Names of Community:
Address:

License number:
Inspection date:

Five Star Senior Living
Plan of Correction

summit Place of South Park
2101 Runnymede Lane, Charlotte, NC 28209

_HAL-060-116

_10/123/2022

Name and Titla of Five Star Repre entative Signing the Plan of

Carrection:
Tammy Mullins, ED

AN

Signature of Fiva Star Representatiue' % J{M g} b h Lrs 1

Date of Submission: __ 19| 18} |25, /
e
Target Date
Regulation by Which Plan of Correction
Correction will
be completed
11/30/2022 Annual training will be completed on hire and as
D358 needed for all team members this will be complated by
Nursing Staff beginning 10.14.22
Med Tech will complete new orders and copy of order
and Mar will placed in wellness nurse hox for review
daily beginning 10.14.22
Internal/Random medication audits will be conducted
monthly by wellness nurse/DRC beginning 10.14.22
Weekly cart audits to be conducted by med techs
beginning 10.14.22
Monthly cart audits will be complated by wellness
nurse during Mar change over heginning 10.14.22
D406 Pharmacy will make recommendations and email them
11/30/2022 to DRC, Wellness Nurse, wellness nurse is to print off

and send to appropriate MD. DRC will keep original
copy of recommendation in binder, attach copy of MD’s
recommendation, and keep quarterly or as needed for
new orders/recommendations starting on 10.14.22

When orders/recommendations are sent out to
providers, new order tracking will take place to ensure
we have follow up in appropriate time, wellness nurse
will complete and DRC will check progress in weekly
meeting with Wellness nurse, this was started on
10.14.22

Novenro| and Oclrouwtedged.
WWWlbane 13013 ] Yo~




CONT. D406

All pharmacy recommendation printed for the quarter
on 10.14.22, MD provided coples of this, and coples
placed in appropriate charts with MD
recommendations.

Page2of2

Responses on the enclosed plan of correction do not constitute an admission or agreement of the truth
of the facts alleged or the conclusion set forth In the regulatory report. The responses are prepared
solely as & matter of compliance with law.




[VESTAR

ENIOR LIVING

11/29/2022

Plan of Correction for annual survey completed on 10.13.22

NCDHHS- Division of Health Service Regulation
Adult Care Licensure Section

Chrystal Wood, Executive Director
Summit Place of South Park

2101 Runnymede Lane

Charlotte NC 28209

704.525,5508

D 3258

Annual training on medication administration will be conducted yearly, upon hire and as needed, for all
team members. Training to be conducted on or before 11,30.22

Frequent monitoring of medication records for new orders to be conducted by Director of Resldent Care
or designee. Monitoring will begin on or before 11.30.22

Weekiy cart audit by Director of resident care or designee, Cart audit to begin on or before 11.30.22
Copy of all new orders to be reviewed by Director of resident care or designee. Copy of all new orders
will begin on or before 11.30,22

D 406

Copies of pharmacy recommendations will be kept In a binder and reviewed quarterly by Executive
Director/DRC or designee, Binder will be created on or before 11.30,22

New pharmacy recommendations will be sent to physician or appropriate healthcare professional as
new orders are received and noted in pharmacy recommendation binder. To begin on or before
11.30.22



OHSR LEMITED USE STATEMENT |PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
CF DEFICIENCIES AND PLAN OF |NUMBER: , BUILDING: COMPLETED:
CORRECTION B. WING
HAL06D-116 10/13/2022
AME OF FROVIDER STREET ADDRESS, CITY, STATE, ZIF CODE
Summit Place of Southpark 2101 Runnymede Lane
Charlotte, NC 28203
D SUMMARY STATEMENT OF DEFICIEMCIES (EACH :ID PREFIX PROVIDER'S PLAN OF CORRECTION (EACH COMPLETE

PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS-  'DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)' REFERENCED TO THE APPROPRIATE ‘
'DEFICI ENCY)

B 00D {njitlal Comments ‘D000

e Adult Care Licensure Section conducted an annual
survey on 10/12/22 - 10/13/22,

D358 {10A NCAC 13F .1004{a} Medlcation Adntnistration b 358

10A NCAC 13F 1004 Medicatlon Administration i ﬂﬂ.ﬁ% '{“0 'A’HZ(LP\R-QQ

(a} An adult cara home shall assure that the ; 0 ;
reparation and admin!stration of medicatlons, 604/% x )
rescriptian and non-prescription, and treatments by ! I lM ( :f‘blﬂb)
toff are In accordance with: i

