "refused going
fo dialysis" on 06/22/20 at 6:00am, "resident
unavailable” on 06/03/20, 06/05/20, 06/08/20,
0611020, 06/12/20, 06/17/20 and 06/18/20 at
6:00am, "refused" on 06/29/20 af 6:0Cam.

. Tha metoprolol was documented as not

" administered 10 out of 60 opportunities,

~ Telephone interview with a pharmacist at the

facility's contracted pharmacy on 07/09/20 at

. 10:00am revealed:
-Resident #2 was on a monthly cycle fili for
medications that were scheduled. These
medications were automatically sent to the facility
on a specific date each month,

_-Metoprolol 25mg twice daily, 28 tablets were
filled on 07/06/20 and 14 tablets were sent on

- 07/20/20.
-If Resident #2 did not receive his Metoprolol to

- lower his blood pressure, as prescribed, it could
cause the blood pressure to increase and could
cause rebound hypertension (blood pressurs
rises) and an increase in pulse rate, heart attack

" or stroke. :

¢. Review of Resident #2's current FL2 datad
04401720 ravealed an order for clonidine HCL (a
medication used to lower blood pressure) 0.2mg
three times a day, on Monday, Wednesday and
Friday 05/01/20 - 05/08/20, then stop, (hold for a
- gystolic blood pressure less than 110 and a pulse
. of less than 60) at 6:00am, 2:00pm and 8:00pm.

| Review of Resident #2's May 2020 eMAR
revealed:
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~There was an entry for clonidine HCL. 0.2mg

. three times a day 05/01/20 - 05/06/20, on
- Monday, Wednesday and Fridays, then stop,

scheduled for administration at 8:00am, 2:00pm
and 8:00pm documented as not administered,
"gone fo dialysis" on 05/01/20 at 6:00am,
"rafused going to dialysis" on 05/04/20, at
6.00am, "resident unavailable" on 05/06/20 at
8:00am and "other" on 05/04/20 at 2:00pm.
-The clonidine HCL was documentad as not
administered 4 out of 8 oppottunities,

d. Review of Resident #2's current FL2 dated
04/01/20 revealed an order for seveiamer
carbonate {a@ medication used to lower high
phosphorus levels in patients who are on dialysis
due to severe Kidney disease) 800mg, take 3
tablets (2400mg) with meals at 7:00am, 12:00pm

* and 5:00pm,
' Review of Resident #2's May 2020 eMAR

revealed:

-There was an entry for sevelamer carbonate
800mg, take 3 tablets (2400mg) with meals
scheduled for administration at 7:00am, 12:00pm
and 5:00pm documented as not administerad,
"gone to dialysis" on 05/01/20 at 7:00am,
"refused going to dialysis" on 05/04/20, and

- 05/11/20 at 7:00am, “resident unavailable" on

08/06/20, 05M3/20, 05/20/20, 05/22/20, 0B/25/20,
Q5/27/20 and 05/29/20 at 7:00am, "refussd" on

- 05/15/20 at 7:00am.

-The sevelamer carbonate was documentad as
not administered 11 out of 93 opportunities.

Review of Resident #2's Jung 2020 eMAR

_revealed:
. -Thera was an entry for sevelamer carbonate

800my, take 3 tablets (2400mg) with meals
scheduled for administration at 7:00am, 12:00pm
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- and 5:00pm documented as not administered,
*"unavailable resident (out of facility) "OOF" on

06111120 at 12:00pm, 06/24/20, 06/29/20 at
8:00arm and 06/29/20 at 6:00pm “refused " on
06/28/20 at 8:00am, 06/29/20, at 12,00pm and
06/30/20 at 8;00am, "resident unavailable" on
06/03/20, 06/05/20, 06/08/20, 06/10/20, at
7.00am, and "rasident unavailzble treatment" on
06/26/20 at 8:00am,

-The sevelamer carbonate was documentad as

- not administered 12 out of 90 opportunities,

3; Telephone interview with a pharmacist at the
~facility's contracted pharmacy on 07/09/20 at

10:00am revealed:

-Resident #2 was on a monthly cycle fill for
medications that were scheduled. Thase
medications were automatically sent to the facility
on a specific date each month.

-Sevelamer carbonate 800mg, take 3 tablets

; (2400mg) with meals, 252 tablets were filled on
: 07/06/20 and 128 tablets were sent out on
- Q7/20/20.

<If Resident #2 did not receive ihe sevelamer
carbenate as prescribed, it could lead to
increased levels of phosphorus in the body which

. could increase the risk of heart attack.

' &. Review of Resident #2's current FLZ dated

04/01/20 revealed an order to check a finger stick

j blood sugar (FSBS) and record two times a day
. at 6:00am and 8:00pm,

Review of Resident #2's May 2020 electronic

Madication Administration Record (eMAR)
revealed

~There was a entry for a finger stick blood sugar
(FSBS) scheduled to be obtained at 6:00am and
8:00pm.

-The FSBS was documented as not obtained,
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"gone to dialysis" on 05/01/20 at 6:00am,
"refused going to dialysis" on 05/04/20, and

- 05/11/20 at 6:00am, “resident unavailable" on
- 056/06/20, 05/13/20, 05/20/20, 05/22/20,

08/25/20, 05/27/20 and 05/29/20 at 6:00am,
"refused" on 05/15/20 at 6:00am.

-AFSBS was documented as nct obtained 11 out
of 62 opportunities.

Review of Resident #2's June 2020 eMAR

: revealed:

-There was a entry for a FSBS scheduled to be
obtained at 6:00am and 8:00pm

" -The FSBS was documented as not obtained,

"dialysis" an 06/01/20, and 06/15/20 at 6:00am,

- "resident unavallable” on 06/03/20, 06/05/20,
- 06/08/20, 06/10/20, 06/12/20, 06/17/20,

06/19/20, "geing to dialysis" on 06/22/20 at
6:00am and 05/29/20 at 8:00am, "assisting

_resident” on 06/09/20 at 6:00am. The

documentation was blank 06/23/20 - 06/30/20, at

- 8:00am and 8:00pm.
- AF3BS was documented as not obtained 26 out

of 80 opporfunities.

f. Review of Resident #2's current FL.2 dated
04/01/20 revealed an order for Dialyvite (a
dialysis mullivitamin) 1mg evety day for end stage
renal disease, at 6:00am.

Review of Resident #2's May 2020 aMAR
revealed:

" -There was an entry for Dialyvite tmg every day

scheduled for administration at 6:00am and
documented as not administared, “gone to

. dialysis” on 05/01/20 at 6:00am, "refused going to

dialysig" on 05/04/20, and 05/11/20 at 6:00am,

"resident unavailable” on 05/06/20, 05/13/20,
05/20/20, 05/22120, 05/25/20, 05/27/20 and
08£20/20 at 6:00am, "refused" on 05/15/20 at

EAST TOWNE
CHARLOTTE, NC 28205
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION %5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 3568 Continued From page 15 D 358

Divislon of Health Service Regulation
STATE FORM

L]

DOWX11

IFeontinuation sheet 16 of 65




PRINTED: 08/05/2020

- . ‘ - FORM APPROVED

Rivision of Health Service Ragulation

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY

AND PLAN QF GORRECTION IDENTIFICATION NUMBER: A BUILDING: " COMPLETED
HALOG0149 B. WING 071512020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4815 NORTH SHARON AMITY ROAD

- 8:00am.

~The Dialyvite was documentad as not
administered 11 out of 31 opportunities.

Review of Resident #2's June 2020 eMAR
revealed:

-There was an entry for Diaiyvite 1mg scheduled
for administration at 6:00am and documented as

" hot administerad, "dialysls" on 06/15/20 at

8.00am, "refused going to dialysis" on 08/22/20 at
8:00am, "agsisting resident” on 06/09/20 at
8:00am, "resident unavailable" on 06/03/20,
06/05/20, 06/08/20, 06/10/20, 06/12/20, 06/17/20
and 08/19/20 at 6:00am,

-The Dialyvite was documentad as not
administered 10 out of 3¢ oppertunities.

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 07/09/20 at

C10:00am revealed:

, “Resident #2 was on a monthly cycle fill for

. medications that were scheduled. These

- medications were automatically sent to the facility

on a specific date each month.
-Dialyvite Tmg every day, 28 tablets were filled on
07/06/20 and 14 tablets were sent out on

- 07/20/20,

¢. Review of Resident #2's current FL2 dated
04401/20 revealed an order for Tradenta (is a
medication used to lower blood sugars) 5mg
every day at 6:00am.

Review of Resident #2's May 2020 eMAR

- revealed;

-There was an antry for Tradjenta 5mg schedulad

i for administration at 6:00am and documented as

not administeraed, "gone to dialysis" on 05/01/20
at 6:00am, "refused going to dialysis” on
06/04/20, and 05/11/20 at 6:00am, "resident
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" unavailable" on 05/06/20, 05/13/20, 05/20/20,
05/22120, 05/25/20, 05/27/20 and 05/29/20 at
6:00am, "refused" on 05/15/20 at 6:00am.
~The Tradjenta was documented as not
administered 11 out of 31 opportunities.

Review of Resident #2's Juns 2020 eMAR

" revealed:
-There was an entry for Tradjenta 5mg scheduled
for administration at 8:00am documented as not
administered, "dialysis" on 06/15/20 at 8:00am,
"refused going to dialysis" on 05/04/20, and
05/11/20 at 6:00am, "resident unavailable" on

» 0603120, 06/05/20, 06/08/20, 06/10/20, 0611220,

+ 0617720 and 06/16/20 at 6:00am, "assisting
resident” on 06/09/20 at 5:00am, "refused going
to dialysis" on 08/22/20 at 6:00am.
-The Tradjenta was documented as not
administered 12 out of 30 opportunities.

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 07/09/20 at
10:00am revealed;
~Resident #2 was on a monthly cycle fill for

- medications that were schaduled. These
medications were automatically sent to the facility
on a specific date each month.