{1) orders hy a licensed preseribing practitfoner which g

re malntained In the resident's record: and

12) rules In this Sectlon and the facllity's pollcles and '
racedures,

his Rule Is not met as evidenced by:

set] on observations, interviews, and racord reviews,

he facllity falled to ensure medications were
dminlstered as ordered for 3 of 5 residents {HE, #7, #8)
hsarvad during the medlcation pass Including errors
Ith a medication for constipation (#6, #7)}; a toplcal
aln patch {#7); and a calcium supplement (#8); and fer
of 5 sampled resldents (#1) Including errors with an
ntipsychatic, a madication to lower cholesterol, and
va vitamin supplements (#1).

eflndings are:

. The medfcation error rate was 149% ag cvhl:!nnnnd by 4
rrars out of 27 oppartunitles during the B:00am
L\ed[caﬂon pass on 10/13/22,

Review of Resident §6's current FL-2 dated 06/13/22

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE TEll-E DATE
&quﬁ ED “!aq!,;;)\
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STATE FORM —DHSR LIM H§STAI'EMENT EFICIEN 8 D ‘ a 12 ‘ a. a Page 10f 18
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DHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF |NUMBER: A. BUILDING: COMPLETED:
CORRECTION 8. WING

HAL0GD-118 10/13/2022
INANME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE
Summit Place of Southpark 2101 Runhymede Lane

Charlotte, NC 28209

D SUMMARY STATEMENT OF DEFICIENCIES (EACH

TAG

PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION])

1D PREFIX PROVIDER'S PLAN OF CORRECTION (EACH
TAG CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE

PEFICIENC‘{)
!

COMPLETE
DATE

D 358 Kontinued From page 1

evealed:

Dlagnoses included atrial fibrilfation, histary of falling,
ron deficiency, and back paln.

-There was an order for Senna 8.6mg take 2 tablets

once daily, hold for diarrhea. (Senna Is a laxative used
to treat and prevent constlpation.)

Observatlon of the 8:00am medication pass on
10/13/232 revealed:

-The medlcation aide {MA) prepared and administered
1 tablet of Senna B.6mg to Resident #6 at 8:07am.
‘The resident was administered 1 Senna 8.6mg tablet
nstead of 2 tablets as ordered.

Review of Resident #6's Octaber 2022 medication
poministration record {MAR) revealed:

rThere was an entry for Senna 8.6mg take 2 tablets
levery day, hold for diarthea.

-Sehina was scheduled for administration at 8:00am,
rSenna was documented as administered from
10/01/22 — 10/13/22,

Observation of Resident #6’s medications on hand on
10/13/22 at 11:50am revealed;

-There was a supply of Senna 8.6mg tablets dispensed
on 10/01/22 with instructions to take 2 tablets every
tay, hold for diarrhea.

LThere were 5 of 60 tablats remaining.

nterview with the MA on 10/13/22 at 11:54am
evealed:

She usually administerad 2 Senna B.6mg tablets to
esident #6.

She administered 1 Senna 8.6mg tablet to Resldent #6
hat morning (10/13/22) because she forgot to

D 358 ’

dminlister 2 tablets,

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE

TTLE DATE

STATE FORM — DHSR LIMITED USE STATEMENT OF DEFICIENCIES
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Summlt Place of Southpark

2101 Runnymede Lane
Charlotte, NC 28209

DHSR LIMITED USE STATEMENT |PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF [NUMBER: . BUILDING: COMPLETED:
CORRECTION 8, WING

HAL 060-116 10/13/2022
[NAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE

ID

TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH D PREFIX PROVIDER'S PLAN OF CORRECTION (EACH ICOMPLETE
TAG CORRECTIVE ACTION SHOULD BE CROSS-  |DATE

PREFIX EFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

1

|DEFICIENC\")

REFERENCED TO THE APPROPRIATE

D358 Lontinued From page 2

constipation or diarrhea,

fnterview with Resident #6 on 10/13/22 at 3:54pm
revealad:

-The resident was unsure which medications she
received,

-She had no current issues with constipation or
diarrhea.

nterview with the Director of Resident Care [DRC) o
f.0/13/22 at 12:20pm revealed:
“The MAs should read and double check the MARs a

-Resident #6 should have recelved 2 Senna tablets
Instead of 1 tablet that moming on 10/13/22.

provider {PCP} on 10/13/22 at 3:05pm revealed:
-Resldent #6 should have received 2 Senna tablets

nstead of 1 tablet.
-The resident’s bowels had been stable and she was
ware of any current Issues with constipation.

. Review of Resident #7's current FL-2 dated 01/13/22

evealed:

Diagnoses Included chranle diarrhea and cognitive
eficlts,

There was an arder for Lidocalne 4% toplcal patch
pply 1 patch to the left hip dally, remove after 12

ours. {LIdocaine Is a topical patch used to treat pa

evlew of Resident #7’s physician’s orders dated
6/06/22 revealed:
There was an order for Lidocaine 4% patch apply
toplcally once daily,

Telephone interview with Resident #6's primary care

358

FThe resident had not complained of any Issues with ‘

" l

nd

the medication labels when administering medications. f

hot

in.)
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DHSR LIMITED USE STATEMENT |PROVIDER IDENTIFICATION MWULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF |NUMBER; . BUILDING: COMPLETED:
CORRECTION 8. WING

HAL D60-116 10/13/2022
NAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE
Summit Place of Southpark 2101 Runnymede Lane

Chatlotte, NC 23209

iD iSUMMARY STATEMENT OF DEFICIENCIES {EACH  ID PREFIX PROVIDER'S PLAN OF CORRECTION (EACH ]lCOMPLETE
PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL iCt:)RREC‘I‘ IVE ACTION SHOULD BE CROSS- DATE

AG
REGULATORY OR LSC IDENTIFYING INFORMATION),T

REFERENCED TO THE APPROPRIATE
DEFICIENCY)

B 358 QContinued From page 3
-The order did hot specify where the patch should be
applied,

avlew of Resldent #7's physiclan’s orders revealed no
Eocumentatlon the incomplete order for the Lidocaine
% patch was clarified,

Obsarvation of the 8:00am medicatfon pass on
10/13/22 revealed the medication aide (MA) applied 1
Lidacaine 4% patch to Resldent #7’s right lower
hack/hip area at 8:55am.

Raview of Resldent #7's October 2022 medication
Edministratinn record {MAR] revealed:

FThere was an entry for Lidocaine 4% patch apply
topically once dally.

-Lidacaine patch was scheduled te be applied at 8:00am
nd removed at 8:00pm,

Uidocalne patch was documented as administered
rom 10/01/22 - 10/13/22,

(Jhservation of Resident #7's medications an hand on
10/13/22 at 12:03pm revealed:

FThere was a box of Uidocaine 4% patches dispensed on
09/06/22.

The Instructions on the |ahel were to apply toplcaily
pnce daily,

nterview with the MA on 10/13/22 at 12:02pm

evealed;

She usually applied Resident #7’s Lidocaine patch to

lther the resident’s left or right hip because that was
here the resident wanted the patch applied.

She had not noticed the Instructions on the MAR and
e medication label did not specify where the patch

s to be applied.

D 358

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE
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[nterview with Resident #7 on 10/13/22 at 4:33pm
revealed:

tThe MAs usually applled the Lidocalne patch to her
right lowar back,

tShe thought the patch helped a little with her pain,

nterview with the Director of Resident Care (DRC) on
10/13/22 at 12:20pm revealed:

-She had not notleed Resldent #7's current order for thel
1.Idocalne patch did not nclude a specific locatlon for
the patch to be applied.

LThe order should have been clarified.

-The MAs should notify her or the Wellness Nurse if
¢larification was needed,

FThe iviAs could also contact the provider for
:larification of the arder.

-Orders for toplcal medications should include a specific
Jocation for adminlstration,

-The resident usually wanted the path applied to her
right lower back/gluteal area.

Telephone Interview with Resident #7’s primary care
provider {PCP) on 10/13/22 at 3:05pm revealed:

LTha facility had not contacted her to clarify Resident
7's Lidocalne order.

Resident #7 had chronlc back pain and used Lidecaine

yatches to treat the pain,

She would clarify the order today, 10/13/22,

. Review of Resldent #7°s physiclan’s order dated
3/15/22 revealed an order for Metamucil powder take
scaop dally. (Metamucll is a flber laxatlve that may

e used to treat constipation or diarrhea.)

bservation of the 8:00am medication pass on

10/13/22 revealed:

DHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
IOF DEFICIENCIES AND PLAN OF INUMBER: A. BUILDING: COMPLETED:
CORRECTION B, WING
HAL O60-116 i0/13/2022
NAME OF PROVIDER STREET ADDRESS, CiTY, STATE, ZIP CODE
Summit Place of Southpark 2101 Runnymede Lane
Charlotte, NC 28209
ID I?surwr\m:.rw STATEMENT OF DEFICIENCIES (EACH  ID PREFIX PROVIDER'S PLAN OF CORRECTION (EACH |COMPLETE
OREFIX DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS- DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE
DEFICIENCY)
D358 [Continued From page 4 D358
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OHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF |NUMBER: . BUILBING: COMPLETED:
CORRECTION B.WING
HAL 060-116 10/13/2022
NAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE
Summit Place of Southpark 2101 Runnymede Lane
Charlotte, NC 28209

ID SUMMARY STATEMENT OF DEFICIENCIES (EACH ID PREFIX PROVIDER'S PLAN OF CORRECT ION (EACH COMPLETE
PREFIX EFICIENCY MUST BE PRECERED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS- ATE
TAG EGULATORY OR LSC IDENTIFYING INFORMATION) F!EFERENCED TO THE APPROPRIATE

DEFICIENCY)

I

D 358 [Continued From paga 5 D 358 ’

The medication aide {MA} used a plastic dlsposable
poon and put Metamucll powder In a clear medication
cup and filled the cup to the line marked for 15¢cc {3
teaspoons). ' ’
rThe MA mixed the Metamucll powder with a 5-ounce

cup of water and administered It to Resident #7 at
3:54am.

The resldent drank all of the water with the
fMetamucli.

Observation of Resident #7’s medications on hand on
10/13/22 at 12:04pm revealed:

~There was one container of Metamucll dispensed on
09/29/232,

‘The Instructions on the label were to take 1 scoop
Leverv day. '
-There was no pre-measured scoop In the container,
-The serving size on the contalner was 2 teaspoons. l

Review of Resident #7's October 2022 medication
administration record {MAR) revealed:

-There was an entry for Metamucll powder teke 1
kcoop every day scheduled for 8:00am,

-Metamucil was documented as administered from
10/01/22 - 10/13/22,

nterview with the MA on 10/13/22 at 12:02pm
evealed:

Resident #7's Metamucll container did not come with a
re-measured scocp,

Some of the Metamucil cantalners previously

ispensed came with a pre-measured scoop,

She thought the pre-measured scoop held 3 teaspocns |
o that was why she measured the powder to the 15cc
Ine {3 teaspoons).

She had not notlced the serving size on the label of the

PROVIDER LICENSEE OR ICENSEE DESIGNEE'S SIGNATURE TITLE DATE

STATE FORM — DHSR LIMITED USE STATEMENT OF DEFICIENCIES Page 6 of 18



DHSR LIMITED USE STATEMENT |PROVIDER IDENTIFICATION
OF DEFICIENCIES AND PLAN OF [NUMBER;
ICORRECTION

HAL 060-116

MULTIPLE CONSTRUCTION
. BUILDING:
B. WING

DATE SURVEY
COMPLETED:

10/13/2022

NAME OF

Summit Place of Southpark

PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE

Cha

2101 Runnymede Lane

rlotte, NC 28209

ID
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES (EACH
DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PREFIX PROVIDER'S PLAN OF CORRECTION (EACH [COMPLETE
TAG CORRECTIVE ACTION SHOULD BE CROSS-  {DATE

REFERENCED TO THE APPROPRIATE

DEFICIENCY)

D358

Continued From page &

(Metamucil was 2 teaspoons,

-The resident had a bowel movament with loose stogl
on 10/01/22 but no problems with dlarrhea or
constipation since then.

Interview with Resident #7 on 10/13/22 at 4:33pm
revealed:

-She did not know If she recelved Metamucll every day.
-She was sometimes a little constipated but not often.

nterview with the Director of Resident Care (DRC) on
[0/13/22 at 12:20pm revealed:

FThe Metamucll contalner usually had a scoop that the
MAs should use to measure the proper amount to be
administarad.

If there was no scoop, the MAs should use the
hfermation on the labe) which usually indicated how
much Metamucil powder was In one scoop.

-She was not aware the current supply of Metamucll
Hid not have a scoop. |
-The MAs should have notified her.

Telephone interview with Resident #7's primary care
provider (PCP) on 10/13/22 at 3:05pm revealed:

tThe MAs should measure and administer the correct
dose of Metamucil to Resident #7.

FReceiving too much Metamucll may cause the resident
to have more bowel movements.

d. Review of Resident #8's eurrent FL-2 dated 05/17/22
revealed:

tDiagnoses included osteoporosls.