. -Tradjenta 5mg every day, 28 tablets were filled

© on 07/06/20 and 14 tablets were sent out on

i 07720/20.

_~If Resident #2 did not receive the Tradjenta as
ordered, it could cause his blocd sugars to
increase,

h. Review of Resident #2's current FL2 dated
04/01/20 revealed an order for Vitamin D3 (a
medication used to help the body absorb calcium
and phosphorus) 125mcg every day at 6:00am,

Review of Resident #2's May 2020 eMAR
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- revealed:

. ~There was an entry for Vitamin D3 5000 units
schaduled for administration at 6:00am
documented as not administered, "gone to
dialysis" on 05/01/20 at 6:00am, "refused going to
dialysis" on 05/04/20, and 05/11/20 at 6:00am,

- "resident unavailable" on 05/06/20, 05/13/20,
06720120, 05/22f20, 05/25/20, 05/27/20 and
05/29/20 at 6:00am, "refused” ¢n D5/15/20 at
£:00am.

The Vitamin D3 was documented as not
administered 11 out of 31 opportunities,

Review of Resident #2's June 2020 eMAR
revealed:
~Thera was an enfry for Vitamin D3 5000 units
scheduled for administration at 6:00am
- documented as not administerad, "dialysis" on
- 06/15/20 at 6:00am, "refused going to dialysis” on
. 06/22/20, at 8:00am, "resident unavailable" on
06/03/20, 06/05/20, 06/08/20, 06/10/20, 06/12/20,
06/17/20 and 06/19/20 at 6:00am, "assisting
rasident on 06/09/20 at 6:00am.
-The Vitamin D3 was documented as not
administered 10 out of 30 opportunities,

Telephone interview with a pharmacist at the
facility's contracted pharmacy on 07/09/20 at

_10:00am revealed:

" -Resident #2 was on a monthly cycle fill for
medications that were scheduled. These
medications were automatically sent to the facility

" on a specific date each menth,

- =Vitamin D3 5000 units every day, 28 tablets were
filled on 07/06/20 and 14 tablets were sent out on

1 07/20/20.

Telephone interview with the first medication aide
- (MA) on 07/08/20 at 2:03pm revealed:
-Resident #2 was at the front door waiting for his
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ride to dialysis before she got to his hall to
administer morning medications.

-3he did not administer any morning medications
to Resident #2 on the days he left for diaiysis
traatment,

~There was no directive on the eMAR 1o do

. anything different on the days Resident #2 went
" out to dialysis.

-She did not know if Resident #2 received his
morning medications when he returned from
dialysis,

Telephone interview with a second MA, on

- Q7/08/20 at 2:33pm revealad:
-Rasident #2 refused to take his moming

medications cn dialysis days.

-She would always ask him if he wanted to take
his medications while he was waiting for his ride
fo the treatment center,

-He preferred not fo take any medication before

" his dialysls treatment.
. -She did not administer morning medications to
" Resident #2 on the mornings he went to dialysis.

-She was not working when Resident #2 returned
from dialysis and she did not know if he was
administered his morning medications when he

returmned from dialysis.

Telephone interview with tha nurse practitioner
{NP} on 07/08/20 at 4.44pm revealed:

-Resident #2 had informed the NP that he did not
want to take his medications before diglysis but
the NP did not know Resident #2 did not receive
them at all.

-He should have received thermn when he returned
from dialysis or the facility should have had the

 times of administration changed.
" -The NP expected to be nolified when a resident

was not recaiving their medications,
-He could have adjustad the medication
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administration schedule to accommodate
Resident #2's dialysis treatment,

Refer to telephone interview with the
~Administrator on 07/09/20 at 3:49pm.

' Refer to telephone interview with a medication
" aide (MA) on 07/08/20 at 2:03pm.

Refer to telephone interview with a second MA on
07/08/20 at 2:33pm,

Refer to telephone interview with a third MA on
07/08/20 at 3:47pm.
2. Review of Resident #1's current FL2 dated
- 08/03/20 revealed:
-Diagnoses included diabetes mefittus Il (DM 11}, a
contagious blood borne pathogen, end stage
renal failure {(ESRF) and hyperkalemia.
+ -There was documentation Resident #1 had a
tport in the right upper chest".

' a, Review of Resident #1's signed Physician
Order Report dated 06/03/20 revealed thers was
an order for abacavir 300mg, two tablets (600
mg) once dally, used to treat the prograssion of a
contagious blood borne pathogen.

~ Review of Resident #1's June 2020 electronic
administration record (eMAR) from 06/01/20
through 06/22/20 revealed:
~Thete was a computer generated entry for
abacavir 300mg, 2 tablets (600mg) daily
scheduled to be administered at 8:30am.
- Abacavir 600mg was not documented as
administered on 06/02/20, 06/06/20, 06/10/20,
- 06/11/20, 06/16/20, 06/18/20, and 06/20/20.
*-The reason docurented or. the eMAR by the
medication aides (MAs) was "out of the fagility"
{OOF).

Division of Health Service Regulation
STATE FORM

6699

[OWX11

If continuation sheat 21 of 65




PRINTED: 08/05/2020

o . _ FORM APPROVED

Division of Health Service Regulation .

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

AND PLAN OF CORREGCTION IDENTIFICATION NUMBER; A. BUILDING: COMPLETED
HALDB0149 B. WING 07/15/2020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE

4815 NORTH SHARON AMITY ROAD

-Abacavir was documentad as not administered 7
out of 22 opportunities.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 07/09/20 at
2:41pm revealed:

-The pharmacy staff filled Resident #1's
medications upon admission on 05/27/20,

. -Resident #1 was on a monthly automatic fill for
- medications that were scheduled. These
. medications were sent an a specific date each
" month.
-As needed (PRN) medications and insulin were

filled as needed.
-Abacavir 300mg, two tablets (600 mg) daily, 56
tablets were filled on 05/27/20, and 28 tablets on

. 0617720,

-If Resident #1 did not receive abacavir for a few
days there would be no acute symptoms, If he did
not receive the medication as prescribed over a

~longer periad of fime, than a few days, he would

develop an increased resistance to the
medication.

Telephona interview with Resident #1's nurse
practitioner (NP) on 07/08/20 at 4:44pm revealed:
- Resident #1's antiviral medication for a
contagious blood borne pathogen had to be
administered consistently to be effective.

. ~He would expsct the medication times to be

changed to the afterncon, and administered when

- Resident #1 returned from dialysis.

. -He would expect to be notified if a resident was

. hot receiving their scheduled medications for any
' reason.

; b. Review of Resident #1's signed Physician

Order Report dated 06/03/20 revealed there was
an order for clopidogret 75mg, one tablet daily,
used to prevent biood clots,
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. Review of Resident #1's June 2020 eMAR from
+ 08/01/20 through 06/22/20 revealed:

' -There was a computer generated entry for
 clopidogrel 76mg daily, scheduled to be

administered at 8:30am.

-Clopidogrel was not documented as
administerad on 06/02/20, 06/06/20, 06/10/20,
06/11/20, 06/16/20, 06/18/20, and 06/20/20.
-The reason documented on the eMAR by the
MAs was "out of the facility (QOF).
~Clopidogrel was documented as not
administered 7 out of 22 opportunities.

Telephone interview with the pharmacist at the

- facility's contracted pharmacy on 07/09/20 at
: 2:41pm revealed:

-Clopidogrel 76mg daily, 28 tablets were filled on
05/27/20 and 14 tablets were filled on 06/17/20.
-If Resident #1 did not receive clopidogrel over a
few days, there would be no acute symptoms. If
he did not receive the medication as presaribed

. over a longer period than a few days, the
- potential for blood clotting would increasa,

Telephone interview with Resident #1's NP on
07/08/20 at 4:44pm revealed:

-Since Resident #1 had an upper right chest
central venous catheter, he was at risk of clotting
if he: did not receive his blood thinner regularty,
-He would expect the medication times to be
changed to the afternoon, and administered when
Resident #1 retumed from dialysis.

- -Me would expect to be notified if a resident was
- not receiving their scheduled medications for any
reason.

¢. Review of Rasident #1's signed Physician
Order Report dated 06/03/20 revealed there was
an order for Tivicay 50mg, cne tablet daily, usad
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to treat the progression of a blood borne

~ pathogen.

Review of Resident #1's June 2020 eMAR from
08/01/20 through 08/22/20 revealed:

~There was a computer generated entry for
Tivicay 50myg dally, scheduled to be administered

- at 8:30am,
" -Tivicay was not documented as administered on

0B8/02/20, 06f06/20, 06/10/20, 08/11/20, 06/16/20,
0618720, and 06/20/20.

~The reason documented on the eMAR by the
MAs was "OOF" (out of the facility).

~Tivicay was documenfed as not administerad 7
out of 22 opportunities,

Telephone interview with the pharmacist at the

facility's contracted pharmagy on 07/08/20 at

. 2:41pm revealed:

-Tivicay 80mg daily, 28 tablets wers sent on
0627120 and 14 tablets were sent on 06/17/20.

- -If Resident #1 did nof receive Tivicay for a few
. days there woukd be no acute symptoms. If he did
- hot receive the medication as prescribed over a

longer period of time, than a few days, he would
develop an increased resistancs ta the

- madication,

Telephone interview with Resident #1's NP on
. 07/08/20 at 4:44pm revesled:

-Resident #1's antiviral medications for a
contagious blood borne pathogen had to be
administered consigtently to be sffectiva.

-He would expect the medication times to be
changed to the afternoon, and administered when

- Resident #1 returned from dialysis.