LThere was an order for Calelum 1200mg daily.
(Calcium is a supplement used to treat osteoporosis or

thinning of the bones.)

D 358

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE

TITLE
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Summlt Place of Southpark

2101 Runnymede Lane
Charlotte, NC 28209

DHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF {NUMBER: A. BUILDING: COMPLETED:
CORRECTION 3, WING

HAL 060-116 10/13/2022
NAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE

ID SUMMARY STATEMENT OF DEFICIENCIES (EACH
PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL TAG
TAG PEGULATORY OR LSC IDENTIFYING INFORMATION)]

:ID PREFIX IPROVIDER'S PLAN OF CORRECTION (EACH
ORRECTIVE ACTION SHOULD BE CROSS-
EFERENCED TO THE APPROPRIATE

EFICIENCY)

COMPLETE
DATE

D358 Continued From page 7 D 358

Observation of the 8:00am medication pass on
10/13/22 revealed:

‘The medication alde (MA) adminlistered one Calcium
R00mg/Vitamin D 5001U) softgel to Resident #8 at
D:01am.

-The MA dd not administer 1200mg of Calclum as
ordered.

Observation of Resldent #8's medications on hand on
10/13/22 at 9:05am revealed;

rThere was an over-the-counter {OTC) supply of
Calcium with Vitamin D in the original manufacturer's
container for Resldent #7, ;
“The manufacturer label on the front of the bottle had '
Calcium 1200mg/plus Vitamin D3 10001U per serving.
-The manufacturer label on the back of the bottle had 2
softgels were one serving size and 2 softgels contalned
1200mg of Calclum and 1000{U of Vitamin D3,

Review of Resident #8's October 2022 medication
dminlstration record {MAR) revealed:

There was an entry for Calclum 600mg take 2 tablets
1200mg) every day scheduled at 8:00am.

Calclum was documented as adminlstered from
0/01/22 -10/13/22.

nterview with Resident #8 on 10/13/22 at 4:28pm
evealad she thought she took Calclum and Vitamin D
ut she was not sure how much she raceived each day.

dnterview with the MA on 10/13/22 at 11:57am
evealed:
The resident’s family brought the resident’s OTC
edications to the facility.
She usually administered 1 softgel from the OTC
alclum bottle on hand. '

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE

TITLE

DATE

STATE FORM — DHSR LIMITED USE STATEMENT OF DEFICIENCIES
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DHSR LIMITED USE STATEMENT |PROVIDER IDENTIFICATION
OF DEFICIENCIES AND PLAN OF [NUMBER;
CORRECTION

HAL 060-116

MULTIPLE CONSTRUCTION
. BUILDING:
B. WING

DATE SURVEY
COMPLETED:

10/13/2022

NAME OF PROVIDER
Summit Place of Southpark

STREET ADDRESS, CITY, STATE, ZIP CODE
2101 Runnymede Lane

Charlotte, NC 28209

D

TAG

PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL

;SUMMARY STATEMENT OF DEFICIENCIES {(EACH D PREFIX PROVIDER'S PLAN OF CORRECTION (EACH 'COMPLETE

REGULATORY OR LSC IDENTIFYING INFORMATION]}

TAG

LORRECTIVE ACTION SHOULD BE CROSS- DATE

REFERENCED TO THE APPROPRIATE

DEFICIENCY)

D358

-She had not naticed on the label that the softgel also
contained Vitamin D.

She had not noticed 2 softgels had 1200mg of Calcium
nstead of 1 softgel,

nterview with the Director of Resldent Care {DRC) on
0/13/22 at 12;20pm revealed:;

-Resident #8's family brought her OTC medications to

the facllity.

“The MAs should have checked the OTC medications to

make sure the medications brought matched the

medications ordered by the provider,

~The MAs were supposed to read the MARs and the

medication labels when administering medications.