-He would expect to be notified if a resident was
not receiving their scheduled medications for any
reason.
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d. Review of Resident #1's signed Physician
Order Report dated 06/03/20 revealed there was
an order for metoprolol tartrate 25mg, cne half
tablet (12.5mg} every 12 hours, used to freat

- hypartension,

Review of Resident #1's June 2020 eMAR from
06/01/20 through 06/22/20 revealed:
-There was a computer generated entry for

- metoprolol tartrate 12.5mg scheduled to be

- administered twice daily at 8:30am and 8:30pm.
: -Metoprolol tartrate was not documented as

" administered on 06/02/20, 06/06/20, 06/10/20,

06/11/20, 06/16/20, 06/18/20, and 06/20/20,

~The reason documented on the eMAR by the
MAs was "OOF" (out of the facillty).

-Metoprolof was documented as nat administered
7 out of 22 opportunities.

Telephone interview with the pharmacist at the

- facility's contracted pharmacy on 07/09/20 at

2:41pm revealed:

-Metoprolol tartrate 12.8mg twice daily, 28 tablats
were filled on 05/27/20 and 14 tablets wers sant
on 06/17/2C.

-Resident #1 could experisnce rebound
hypertension (a rise in blood pressure) and an

fincrease in pulse rale if the medlcatlon was

stopped or lowered.

. Tefephone interview with Resident #1's NP on

| 07/08120 at 4:44pm revealed:

" ~He was concerned Resident #1 was not

- administered metoprolol on dialysis days.

- ~Resident #1 could spike a blood pressure of 180
~or above.

«If that happened frequently ovar a 2 month

_period, he could be in danger of having a stroke.

e. Review of Resident #1's signad Physician
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Order Report dated 06/03/20 revealed thare was
an order for Renage! 800mg, one tablet three
times a day with meals, used to treat an increase
of potassium in the blood (hyperkalemia),

Review of Resident #1's June 2020 aMAR from
06/01/20 through 06/22/20 revealed:

- -There was a computer generated entry for

. Renagel 800myg, one tablet thrae times a day with
. meals, scheduled to be administered at 7,00am,

t 12:00pm and 5:00pm.,

- Renagel was not documented as administered
on 06/02/20, 06106/20, 06/10/20, 06/11/20,
06/16/20, 06/18/20, and 08/20/20,

-The reason documented on the eMAR by the
MAs was "OOF" (out of facility).

-Renagel was documented as not administered 7

out of 22 opporiunities.

Telephone interview with the pharmacist at the
facility's contracted pharmacy on 07/09/20 at

- 2:41pm revealed Renagal 800rmg, one tablet
i three times daily, 84 tablets were sent on
05/27/20 and 42 tablets were sent on 06/17/20.

| f. Review of Resident #1's signed Physician

Order Report dated 06/03/20 revealed thare was

- an order for blood pressure checks daily, If

systolic blood pressure was greater than 160
administer clonidine 0.6mg as needed {(prm} every
& hours,

Review of Resident #1's June 2020 eMAR from
0601120 through 06/22/20 revealed:

-There was a computer generated entry for blood
pressure checks once a day schedulad between

{ 7:00am and 3:00pm. If the systolic blocd
: pressure was greater than 160, administer
. clonidine 0.6mg avery 6 hours prn.

~-Blood pressura checlks were not documentsd as

D 358
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" completed on 06/02/20, 08/06/20, 06/10/20,

- not administered 7 out of 22 opportunities,

- 2:41pm revealed cloniding 0.8mg prn for blood
" pressure greater than 189, thirty tablets were sent

Telephone interview with Resident #1's NP on
07/08120 at 4:44pm revealed:
- -He was concerned Resident #1 was not having
- his blood pressure taken on dialysis days.

" or above,

g Review of Resident #1's signed Physician

, an arder for Humulin R (Regular) U-100 insulin,
“inject 5 unfts before each meal, used fo treat

" and notify the physician if FSBS was greater than
400,

E Review of Resident #1's June 2020 eMAR from

: scheduled to be administered at 8:30am,
" 11:30am and 4:30pm. Hald if FSBS was less than

06/11/20, 06/16/20, 06/18/20, and 06/20/20.

-The reason documented on the eMAR by the
MAs was "OOF" (out of the facility),

-The blood pressure checks were documented as

Telephone interview with the pharmacist at the
facllity's contracted pharmacy on 07/09/20 at

on 05/27120.

~Resident #1 could spike a blood pressura of 180

-Over time, elevated blood pressure could cause
the resident to have a stroke.

Order Report dated 06/03/20 revealed there was

elevated blood sugar. Hold the insulin if the
fingerstick blood sugar (FSBS) was less than 70

06/01/20 through 06/13/20 revealed:
-There was a computer generated entry for
Humulin R U-100 inject 5 units before each meal

70 and notify the physician if FSBS was greater
than 400,
-Humulin % units was not administered at
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. 11:30am on 08/02/20, 08/04/20, 06/06/20,

06/10/20, 06/11/20, and 08/12/20.

- ~The reason documented on the eMAR by the

MAs was "OOF" (out of the facility).
~Humulin R 5 units was documented as not
adminhistered 6 out of 13 opportunities at

- 11:30am,

Telephone interview with the pharmacist at the

facility's contracted pharmacy on 07/09/20 at

24 pm revealsd:

~Resident #1 was on a monthly automatic fill for
medications that were scheduled.

-lnsulin and PRN medications were fillad by the
pharmacy staff as needed,

-Humulin R § units three times daily, 1 vial was
sent on 05/27/20, _

-At 5 units daily,1 vial of Humulin would last for 30
days.

Telephone interview with Resldent #1's NP on
07/08/20 at 4:44pm revealed:

-He was not aware Resident #1 was not receiving
his morning medications on the days he had

" dialysis treatment.

-Resident #1's insulin had to be administered
consistently before meals fo maintain a stable
blood sugar.

-He expected to be notified if a resident was not
receiving his scheduled medication for any
reason.

-He discontinued Resident #1's Humulin before
meals on 06/13/20 due to low FSBS readings.

Telephone interview with a medication aide (MA)

on 07/08/20 at 2:03pm ravealed:

-3he checked Resident #1's FSBS and
administered 5 units of Humulin insutin on the
maomings she worked.

-Resident #1 did not refuse his medications in the
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. moming or in the evening when she worked.
. -He refused his insulin if he thought his FSBS
was too low,

-There was no directive on the eMAR to do
anything different an the days Resident #1 went
out to dialysis.

-She did nat know if Resident #1 receivad his
morning medications when he returned from
dialysis.

Telephone interview with a second MA on
07/08/20 at 2:33pm revealed:

- -She checked Resident#1's FSBS and
- administered & units of Humulin insulin on the

mornings she worked,

-Resident #1 was compiiant with his medications,
-if Resident #1 thought his FSBS was too fow in
the moming, he would refuse his scheduted

+ insulin.

-She did not work when Resident #1 retumed
from dialysis and did not know what medications
were administered to him.

Telephone interview with a third MA on 07/08/20

-at 3:47pm revealed:
- -3he administered medications to Resident #1 en

her shift,

-On the days he went fo dialysis, Tuesday,
Thursday and Saturday, she would check his
FSBS when he retumed.

- -When Resident #1 returned from dialysis, she

"picked up on his scheduled medications",

-If Resident #1 returned at 2:00pm, she
administered medications after 2:00pm as they
were scheduled.

-She did not notify the NP Resident #1 had
missed several medications while at dialysis,
because she had documented he was out of the

- facility at his treatment.

-If it was a day Resldent #1 was not at dialysis
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D 358

" and he missed his madications, she would send a
' fax to the NP,

. Tuesday, Thursday and Saturday.

- -8he documented Resident #1 was "OOF" (out of
" the facility} as the reason he missed his

- ~"Everyone knows he was at dialysis.” {The staff,

. -If a resident was not in the building when his

- ~There was no facility policy for missed

. parameters were out of range, a resident had
falls or other health issuss.

- dialysis.

- out of the building."

" Refer to telephone interview with the first MA on
- 07/08/20 at 2:03pm.

Telephone interview with a fourth MA an 07/10/20
at 10:10am revealed;

-She checked Resident #1's blood sugar and
administered his insulin in the morning.
-Resident #1 left for dialysis treatment around
9:00am or 10;00am.,

~The moming medications that Resident #1
missed were due to his dialysis treatments on

medications.
NP and management)

medications were due she was not required to
administer them,

madications.
-She would fill out a Health Cars Congern form
and fax it to the NP if blood pressure or Insulin

-She did not send a fax to the NP for missed
medications on days the resident went to dialysis
because everyone knew the resident was at

~The physician, the Director of Resident Care, the
Adminjstrator and the MAs knew Resident #1 was
at dialysis on Tuesday, Thursday and Saturday.
-l can't administer meds {medications} if he is

Refer to telephone interview with a second MA on
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07/08/20 at 2:33pm.

Refer to telephone interview with a third MA on
07/08/20 at 3:47pm.

Refer to telephone interview with the

~ Administrator on 07/09/20 at 3:49pm.,

Telephone interview with a MA on 07/08/20 at
2:03pm revealed:

-She was the part time MA from 7:00pm-7:00am.
-She was never instructed on administering
medications to residents who were out of the
facility when they returned.

-t was the responsibility of the MA to send a fax
to the primary care physician if a resident missad
medications, refused medications, had a new
symptom or an accidentfincident.

-She did not fax the physician when a resident

- missed their medications the morning of their

dialysis treatment.
-She documanted the resident was out of the
facility and that was sufficient,

- «Everyone knew when residents were at their

, dialysis treatment. (The staff, the physician and
i management}.

. =If a medication was administered to a resident

when they returned from dialysis, she would not

" know how to document that.

Telephone interview with a sacond MA on

07/08/20 at 2:33pm revealed:

- -8he was the MA from 7:00pm-7:00am.

-She administered 6:00am-7:00am medications.
-Some residents who had dialysis treatments

. chose not to take their medications before their

treatment. "It was their choice.”

~She did not know how that would be
documented if a resident was administered their
medications after it was documentad as "out of
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- would send a fax affer one missed dose,

. -Other medications she may wait for 2 missed

' doses before notifying the physician,

* -She would not send a fax to the physician if the

» "Everyone (the staff, the physician and

~was not herg" (at the facility) for medications to

- be administered,

~-She would document QOF (out of facility) on the
elMAR on those days.

- Telephone interview with a third MA on 07/08/20

i -Bhe was an MA from 7,00am-7:00pm.

* facility at his treatment,

. medications on dialysis days.
. -She had not baen instructed on what to do with

the facility",

-She would send a fax to the physician if a
resident missed a medication, had a new health
condition, had a fall or other medical concern.
-"If it was a serious medication, like insulin, sha

resident missed medications on a day they went
to dialysis.

management) knew on dialysis days the resident

at 3;47pm revealed:

~She had an hour before and an hour after tha
scheduled time for the administration of
medications.

-If a resident was out of the building during that
time frame, she documented "O0OF" a5 the
reason the medication was not administered.
-She did not notify the physician if a resident has
missed several medications while at dialysis,
bacause she had documented he was out of ihe

-The physiclan checks the eMARS regularly and
was able o see the resident had missed

medications when residents ware at dialysis,
~Dialysis was a scheduled and re-occurring event
and that was the reason the staff did not nolify the
physician when medications were missed on

dialysis days.
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- -8he did not know dialysis residents were not
: recelving their morning medications on the days
" they received dialysis treatment.

~attention.

_ardered for Resident #1 related to medications for

* meals to prevent hyperglycemia (an increase in

Telephone interview with the Administrator on
07/09/20 at 3:49pm revealed:

-The Regional LHPS Registered nurse (RN) and
she reviewed the eMARS monthly.

~The process was to look for medications not
signed for by the MAs, medications not
administered and the reason, blood pressure and
FSBS parameters, insulin administration and
exceptions,

-8he did not know this was overlooked during the
eMARS review.

-She did not know why the medications were not
administered when they returned from treatment,
-Her expectation was that when medications were
not administerad, it would be brought to her

~The MAs should notify the prescribing
physician's with a fax if medizations are missed,
-She expected the MAS to inform her when the
medications on the eMAR needed to be adjusted.
-Sha could not explain why the MAs thought not
administering medications 3 times a week when a
resident was at dialysis was a correct prosedure.

The facility failed to administer medications as

a contagious blood borna pathogen which needad
to be administered as scheduled for effectively
slowing down the progression of the virus, a
hypertensive medication with blood pressura
parameters to prevent a possible stroke, a blood
thinner for the prevention of clotting with a central
venous catheter, and a fast acting insulin before

blood sugar); Resident #2 related to a blood

thinner resulting in the risk for increased blood
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clotting in the new arteriovencus fistula, a
hypertensive medication rasulting in the rigk of
increased blood pressure, rebound hypertension,
and a heart attack or stroke, and a medication
used to lower phosphorous levels in patients on
dialysis resulting in the risk of a heart attack, Thig
failure resulted in serious neglect which
constitutes a Type A2 Violation.

A plan of protection was requested from the
facility in accordance with G.S. 131D-34 an
07/14/20 for this violation.

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED AUGUST 14,
2020.

10A NCAC 13FF ,1004(j) Medication
Administration

. T0A 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
ar treatment;

{5} reason or justification for the administration of
medications or treatments as needed (PRN) and
documanting the resulting affect on the resident;
{6} date and fime of adminisiration;

{7} documentation of any omission of
medications or treatments and the resson for the
omission, including refusals; and,

{8) name or injtials of the person administering
the medication or treatment. If initials are used, a

1358

D 367

10 A NCAC 13F 1004(J) Medication Administration

10A NCAC 13F .1004 Medication Administration(j)
The residents administration record (MAR) shall be
accurate and include the following:

(1)residents name

(2) name of medication or treatment order

{3} strength and dosage or quantity of medication
adminisiarad,

(4} instructions for administering 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 cmission of medications or
treatments and the reason for the omission, including
refusals: and,

{8) name and initials of the person administering the
medication or treatment. If initials are used,a signature
equivalent to those is to be documented and maintained
with the medication administration rescord (MAR).

Facility will ensure the residents medication administration
rascard(MAR) is accurats,

Facility ED,RCC,DRC and/or designee will review/audit
eMARs for accuracy no less than monthly for one month
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signature equivalent to those initials is to be

documented and maintained with the medication

: ;o . Then randomly there after.
. administration record (MAR),

Facility MA have been trained on medication administration
documentation including terminology on 7/17/2020

Facility will be in compliance by 8/14/2020

“ This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure the accuracy of the

_ electranic Medication Administration Records
(eMARSs) for 1 of & residents (Resident #5)

- related to documentation of oxygen.

The findings are:

: Review of Resident #5's current hospital FL2
dated 08/22/20 revealad:
-Diagnoses included chronic obstructive
pulmonary disease (COPD), emphysema, and
- depression,

-An order for oxygen as needed.

Review of Resident #5's subsaquent physician's

order dated 06/22/20 revealed a clarification for
~oxygen 2 liters via nasal cannula as needed for
_ shortness of breath (S0B).

- Review of Resident #5's June 2020 and July
2020 electronic Medication Administration Record
{eMAR) revealed:

-A computer-generated entry for oxygen 2 litters

“via nasal cannula as needed for shortness of
braath,

-There was no documentation Resident #5's
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oxygen was administered as needed 06/23/20
through 07/01/20

- Telephone interview with Resident #5's home

health nurse on 07/07/20 at 19:10am ravealsd:
-She had seen Resident #5 on 068/23/20 for a

 follow-up due to returning from the hospital with

an order for oxygen.

- «Resident #5 had oxygen in his room and was
" wearing the oxygen via nasal cannula,

Telephone interview with Resident #5 on
07/08/2020 at 1:35pm revealad:
-He was recently in the hospital for COPD and

: pheumonia,

~The hospital ordered oxygen becausé he was
SOB,

~The oxygen was deliverad to his room about 2
weeks ago in June 2020,

-He applied the oxygen several times daily after

- he ambulated in the facility or after he went

i outside the building and became SOB.,

| -He wore the oxygen at night to assist him with
: sleeping.

Telephone interview with Resident #5's Primary
Care Provider (PCP) on 07/10/20 at 9:30am
revealed;

" -Resident #5 was admitted to the hospital in May

2020 and June 2020 for respiratory failure,
pneumonia and a pulmenary embolus.

-Resident #5 was ordered oxygen for his SOB in
June 2020 after the last hospital admission.

-The facility staff were responsible for
documenting all medications Resident #5 was
administered on the eMAR.

-He wanted to know all the medications Resident

. #5 received when he reviewed the eMAR prior to
. a visit.

-It was important for staff to document Resident
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#5's oxygen because Resident #5's respiratory

history and his COPD,

Telephone interview with a medication aide (MA)

_on 07/110/20 at 9;30am revealed:
" -She was aware Resident #8 had an order for

oxygen 2l. NC as needed,

-She was aware Resident #& had oxygen in his
reom and it was used for SOB.

-5he never documented the administration of the
oxygen as needed on Resident #5's eMAR.

Telephone interview with a second MA on
07110720 at 10:10am revealed:

-She knew Resident #5 came back from the
hospital with an order for oxygen.

-She knew Resident #5 had oxygen in his room
and it was used for SOB after he ambulated

- outside fo smoke.
. -she never documented the administration of the
- oxygen as needed on Resident #5's eMAR.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 07/0%/20 at

© 2:28pm revealed:

~The facility staff were responsible for placing the
antry for oxygen on the eMAR.

-The pharmacy did not enter the order on the
eMAR for oxygen and they do not consider the
oxygen as a medication order.

-The MAs should be documenting all as needed
medications and treatments on the eMAR,

" Review of Resident #5's Licensed Health

Frofessional Support (LHPS) dated 06/30/20

. revealed there was documentation Resident #5
" had a task for oxygen use as needsd and the
facility's staff were competency validated,

Telephone interview with the Administrator on
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6.5, 131D-21 Declaration of Residents' Rights

Every resident shall have tha following rights:

- 2. To receive care and services which are
- adecjuate, appropriate, and in compliance with
" relevant federal and state laws and rules and

regulations,

_This Rule is not met as evidenced by:

Based on interviews and record reviews, the

- facility failed to assure residents received care

and services which were adequate, appropriate,
and in compliance with relevant federal and state
laws and rules and regulations as relatad to
personal care and medication administration.

" The findings are:

1. Based on record reviews and intarviews, the

: facllity failed to respond immediately and in

accordance with the facility's established policy
and procedures for 1 of § sampled residents
(Resident #1) who had bleeding from a central
venous catheter that became dislodged which
required an immediate emergency response.
{Refer to Tag 0271, 10A NCAC 13F .0901 (c)
Personal Care {Type A1 Vialation)].

G.5. 131D-21 Declaration of Residents Rights

Every resident shall have the following rights:

2. To recaive care and serviges which are adequate,
appropriate, and in compliance with relevant federal and
state laws and rukes and regulations.