If something did not match, the MAs should stop and

get clarlfication with the DRC or Wellness Nurse,

Telephone Interview with Resident #8's primary care
provider {(PCP) on 10/13/22 at 3:05pm revealed:
‘Resident #2 had an order and was also recelving
Vitamin D 20001U daily,

' The resident did not rieed additional Vitamin D In her
Calcium supplement,

-The resident should recelve the full dose of Calcium
1200mg as ordered,

2. Review of Resident #1’s current FL-2 dated 07/08/22
revealed diagnoses Included dementla and altered
Imental status,

. Review of Resident #1's physician’s orders dated
8/08/22 revealed an order for Ariplprazole Smg daily.
Arlpiprazole Is an antipsychotic.)

eview of Restdant #1's physician's order dated
8/17/22 revealed an order to discontinue Aripiprazole

Continued From page 8 D 358

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE
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DHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION
OF DEFICIENCIES AND PLAN OF |NUMBER:
CORRECTION

HAL 060216

MULTIPLE CONSTRUCTION
. BUILDING:
B. WING

DATE SURVEY
COMPLETED:

10/13/2022

NAME OF PROVIDER
Summit Place of Southpark

STREET ADDRESS, CITY, STATE, 2IP CODE
2101 Runnymede Lane

Charlotte, NC 28209

0
PREFIX
TAG

FUMMARY STATEMENT OF DEFICIENCIES (EACH
IDEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)
|

ID PREFIX PROVIDER'S PLAN OF CORRECTION {EACH COMPLETE
TAG CORRECTIVE ACTION SHOULD BE CROSS-  DATE
REFERENCED TO THE APPROPRIATE
IDEFICIENCY)

D 358

ntinued From page 9
bmg daily and start Aripiprazole 2mg daily.

Revlew of Restdent #1's physician’s request dated
05/19/22 revealed a refill request for Aripiprazole Smg
dally signed by the facllity’s contracted primary care
provider (PCP).

Review of Resldent #1's physician’s order dated
09/27/22 revealed an order to discontlnue Aripiprazole.

eview of Resldent #1's August 2022 medlcatian
dministration record {MAR) revealed:

FThere was a preprinted entry for Aripiprazole Smg
dally.

FThere was documentation doses were administered
daily 08/01/22 through 08/16/22 except on 08/13/22
{out of facility),

FThere was a handwritten entry for Aripiprazole 2mg
daily.

~There was documentation doses were administered
[18/19/22 through 08/31/22,

Review of Resldent #1's September 2022 MAR
revealed:

-There was a preprinted entry for Aripiprazole 2mg
dally.

~There was documentation doses were adminlstered
dally 09/01/22 through 09/30/22,

Revliew of Resldent #1’s October 2022 MAR revealed:
-There was a preprinted entry for Aripiprazole 5mg
dally.

'There was documentation doses were administered
10/01/22 through 10/12/22,

Telephone interview with a pharmacy techniclan from

p3ss |

PROVIDER LICENSEE OR LICENSEE DESIGNEE'S SIGNATURE

TITLE DATE
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DHSR LIMITED USE STATEMENT [PROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
OF DEFICIENCIES AND PLAN OF (NUMBER; BUILDING: COMPLETED:
CORRECTION B. WING
HAL 060-116 10/13/2022
NAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE
Fummit Place of Southpark 2101 Runnymede Lane
Charlotte, NG 28209

1D
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES (EACH 1D PREFIX PROVIDER'S PLAN OF CORRECTION {EACH (COMPLETE
'DEFICIENCY MUST BE PRECEDED BY FULL TAG ORRECTIVE ACTION SHOULD BE CROSS-  DATE

REGULATORY OR LSC IDENTIFYING INFORMATION}

I
‘REFERENCED TO THE APPROPRIATE
DEFICIENCY)

D 358

ontinued From page 10 D 358

he facility’s eontracted pharmacy on 10/13/22 at
:02pm revealed:

The pharmacy received an order to change Resident
2's Arlplprazole from Smg dally to 2mg dally on
8/17/22 and thirty 2mg tablets were dispensed on the

ame day,

The pharmacy received a reflll request from the facility

Ith the facllity’s contracted PCP signature for

riplprazole Smg daily on 09//19/22 and 30 tablets

ere dispensed the same day.

The pharmacy did not have an order to discontinue the\

riplprazole for Resident #2.

elephone interview with the factlity’s contracted PCP
n 10/13/22 at 4:45pm revealed she was not
oncerned that Resldent #1 received Smg of
riplprazole instead of 2mg from 09/19/22 through
0/12/22.

nterview with the Wellness Nurse on 10/13/22 at
:45pm revealed the medication aide (MA) made a
istake In recording the number of milligrams on the
eflil request for the Ariplprazole.

& MA who made the fax refill request for Aripiprazale
or Resident #1 on 09/19/22 was not available for
nterview on 10/13/22 after 4:45pm.