Staff were trained on policy and procedure of

how to respond fo an emergency situation.

on 6/23/2020 and 8/30/2020

ED, RN reviewad residents rights with all staff completed
on 7/17/2020

In-service with all staff on residents right conducted by
Ombudsman completed via zoom on 7/31/2020

DRC ED conducted an in-service on correct Medication
Administration, documentaion for MA including terminology
completed on 7/17/2020

Facility will be in compliance by 8/14/2020
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0711020 at 10:30am revealed:
-8he knew Resident #5 wore his oxygen in his
room for SOB but was not showing signs of SOB
since he returned from the hospital in June 2020,
-She was unaware the MAs were not
documenting Resident #6's oxygen on the aMAR.
«She expected the MAs to document all as
needed medications on the eMAR's.
D912 G.8. 131 D.~21(2) Declaration of Rasidants' R[ghts D912 D812 G.5. 131D-21 (2) Declaration of Residents Rights
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Da14

_with parameters (Resident #1); and related to

Violation}],

. 6.8, 131D-21 Declaration of Residents' Rights
: Every resident shall have the following rights:

- 4. To be free of mental and physical abuse,

- neglect, and exploitation,

TYPE A1 VIOLATION

. Fistula (AVF dialysis port) on 06/30/20 with

Continued From page 38

2. Based on record reviews and intervisws, the
facility failed to administer medications as
ordered by a licensed prescriting practitioner for
2 of 5 sampled residents, related to medications
for a contagious blood borne pathogen,
hypertension, a blood thinner, elevated levels of
potassium, fast acting insufin to lower blcod sugar
before meals and daily blood pressure checks

blood pressure medications and blood pressure
checks with parameters, medications used to
prevent blood clots, medications used to lower
hlood sugars and medications used to lower high
phosphorus levels in patients on dialysis
{Resident #2). [Refer to Tag 0358 10ANCAC 13F
.1004{a) Madication Administration (Type A2

G.8. 131D-21(4) Declaration of Residents' Rights

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure residents ware free of
neglect for 2 of 5 sampled residents related to
one resident (#1) who had a physician's order for
a "Full Code" status and did not receive cardic
pulmonary resuscitation (CPR) when in cardiac
arrest due to blood loss from a central venous
catheter that was dislodged; and a resident (#2)
who had received a new surgical Arteriovenous

Dg12

[xo14

D914 G.5.131D-21(4)Delcaration of Residents Rights

G,5.131D-21 Deciaration of Residents Rights.
Every resident shall have the following rights:

4. To be free of mental, and physical abuse,neglect
and exploitation.

ED.RN Immediately reviewed residenis rights with all
staff on 7/17/2020.

In-service with all staff on residents rights conducted b
Ombudsman via zoom completed on 7/31/2020

ED, DRC reviewed with all staff CPR and how fo
respond in an emergency situation on

6/23/2020 and 6/30/2020

In-service with all staff on Dialysis patients, the
difference of an established and un establisted access
port, and what to look for, conducted by

Colling Formunung NP.on 7/22/2020

Fagility will be in compliance by 8/14/2020
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discharge instructions and his CPAP machine
and tubing due to unclean conditions and not
praviding a full face mask (Resident #2).

1. Review of Resident #1's current F1.2 dated
06/03/20 revealed:
- Diagnoses included diabetes mellitus 11 (DM 1),
- & contagious blood borne pathogen, end stage
- renal disease (ESRD) and hyperkalemia.
-There was decumentation Resident #1 had a
"portin the right upper chest",

Review of Resident #1's Resident Register
revealed an admission date of 05/27/20.

Review of the American Heart Association's
definition of a Full Code revealed:

- -Afull code means a person will allow all

- interventions needed to get their heart started.
-This may include chest compressions and
defibrillation to shock the heart out of a
fife-threatening heart rhythm.,

. a. Review of Resident #1's Physician's Order
Report dated 06/03/20 revealed Resident #1 was
a "Full Code".

- Review of Resident #1's Resident Register dated
: 06/27/20 revealed Resident #1 was listed as a
' Full Code,

Review of Resident #1's electronic medication
administration racord (eMAR} from 06/01/20
through 06/23/20 revealed documentation of "Full
Code" In bold letters next to Resident #1's name.

Review of the facility's Accident /Falls/Emergency
and Fire Safety Palicy revealed:

. -When an accident or emergency occurs, staff

" should;

Division of Health Service Regulation
STATE FORM

6592

ROWX11

If confinuation sheet 40 of 68




Division of Health Service Regulation

PRINTED: 08/05/2020
FORM APPROVED

i

~Call for help,

-Fvaluate the resident,

-Call 511

-Determine if the resident Is breathing,
conscious and check for a pulse.

~Administer cardiopulmonary resuscitation
(CPRY) if appropriata-check for Do Not
Resuscitate (DNR status).

~Administer first aide as appropriate.

-Continue emergency intervention until EMS
arrives.

Review of the Emergency Medical Services
(EMS) report for Resident #1 dated 06/23/20
revealed: ,

-The facility called EMS at 6:1tam.

-The unit was dispatched to the facility and

. arrived at 8:16am,

~EMS was dispatched to the facility for an
individual experiencing cardiac/respiratory arrest,

_-"There were several liters of blood puddled
: throughout the roam."
: «'The patient's bed was soaksd with blood, the

patient was covered in blood, his wheelchair was
soaked in blood, and there were several puddies
in the room of congealed blood.”

-"It appeared the patient's port in his right upper
chest was removed which caused severe

- bleeding."

-"The patient was moved to the floor and CPR

- was administered.”
. ~"Whila performing CPR, blood spewed out of the
' chest area where the port was removed.”

-EMS tried to control the blood flow but it was
difficult.

~"Due to the severity of blood loss, EMS
consulted the hespital physician to determine if
resuscitative efforts should be continued, or if the

~ patient should be pronounced deceased.

-Pue to the cardiac arrest, severe blood loss, and
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the inability to control the massive bleading duting
CPR, the physiclan felt It was appropriate to

. pronounce the patient deceassad.

-"The patignt was pronounced deceased at
0629."

Telephone interview with a first responder on

: 07/01/20 at 9:00am revealed:
. ~He responded to the facllity for a reported patient

who was "stiff, cold and bioody”.
-When he arrived on the scene, the Paramedics

- ware going into the facility.

-Resident #1 was sitting in his wheel chair
approximately 3 feet away from the bed, facing
the door to his room.

-There was blood on Resident #1, on his

~wheelchair as well as under the whesl chair, and
. on his bed,
* -The blood under the wheelchair was "jelly like",

-He assisted the Paramedics with getting
Resident #1 out of the wheel chair to perferm

i CPR.

-Once Resident #1 was on the floor a second first
responder performed CPR,

-With every compression there was blood
“shooting" out of a hole in Resident #1's chest.
-The Paramedics applied pressure to the site

_where the blood was coming out but that did not
i help.
" -The Paramedics contacted their commander and

were directed to stop compressions after one
round.

Telephone interview with the Fire Chief on

07/01/20 at 9:10am revealed: :

-He responded to the facility on 06/23/20 for
reported cardiac arrest, .
-When he arrived on the scene the Paramedics
had just entered the facility.

- Resident #1 was sitting in his wheel chair away
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 from the bad, facing the door to his room.
¢ -Thers was blood on the bed.

-The blood under the wheel chair was
"congealed".

~There was not much blocd toward the door,
"tracks” from someone.

-One of the first responders assisted the
Paramedics in getfing Resident #2 out of the
wheel chair onto the floor.

~Another first responder assisted with CPR.
-With every compression blood would shoot from
Resident #2's chest and prassure on the site was
not stopping i.

-CPR was stopped after direction from madical

_command.

-There was an "excessive amount of blood" at the

" scene.

Telephone interview with a medication aide (MA)
on 07/07/20 at 3:48pm revealed:

_-She went into Resident #1's room arcund

8:00am to take his fingerstick blood sugar (FSBS)

- and administer his scheduled insulin.

- She observed Resident #1 sitting in his
wheelchair with his head extended back.

-There was blood all over nim, the bed, the
wheelchair and the floor.

-She did not perform CPR because she could not
locate any personal protective equipment (PPE),

Talephone interview with a second MA on

Q7107120 at 4:10pm ravealed:

. -8he was the MA on the second shift, 7:00pm
_-7:00am,

. ~She contacted 911, and the operator asked if

there was a defibrillator in the building and she

- did not know.

-Due to Resident #1's diagnosis of a contagious
blood borne infection, the MAs did not want to
perform CPR without PPE.

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
HALOB0145 B. WING 07/15/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4815 NORTH SHARON AMITY ROAD
EAST TOWNE
CHARLOTTE, NC 28205
%4y ID SUMMARY STATEMENT OF DEFICIENCIES ‘ I PROVIDER'S PLAN OF CORRECTION (X6
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B2 COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D914 Continued From page 42 914

Division of Health Service Reguiation

STATE FORM

090

DOWX11

If continuation sheet 43 of 65




PRINTED: 08/38/2020

. _ ‘ FORM APPROVED

Livision of Health Service Raquiation ]

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULFIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALDG0148 B, WING 07/1512020

NAME OF PROVIDER DR SUPPLIER

STREET ADDRESS, GITY, STATE. ZIP CODE
4315 NORTH SHARON AMITY ROAD

. Telephone interview with the Administrator on

- 07/09/20 at 3:49pm revealed:

*-On the morning of 06/23/20, she instructed the

- MAs to perform CPR on Resident #1 until the first

responders arrived,
-When she arrived at the building at
approximately 8:20am, she was told the MAs had

. not performed CPR while waiting for the medics
to arrive.
. «The MAs were GPR cerlified and present in

Resident #1's room at the time of the incident and
did not follow the emergency protocol.

-She expected the CPR certified staff to perform
CPR according fo the facility's Accident
/Falls/Emergency and Fire Safety Policy.

Telephone interview with the Reglonal Licensed

- Health Professional Support (LHPS) Ragistered

nurse (RN) on 07/10/20 at 9:20zm revealad:
~She arrived at the facility on 06/23/20 at

~approximately 8:30am for a scheduled training.

-When she questioned the MAs as to why they

. did not perform CPR on Resident #1, they both

said, "we did not do CPR because there was

_ blood everywhere".

Review of the Heaith Cara Personnel Registry
Summary report dated 06/25/20 ravealed:

. -The staff member present on 06/23/20 during

Resident #1's cardiac event refused to initiate
CPR despite the resident being a full code and
being instructed to initiate CPR (by the

. Administrator),
-Staff member stafed she refused to initiate CPR

due to Resldent #1's diagnosis of a contagious
blood borhe pathogen, and she did not have

. anything to protect herself.

-During the investigation, the facility noted
adequate PPE located throeughout the facility.
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' b. Telephone interview with the Clinical Manager,

"~He had been a patient of the dialysis center
- a waek on Tuesday, Thursday and Saturday.

- -8he did not expect the facility to report any
findings regarding a resident's fistula or port to

, "Dialysis staff removed the dressing and
. assessed the skin when the resldent cama in for
" thelr treatment,

- -She provided care for Resident #1 on some

- "we ware not allowed to touch it",

- Refer to telephene interview with a PCA on
i 07113120 at 9:30am,

: Refer to telephone interview with an MA on

a Registered nurse (RN}, at the dialysis center on
07/10/20 at 2:15pm revealed:

-Resident #1 had a right upper chest central
venous catheter which served as an access port
for his dialysis troatments.

since May 2019, and received treatments 3 times

the dialysis center unless there was an
emergency, bleeding or dislodgement of the
device,

-The skin around the catheter was covered with a
dressing,

-The facility staff should only verify that the
catheter was intact and not disiodged,

Telephone interview with a personal care aide
(PCA) on 07/13/20 at 9:30am revealed:

-Resident #1 was In quarantine in his room due to
hospital visits during the menth.

days.
-He had a dialysis device in his chest,
~The dialysis device was a medical device and

-8he was directed not to touch the dialysis device
by the MA.

07113/20 at &:38am,
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" Refer to telephone interview with the
Administrator on 07/09/20 at 3:49pm and on
07/13/20 at 1:27pm,

Refer to telephene interview with the Regional
LHPS RN on 07/10/20 at 8:20am.

2. Review of Resident #2's current FL2 dated
- 04/01/20 revealed diagnoses included diabetes,
. diabetic chronic kidney disease, end stage renal
fallure, pulmonary embclism, bilateral below the
knee amputation with prosthasis, hypertension,
blind in the left eye, obstructive sleep apnsa and
hypertension,

Review of Resident #2's Resident Register
_revealed an admission date of 03/31/20.

Review of Resident #2's current Care Plan dated
04/04/20 revealed:
-Resident #2 required extensive assistance with
~ bathing.
-Regldent #2 required limited assistance with
dressing, grooming, eating and fransferring.

a. Review of Resident #2's hospital discharge
“instructions dated 06/28/20 at 6:03pm revealeg:
-The physician was (o be notified after he left tha
hospital for any of the following reascns due to
the new dialysis port placement; swelling, being
| very tired or weak, redness, chest pain, short of
. breath, more pain or pain was worse, unusual
* bleeding, drainage, odor frem incision or wound,
and if temperature was above 101 ot higher at
any tima.
~Remove the dressing in 48 hours and then
shower at that time, may leave open to air at that
time.
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Review of Resident #2's April, May, and June
2020 skin assessment sheets revealed there was
no decumentation related fo his dialysis access
port.

- Review of Resident #2's April, May and June
© 2020 electronic Medication Administration Record

(eMAR) revealed there was no documnentation
related to his dialysis access port.

Review of a Resident #2's progress noted
revealed there was no documentation of Resident
#2 having a new dialysis port placed or
observations documented related to his dialysis
port,

Interview with a medication aide (MA) on

L 07/01/20 at 12:30pm revealed:

-Resident #2 had a dialysis port in his chest,
either it had been there awhile or was brand new,

- she was not sure,

-He was one of her residents she administered
medications to but not daily.

-She was not trained by the facility on what the
dialysis access ports were, or what to look for

“related to signs and symptoms of infection or

abnormaiity.
-If there was bleeding, she would apply pressure

; and call for help,
- -All the residents at the facility were seen in
- dialysis and dialysis was responsible for checking

the dialysis access ports.
-The facility staff was not allowed to touch the

_dialysis access ports and she did not chaeck the

access ports at all.

Interview with Resident #2 on 07/01/20 at 3:34pm
revealed:
-He had both of his legs amputated below the
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- knee due to broken ankles that did not heal and
infection set in,
-He had arteriovenous fistulas (AVF, Is an
abnormal connection between the artery and a
vein, used as a dialysis access port) in both arms
which clotied and resulted in a perma-cath (a

- catheter placed in a vein closest to the atrium of

: the heart and used in an emergency for dialysis)

; in his left upper chest in September 2018,
-The perma-cath was considered only temporary.
-He was fold by the surgeon he had one more

_ option left for permanent dialysis port site and

. that was to place an AVF in his right upper chest
and on 08/29/20 he received the AVF in his right

. upper chest.

" «He was given discharge Instructions for the care
of the new AVF in his right upper chest.

. -The discharge instructions included care of the

- surgical site and signs and symptoms to watch

out for,

-The staff did not check his dialysis access ports;

- the dialysis nurse checked them on Monday,
Wadnesday and Fridays.

~-The staff did not ask to sea his dialysis access
ports or the new AVF after the procedure on
06/30/20,
-He gavs the discharge instructions to the

" medication aide {(MA) when he came back to the
facility after the AVF was placed on 06/29/20.
~0On 06/29/30, the Director of Resident Care
(DRC) asked if he had a dialysis port placed in

; his left chest wall as the instructions stated and

i he told her it was placed In his right chest. The

: DRC left and did not come back.

" ~The first time the AVF poit was chacked was at
the dialysis clinic on 07/01/20.
~He could not see the new incision site and the
staff would have to check it for redness, swelling
and drainage but he could notify the staff if he
had chest pain, short of breath or increased pain.
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Telephone Interview with Rasident #2's Dialysis
Nurse on 07/10/20 at 10:15am revealed:
-Resident #2 received dialysis through his
perma-cath (a catheter placed in a vein closest to
your atrium of the heart and used in an
emergency for dialysis) located in his |eft chest.

- -Resident #2 had 2 other AVFs that clotted off

and could not be used so the perma-cath was
placed in September 2019,

-On 06/29/20, Resident #2 had an AVF placed In
his right upper chest which was net a normal site
for AVFs,

~The placement of the AVF in his right upper
chest was considered a "last resort” because of
all the other typically places for an AVF were
"used up", meaning clotted off and could not be
used.

-She expected the facility staff to check and

: observe the dialysis ports daily for swelling,
. redness, drainage of bleeding and ask Resident

#2 if he had tenderness at the sites or any
complaints related to the dialysis access ports,
-She did not want the facility staff to "touch" the
parts but to call if there was a concern.

-She expected the facility staff to look at Resident
#2's new AVF located in his right upper chest at
lsast two times a day for signs of infection which
included; redness, selling, odor from the wolnd,
drainage from the wound, or the a fever of 100 or

greater.

. ~After placement of a new access port the faciiity
: staff should watch for signs of complication that

- would require 811 such as, shortness of breath,

~ chest pain, and increased pain.

Telephone interview with Resident #2's
Cardiovascular Surgeon on 07/10/20 at 11:32am
and 07/14/20 at 1:04pm reveajed:

-Resident #2 received a right upper chest AVF on
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06/30/20 as a "last resort" for his dialysis access
port,

-Resident #2 had a left chest wall perma-cath (is
a catheter placed through a vein into or near the
right atrium and used for dialysis in an emergency
or permanent until a device is ready to use} after
multiple failed accesses were placed. The
perma-cath was placed September 2019,

. -The discharge instructions were considered

orders and given to Residant #2 to take back to
the facility.

~The discharge instructions for the surgical
wound included signs and symptoms for the staff

. and resident to wateh for which included no

shower for 48 hours until the dressing was
removed.

. -The signs to observe for included; redness,
. swelling, fever or drainage which would indicate
" infection,

-If Resident #2 complained of or staff observed
shortness of braath, chest pain, increased pain at
the sight or bleeding, 911 shouid ke called
because that was considerad more serioys

. symptoms after a surgical procedure especiatly

with Resident #2's history of pulmonary embolism
and previous site failure due to clotting.
-All the above symptoms could happen at any

- time within the first 48 hours after an AVF was
i placed.
-Resident #2 was dialyzed on Monday,

Waednesday and Fridays and would need for his
dialysis access ports to be laoked at or "laid eyes

“on"in between dialysis days.

-Resident #2's perma-cath had a dressing on it
provided by the dialysis center and should be
kept clean and dry.

~-The perma-cath also had a clear, waterproof
dressing which was placed by the dialysis center

“which helped to prevent infection,
“~This clear waterproof dressing should be
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observed for a "flat seal" to prevent water or
molsture from entering the wound and causing an
infection. Any signs of infection or "lifting" of the
clear dressing should be repcrted o the
physician,

Telephone interview with the previous Diractor of
Resident Care (DRC} on 07/13/20 at 12:50pm
revealed:

-8he was an Licensed Practical Nurse (LPN)
started work at the facility as the DRC on June 1,
2020.

-She did not receive direction about her DRC
duties from the Administrator.

-She was responsible for "getting the staff
together” related to medication administration and
“putting out little fires" related to resident and staff
complaints.

; -Bhe did not know Resident #2 had a dialysis

: access port on the left upper chest,

i -On 06/30/20, the Regionel LHPS Nurse informed
"her of Resident #2's new surgical left upper chest
, dialysis access port and to confirm the correct

site as well as giving her the instructions on the
care after the procedure to “read" to Resident #2.
-She took the copy of the instructions to Resident
#2 and gave tham to him to check his own sight,

_-Resident #2 informed her that the new access

port was complsted on the right upper chest and
he had an older perma-cath cn the left ugper
chest.

~-8he Informed the Administrator and the Regional

LHPS nurse the correct site was on the right
upper chast for the new surgical site.

-When she informed the Administrator and the
Regional LHPS nurse, she was told "they would
handle it"

~-She did nat check his site again.

~-There was no training for the facllity staff related
to what the dialysis access ports were, where
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_they were located or care instructions, nct even

for a fresh dialysis access port instruction.