. Review of Resldent #1's physiclan’s orders dated
B/0B/22 revealed an order for Atorvastatin 80mg
ally. {Atorvastatin lowers cholesteral.)

aview of Resident #1's physlelan's order dated
9/27/22 revealed an order ta discontinue

torvastatin,
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Review of Resident #1’s August, September and
October 2022 medication adminlstration records
{MARS) revealed:

rThere were preprinted entrles for Atorvastatin 80mg
aily.

-There was documentatlon doses were adminlstered
N8/01/22 through 10/12/22.

Telephone intervlew with a pharmacy technictan from
the facility’s contracted pharmacy on 10/13/22 at
:02pm revealed the pharmacy did not have an order
to discontinue the Atorvastatin for Resldent #2.

Telephone Interview with the facllity’s contracted
primary care provider {PCP) on 10/13/22 at 4:45pm
revealad she was not concerned that Atorvastatin was

administered for an additional 15 days after belng
discontinued,

c. Review of Resldent §1's physlcian’s orders dated
08/08/22 revealed an arder for Vitamin D3 2,000 units
daily, (Vitamin Dis a supplement for Vitamin D
deficiency.)

Review of Resident #1's physiclan’s order dated
09/27/32 revealed an order to discontinue Vitamin 03,

Revlew of Resldent #1's August, September and
October 2022 medication administration records
(MARs) reveated:

FThere were preprinted entries far Vitamin D3 2,000
Linits daily.

- There was documentation doses were administered
08/01/22 through 10/12/22 except on 08/13/22 {out of
facility}.

D 358
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elephone Interview with a pharmacy technician from
he facility’s contracted pharmacy an 10/13/22 at
:02pm revealed the pharmacy did not have an order
o discontinue the Vitamin D2 for Resldent #2,

elephone Interview with the facility’s contracted
rimary care provider (PCP) on 10/13/22 at 4:45pm
evealed she was not concerned that Vitamin D3 was
drinfstered for an additicnal 15 days after belng

discontinued,

d, Revlew of Resident #1's physiclan’s orders dated
08/0B/22 revealed an order for Folic Acld 1mg daily.
(Folic Acid is a Vitamin B supplement.)

eview of Resident #1's physician's arder dated
9/27/232 revealed an order to discontinue Folle Acid,

evlew of Resident #1's August, September and
ctobar 2022 medicatfon adminlstration records
MARs) revealed:
There were preprinted entries for Follc Acld 1mg daliy.
There was documentation doses were administerad
8/01/22 through 10/12/22 except oy 08/13/22 {out of
cility).

elephane Interview with a pharmacy techniclan from
he facility's contracted pharmacy on 10/13/22 at
:02pm revealed the pharmacy did not have an arder
o discontinue the Folle Acld for Resident #2.

elephone Interview with the facillty’s contracted
rimary care provider {PCP) on 10/13/22 at 4:45pm
evealed she was nat cancerned that Folic Acld was
dministered for an addItional 15 days after helng

D 358

Iscontinued.
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Telephone interview with Resident #1’s family member
on 10/13/22 at 3:44pm ravealed;

-She took Resident #1 to PCP appointment on
03/27/22,

-She left the facility without the normal appointment
folder due to being rushed,

-She left the paperwork from the PCP with the

receptionlst or the Wellness Nurse,

rShe could not remember for certain.
'The PCP discontinued the medications because
Resldent #1 was declining and no longer needed the

medications,
-The PCP was hot concerned about any toxicity or side
ffects.

nterview with the Wellness Nurse on 10/13/22 at
2:57pm revealed:

She found the orders dated 08/27/22 for Resident #2
n 10/12/22 when she was checking resident charts.
Normally, when family members took residents to
utside providers, they brought a facllity folder for the
esident to the appointment and returned the folder
nd new orders.

-The resident appolntment folder was supposed to be

returned to cne of the medication aldes (MAs),

-Sometimes the folder might have been left with the

receptionist who was usually good about notifying

gither the MA or her,

-The MA was responsible for transcribing medIcation

arders ond faxing the orders to the pharmacy.

- The MA was responsible for decumenting the orders

on a tracking sheet and she checked tracking sheet to

follow up on all new orders.

LThe box was on the wall but due to constructfon at the

facility, the box had been taken down.

D 358
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elephone interview with the facllity’s contracted PCP
n 10/13/22 at 4:45pm revealed:

She hecame aware last week {10/06/22) Resident #1
ad two PCP's; she and an outside PCP.