-The instruction to the staff, per the Administrator
and the Regicnal LHPS nurse was to "not toush",
because the “dialysis" center handled those.
-She felt it was her role to monitor the dialysis
access ports, the Administrator and the Regional
LHPS nurse said that it was not,

Telephong interview with the Administrator on
07/114:20 at 1;30pm revealed:

-On 06/30/20, was the first ime she was informed
about Resident #2's dialysis access port.
-Resident #2 made his own appoiniments and

. arrangements to get to and from dialysis.

- -Resident #2 made his own surgical appointment
- and transportation arrangements.

i -She did not consider the discharge instructions

. a8 "orders" because the "were not signed".

~The DRC was respansible for checking Resident
#2's surglcal site and did so on 06/30/20 and
informed her the site was documented on the
wrong side on the instructions.

-5he did not instruct the staff to check or monitor
the dialysis accaess port because "dialysis” did
that.

-It could be a possibility for a dialysis resident to
have a complication after dialysis and on the

_weekends.

. Refer to telephone interview with the Personal
- Care Assistant (PCA) on 07/13/20 at 9:14am,

Refer to telephone interview with a second PCA

on 07/13/20 at 9:30am.

Refer to telephone interview with an MA an
07/13/20 at 9:36am.

Refer to telephone interview with the
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- Administrator on 07/09/20 at 3:48pm and on
0713720 at 1:27pm,

Refer to telephone interview with the Regionai
LHPS RN on 07/10/20 at 9:20am,

b. Review of Resident #2's current FL2 dated
04/01/20 revealed an order for continuous
positive airway pressure (CPAP, applies mild air
pressure on a continuous basis to keep the
airways continuously open in people who need
help keeping their airway unobstructed) wear at
night as tolerated and remove in the morning,
make sure CPAP is on and in place while resident
is sleeping.

Review of Resident #2's Licensed Health

. Professional support (LHPS) dated 04/22/20

. revealed Resident #2's tasks included meonitoring
of CPAP.

" Review of Resident #2's May 2020 eMAR
revealed.
~An entry to wear CPAP at bedtime as tolerated
and remove in the morning, (make sure CPAP is
on and in place while resident is asleep),
documented as administered 05/01/20- 05/31/20.

_~There were no entries fo clean or replace CPAP
machine, filter and or tubing/mask.

 Review of Resident #2's June 2020 sMAR
revealed;
-An entry to wear CPAP at bedfime as tolerated
and remove in the morning, (make stira CPAP is
on and in place while resident Is aslaep),
documented as administered 06/01/20- 06/30/20.
-There were no entries to clean or replace CPAP
machine, filter and or tubing/mask.

Review of Resident #2's progress notes revezaled;
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-On 04/26/20 at 9:41am, "Resident #2 recaived

. mask and tubing for CPAP on 04/20/20",
--0On 07/01/20 at 1:53am, "Staff reportad that
resident refused to use his CPAP due to the nose

mask huirting his nose,

-Resident also stated the he prafers to use a full
faced CPAP mask instead, health care concern
reported to physician,

Interview with Resident #2 on 07/01/20 at 3:34pm
revealed
-He did not wear his CPAP machine at night for

- the last 2-3 weeks because was congested and

" the machine, filter, tubing and mask had not been
: gleanad or replaced.

- -He asked the staff to clean it for him when he

was congested about 2-3 weeks ago.
-About 2 months ago he asked the MAto order
him a full-face mask because the nose mask hurt

. his nose and was uncomfortable.
~ -He still did not have the full face mask.

-He informed the staff again earlier this marning
{07/01/20) about needing the full face mask ancl
the machine was still dirty,

Observation of Resident #2's CPAP machine on
07/01/2¢ at 3.40pm revealed:

-There was a nose mask with tubing attached to
. the CPAP machine.
- «The machine was dusty and dirty,

-The nose mask had dried brown and clear flaky

- pieces of debtis. inside the mask.

Telephone interview with second shift MA on
07/Q5/20 at 2:4%pm revealed:

-Most of the residents had their CPAPS on when
she administered their evening mads.

- was not asked to help them”.

-We were instructed to put watar in one of the
residents CPAP machine because he overfilled it
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and it broke.,

- -We were not instructed on how to ¢lean a CPAP
i machine,
-She did not know how to clean a CPAP machine.

-She knew how to assist in putting on because
she was trained how ta do so on her other job.

Telephone interview with Administrator on
07/00/20 at 3:49pm revealed:

-The LHPS RN checked off all staff on CPAP
administration and care.

-The MAs know how to determing if the CPAP
was working properly, there was airflow and it
was applied properly to the face.

-The CPAPs should be cleaned monthly,

_~The Resident Care Coordinator (RCC) ordered
. new supplies for the CPAP machine when
: needed,

Telephone interview with the Regional Licensed

Health Professional Support {LHPS) Nurse on
Q711420 at ©:20am revealed,

- -She preformed the staff competencies for the

CPAP which included; observation of the resident
applying the mask, to report issues with the CPAP
machine/mask to the physician and to document
the mask was placed on the resident or taken off.
-The MAs were responsible for putting the CPAP
mask on the resident or to assist the resident if
there was an issue with ability to putitonor a
adjustment to make it fit correctly.

-The MAs were responsible for cleaning the water

- chamber daily with distilled water and left out to
2 dry, and replacing the tubing/mask as needed.
- -If a resident had respiratory symptois such as

congestion, the mask should be cleaned daily to
avoid the increased respiratory issues.

-If the CPAP machine/tubing/mask was not
cleaned, it would compromise the delivery of the
air to the resident,
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Telephone interview with a Durable Medical
Equipment {DME) company on 07/15/20 at
10:00am revealed:
-A CPAP machine should be cleaned externally
daily with a warm damp cloth,
-The fubing should be changed every 3 months,
the filter every 2 weeks, a full mask every month,
a nose mask every 2 weeks and the water
chamber every 6 months,
~The masks and tubing should be cleaned daily
with a warm soapy water and allowed to air dry
especially after being sick to prevent bacteria

- from entering your lungs.

Telephone interview with the personal care aide
(PCA} on 07/13/2¢ at 9:14am revealed:
-3he was a PCA on first shift and provided
. personal care to the residents on her assignment
sheet,
-She knew some information regarding dialysis
and ports from a family member who had a port.
-She knew the common proklems of a port were
bleeding from the site and dislodgement,
-She had not had any specific tralning regarding
the care of ports or fistulas from the facility.
-Ghe performed skin agsessments on the
: residents on their shower days, 2 to 3 times a
S week.
-She recorded any skin tears, bruising, radness
or anything out of the ordinary on a Skin and
Body Observation sheet,
_~8he would give the Skin and Body Observation
sheet to the MA for their signature.
-The sheets were brought to the Diractor of
Resident Care {DRC) for review.

Telephone interview with a second PCA on
Q7113120 at 9:30am ravealsd:
-There were 3 residents with fistulas. Most of
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them have "patches” (dressings) to cover them
ug.

~8he did not khow anyone who had a pert
because they were also coverad up.

-8he knew that when a fistula became "clogged"
the resident had to go to the hospital and "get a

_new site." That happened to a family member of
" hers,

~-The previous DRC trained the staff in completing
body observations on shower days to look for
bruises, bumps and anything out of the ordinary,
-She would treat a fistula or a port with the same
type of body observation training.

-She knew to look for bleeding, swelling or pus
around the site.

-She was not trained by the facility specifically on

. the care of ports or fistulas.

Telephone interview with an MA on 07/13/20 at
9:36am revealed:

. ~She knew that an individual who had dialysis
: treatments could have a port in their chest.

. =She did not know what & fistulz was.

- -She did not know of any resident in the facility

who had a fistula,

-She did not know what type of problems could
arise with a resident who had a port or a fistula.
~-8he had not received any training at the faciiity
on the care of residents with ports or fistulas.

Telephone interview with the Administrator on
07/08/20 at 3:49pm and on 07/13/20 at 1:27pm
revealed:

~-Residents who went to the dialysis center were

manitored by the staff at dialysis.
-The facility staff were not supposed o provide
any care { for fistulas or ports).

- -She ang the previcus DRC had instructad the
_staif on the proper observation of the resident's

skin.
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. -The staff should observe the skin for redness,

- drainage and swelling.
-Fistulas and perma catheters (central venous
cathelers) were observed in the same manner as
the rest of the body.
~There was no training on the education of
fistulas and perma catheters she was aware of,

Telephone interview with the Regicnal LHPS RN
on 07/10/20 at 9:20am revealad:

_-She was the previous DRC from July 2019 to
May 2020.

- -8he trained the PCAs on the proper observation
of the skin and body on their resident's shower
day,

-If a rasident preferred to take their shower
independently, the PCA was instructed to stay in
the bedroom for safety and ohserve the body
before the resident dressed.

-The PCAs were trained to observe any visitle
bleeding, swelling, skin breakdown or any
irregularity, record on the shower sheet and

- report to their supervisor,

-As the DRC she would then review the Bady and
Skin Observation shests leftin her box.
~-MAs and PCAs have na responsibility for fistulas
or perma catheters.
-If the staff observed bleading or the resident
complained of pain, they would contact the
dialysis center.
-If the resident had bleeding from the site, the
staff should put pressure on the site and call $11.
-She did not include the care of fistulas or perma
. catheters oh an LHPS assessment or the care
i plan of a resident since it was not a task

The facility failed to ensure residents ware free of
neglect for 2 of 5 sampled residents (Resident
#1) who had a"Full Code™ and did hot receive
cardio pulmaonary resusclitation (CPR) from the
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" Responsibility for implementing the provisions of
_residents' rights included in G.S. 131D-21.

. This Rule is not met as evidenced by:

- facility were implemented and rules were
- maintained for personal care and supervision,

G.S. 131D-25 Implementation

this Article shall rest with the administrator of the
facility. Each facility shall provide appropriate
training to staff to implement the declaration of

TYPE A1 VIOLATION

Based on recommendations, interviews, and
record reviews, the Administrator failed to ensure
the management, operations, and policies of the

unestablished fistulas and what {o look for by Collins Fomunung NP

DROMRCC willl review FL2 at time of admission for DME equipment
and process accordingly.documentalon will be added 1o the EMAR

to remind staff to complete task

All charts will be reviewad by RCC/ED to ensure compliance complated
7/20/2020 and 7/21/2020

Training at time of hire on ke difference of established and
unestablished fitulas and what to [ook for

DRC/RCC will include on the 3050R under pther task to ensure externy
entities (oxample:ports, shunts, catheters, CPAP) usage to ensure
external davices will be managed effeclively.

Facility will be in compliance oy B/14/2020
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facilty staff, when he was in cardiac arrest, per
the facility emergency policy and was pronounced
_ dead shortly after the first responders arrived,
and who had a central venous catheter as a port
for dialysis treatment without specific staff training
an observation and reporting possible side
effects. Resident #2 who had received a AVF
(dialysis port) on 06/30/20 and could not use his
CPAP machine for 2-3 weeks because of an
upper respiratory cornplaint and the CPAR
machine was not cleaned. This failure resulted in
serious neglect which constitutes a Type A1
- Violation. 6.5 1310-25 Implementation
: G.8. £31D-25 Implementation
. The facility provided a plan of protection in Resposibility for implementing the provisions of this articte shall rest
accordance with G.8, 131 D-34 on 07/14/20. e auatr o el Each fclly sl provde
Residents rights included in G,8. 1310-21
CORRECTIDN DATE FOR THE TYPE A1 Staff trained 6/23/2020 and 6/30/2020 on the pelicy and
] air were ral an
VIOLATION SHALL NOT EXCEED AUG UST 1 4. procedure of how to respond in an emergency situal:ion.y
2020 Inservice on carrect Madication Administration including terminclogy
. for all MA an 711772020
. Immediale inservice will be held on Residents Rights, condusted by
LHPS
D98t G.S. § 1310-25 Imp!@mentation 980 Staff wr:;;s?rained on 7/22/2020 on the difference of an established/
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resident rights, and medication administration.
The findings are;
Interview with the first medication aide (MA) on

07/01/20 at 12:30pm revealed:
-She was not trained by the facility on what the

 dialysis access ports were, or what to Jook for

related to signs and symptoms of infection or

- abnormality.

-The facility staff was not allowed to touch the
dialysis access ports and she did not check the
access ports at all.

Teiephone interview with a second MA on

C 0713120 at 9:36am revealed:

-3he did not know what a fistula was.

-She dlid not know of any rasident in the facility
who had a fistula.

-She had not received any training at the facllity

~on the care of residents with ports or fistulas.

' Telephone interview with a first personal care
- aide (PCA) on 07/13/20 at 9:14arm revealed:

-8he was a PCA on first shift and provided
personal care to the residents on her assignment
shest.

-She had not had any specific training regarding
the care of dialysis ports or Arteriovenous Fistula
(AVF, is an abnormal connection hetween the
artery and a vein, used as a dialysls access port)
from the facility.

Telephone interview with a second PCA on
Q7/13/20 at 9:30am revealed:

-She provided care for Resident #1 and he had a
dialysis device in his chest.

-Bhe wag not trained by the facility specifically on

_the care of ports or fistulas.
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~ Telephene interview with the Regional LHPS RN
on 07710420 at 9:20am revealed:
-MAs and PCAs have no responsibility for fistulas
or perma catheters,
-She did not include the care of fistulas or prma
catheters oh an |LHPS assessment of a resident
since it was not g task.

Telephone interview with the previous Director of

_ Resident Care (DRC} on 07/13/20 at 12:50pm
revealed:

-She did not receive direction about her DRC
duties from the Administrator,

" -There was no training for the facility staff related
to what the dialysis access poris were, located or
care instructions, not even for a fresh dialysis
access port instruction.
~The insfruction to the staff, per the Administrator
and the Regional LHPS nurse was tc "not touch"”,
because the "dialysis” handled those.

- Telephone interview a MA on 07/07/20 at 3:48pm
ravealed:
-She did not know where to find PPE,
-She thought the PPE might have been in the
medication room, but she did not check,

Telephoneg interview with a second MA on
07/07/20 at 4:10pm revaaled:

-She was not aware if there was a defibrillator in
the building,

-She did not knaw if there was PPE on the
medication cart or the madication room.

Telephone interview with a sixth MA on 07/08/20
at 2:33pm revealed everyone at the facllity knew
on dialysis days the residents were not here for
medications {o be administered.

- Telephone interview with a sevanth MA on
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07/10/20 at 10:10am revealed:

-If a resident was not in the building when his
medications are due they ware not required to
administer them.,

~There was no facility policy for missad
medications,

Telephone interview with an eighth MA on
07/10/20 at 9:30am revealed:

-She knew Resident #5 had an order for oxygen
2L NC as needad.

-She knew Resident #5 had oxygen in his room
and it was used for SOB,

-She had never documented the administration of
the oxygen on Resident #5's eMAR.

Telephone interview with the Administrator on
. 07108/20 at 3:49pm and on 07/14/20 at 1:20pm
' revealed:
- -She was the Administrator of the facility since
- November 2019,
-The facility Marketer was admitting residents to

the facility.
~The Marketer did not have clinical nursing skills.
-The Administrator had reviewed some of the

. Fl.2s for the new admissicns, but some she had

not.

-The staff were capable of caring for the higher
acuity residents that were admitted to the facility,
but they needad more training.

. ~The DRC had taken a new corporate role with

the company and was in the facility 1 or 2 hours a
day 2 or 3 times weekly.

-The Regional LHPS nurse was responsible for
completing staff training hut the Administrator
could nat recall any training on dialysis residents
or how to observe/monitor resident's dialysis
ports.

-There were § dialysis residents in the facility.
-She did not know until Resident #2 returned from

EAST TOWNE
CHARLOTTE, NC 28208
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D980 Continued From page 61 DS8)

Bivision of Feaith Ssrvica Reguiation
STATE FORM

[:1:: 1]

DOWXH

If confinuation sheat 62 of 65




Division of Health Service Requlation

PRINTED: 08/05/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PRQVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALO60149

B, WING

{X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING:

COMPLETED

07/15/2020

EAST TOWNE

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODS

4815 NORTH SHARON AMITY ROAD
CHARLOTTE, NG 28205

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EAGH DEFICIENCY MUST 8E PRECEDED BY FULL
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION)

D
FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION E {X5)
(EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D880 Continued From page 62

the hospital on 06/28/20 he had a procedure for a
surgical wound dialysis port,
-She considered the discharge instructions from
the hospital instructions and not an order,
-The staff were not to provide any care ( for
fistulas or ports),

~-There was no formal training on the education of

. fistulas and perma catheters she was aware of.

. ~she did not know residents had not recaived

* their morning medications on the days they

. Teceived dialysis treatment,
-She could not explain why the MAs did not
administer medications 3 times a week when a
resident was at dialysis.
-3he did not know MA were not documenting on

- the eMARs as nesded medications,
-She was in charge of day to day operations in
the facility.

Telephone interview with the Marketer on
. 07/14/20 at 12:45pm was unsuccessiul due to
she was transferred to another facility.

: Non-compliance was identifled in the following
_tule areas at the violation level;

1. Based on record reviews and interviews, the
- facility failed to respond immediately and in
accordance with the facility's established policy
- and procedures for 1 of 5 sampled residents
{Resident #1) who had blgeding from a central
- venous catheter that became dislodged which
required an immediate emergency response.
" [Refer to Tag 0271, 10ANCAC 13F .0801 {c)
Personal Care (Type AT Violation)],

2. Based on record reviews and interviews, the
- facility failed to ensure residents were free of
. neglect for 2 of 5 sampled residents related to
" onhe resident (#1) who had a physician's order for

Doso
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. 3. Based on record reviews and interviews, the
- facility failed to administer medications as
" ordered by a licensed prescribing practitioner for

. prevent blood clets, medications used to lower

: blood sugars and medications used to lower high
' phosphorus levels in patients on dialysis

" (Resident #2), [Refer to Tag 0358 10ANCAC 13F

Violation)],

" The Administrator failed to ensure responsibility

- In the facility to respond to an emergency
_situation and not inittating CPR to Resident #1 a
+ fult code dialysis resident, who had diskdged his

a "Full Code" status and did not recelve cardio
pulmonary resuscitation (CPR) when in cardiac
arrest due to blood loss from a central venous
catheter that was dislodged; and a resident (#2)
who had received a new surgical Arteriovenous
Fistula (AVF dialysis port) on 08/30/20 with
discharge instructions and his CPAP machine
and tubing due to unclean conditions and not
providing a full face mask (Rasident #2). Refer to
Tag 914, GS 131D-21 (4) Resident Rights (Type
Al Violation)]. ‘

2 of 5 sampled residents, related to medications
for & contagious blood borne pathogen,
hypertension, a blood thinner, elevated levels of
potassium, fast acting insulin to lower blood sugar
before meals and daily blood pressure checks
with parameters (Resident #1); and related to
blood pressure medications and blood pressure
checks with parameters, medications used to

-1004(a) Medication Administration {Type A2

for the overall management, administration,
supervision and operation of the facility which
resulted in staff unsure where to locate the PPE

dialysis port with extensive bleeding and death
occurred, Rasident #2 who had a emergency
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~ procedure to place & new surgical wound dialysis
port with discharge instructions to monitor and
observed the surgical site while staff wers not
trained or instructed on what to observe or
monitor; medications not administered to
Resident #1 and Resident #2 on dialysis days
which included insulin, autoimmune medications
and anti-coagulate medication for multiple days
without informing the physician or the dialysis

. center; and oxygen not documented on the

- administration medication record for Resident #5
who had two recent hospitalizations for
respiratory failure. This failure resuited in serious
neglect which constitutes a Type A1 Violation.

The facility provided a plan of protection in
accordance with G.S. 131 D-34 on 07/14/20.

| CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED AUGUST 14,
2020.
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