-A family member continued taking Resident #1 to see !
her PCP from prior to admission,
~The out of state Power of Attorney [POA) agreed to | '
kransfer Resident #1’s care to her, the facllity’s ' '
rontracted PCP, f !
LHer Injtlal visit with Resident #1 was shortly after the
resident was admitted to the facility (07/11/22),

LShe made declstons for the resident based on her
records.

nterview with the Wellness Nurse on 10/13/22 at ! )
4:45pm revealed: - 1
~The facllity’s contracted PCP was Resldent #1’s PCP, !
L The outside provider the family took the resident to
was a geriatric neurology specialist,

nterview with the Director of Resldent Care (DRC} on
0/13/22 at 12:57pm revealed:

A family member took Resident #1 to the PCP visit on
9/27/22.

The family member must have given the after-visit
orms and new orders to one of the personal care aldes
PCAs) instead of the MA,

The orders were filed In Resident #1’s chart without
elng transcribed on the MAR or faxed to the t
harmacy. ;

ttempted telephone Interview with Resident #1's
riginal PCP on 10/13/22 at 4:16pm was unsuccessful.
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D406 [HOA NCAC 13F ,1009(b) Pharmaceutical Care D 406

0A NCAC 13F .1009 Pharmaceutical Care

b) The facility shall assure action is taken as nceded in
ponse to the medication review and documented)
ncluding that the physician or appropriate healily
rofessional has been informed of the findings when
ecessary,

is Rule Is not met as evidenced by:

ased on interviews and record reviews, the facility
ailed to ensure action was taken in response to the
varterly medication review for 1 of 2 sampled
esldents (#2) with recommendations to decrease the
dosage of a medication that cauld cause sedatlon,

e findings are:

eview of Resident #2's current FL-2 dated 04/04/22
avealed diagnoses included chronle atrial fibrillation,
ulmonary hypertenslon, vertigo, generalized
eakness, paln and peripheral vascular disease.

Review of Resldent #2's Physiclan’s Orders dated
16/06/22 revealed an order for meclizine 12.5mg twice
dally.

Review of Resident #2's quarterly medicatlon reviews
dated 05/26/22 and 08/28/22 revealed a
recommendation to decrease the meclizine from twice 1
Hally to once dally at bedtime due to strong sedating
hroperties and recommended [imited use in older
adults.

Feulew of Resident #2's August, September and
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ctober 2022 medication administration records
MARs} revealad:

There were preprinted entries for meclizine 12.5mg
wice dally.

There was documentation doses were administered
8/01/22 through 10/12/22 except on 10/10/22 {at the
aspital}.

nterview with Resident #2's primary care provider
PCP} on 10/13/22 at 3:05pm revealed:

She did not recall seeing the medIcation review
ecommendations dated 05/26/22 for Resldent #2.
She last saw the resident on 09/12/22 and her visit
ote sald ta continue current regimen so she probably
auld not have changed any of the orders.

LShe was usually at the facllity every Monday.
LNormally, medication reviews were placed in her
folder on each floor of the facility by staff.

LShe signed the medication review recommendations
pnd placed signed forms in the folder for staff to fax to
the pharmacy.

.Sometimes she handed the slgned forms to a
medication alde (MA} if they were not busy.

nterview with the Wellness Nurse on 10/13/22 at
:54pm revealed:

She was responsible for following up on quarterly
edication reviews,

She had not seen the pharmacy consultant’s

ecommendations for the reviews done In May and
ugust 2022 untii 10/12/22,

She had been working often on the medication cart
nd providing direct care to residents.

The pharmacy consultant did not usually discuss the
utcome of quarterly medication reviews with her.

[The pharmacy consultant usually only came to her

D 406
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ith guestions.

-She did not know who at the facility the pharmacy
consultant sent the quarterly medication review
summary and recommendations to,

rlnteruiew with the Director of Resident Care (DRC) on
10/13/22 at 5:07pm revealed:

LThe pharmacy consultant completed an exlt process
with her after each quarterly medleation review.

- The pharmacy consultation report and
recommendations were emalled to her and the
Wellness Nurse.

LShe or the Wellness Nurse placed the
recommendations in the PCP's folder to be signed,

L Signed recommendation farms were faxed back to the
pharmacy.

cShe had not kept signed and faxed recommendations
for residents.

nterview with the Administrator on 10/13/22 at
5:07pm revealed she was responsible for ensuring the
NAC and Wellness Nurse followed up on quartertly
medication review recommendations.

ontracted pharmacy consultant on 10/13/22 at

‘Ettempted telephone interview with the facllity's
:125pm was unsuccessful,

0 406
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