‘Received via electronic mail 08/10/23.

| Medication Staff

| 10ANCAC 13G .0403  QUALIFICATIONS OF
iuenlcmousm:f:

(a) Family care home staff who administer
Ermdit:amms.hereafltm'mf«m!du:aeirrlet!fimalion
sam.mmummmmshaﬁmmpleh
| training, clinical skills vahdation, and pass the

| written examination as set forth in G.§
i1:'.10-453 Persons authorized by state
ommaﬁamllmenwmmwmm
mdicnhmwmmrmtmhﬂequwmm

l

| This Rule is nol met as evidenced by.
1Bmdunmomdwﬂmandumiews the
fadnyfsﬂedbmmmzds sampled siaff
(Shﬂhmds}hadmmpiemummuonmde

| (MA) training, clinical skills validation, and passed
ﬁawmmwnmminmomumwms

The findings are:

1. Review of Staff A's, medication aide (MA)

personnel record revealed.

-Staff A was hired as a personal care aide (PCA)

on 06/26/20.

-Staff A completed the Medication Competency

\alidation Clinical Skills checklist on 07/07/20.

| ~There was no documentation Staff A completed

{ as-hourmedlcatmmde(MA)trahMcoum
badnmvslerlngmedicauons

i -smﬂAconmletedme 15-hour MA training course

' on 09/08/20.

-There was no documentation Staff A completed

the MA written exam within 60-days of completing
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 the Medication Compelency Vahdation Clinical ! ; o M é—gﬁ "1]3‘/53

Skills checkhst

-Stafl A passed the MA wnllen exam on 11/04/21. .QO-Q.h W .Esz[lpb‘ym
| Interview with Staff A on 07/13/23 al 3 25pm o..mo\ W ﬂM‘(‘p“?ﬁb
N a M

reveated

| -She was hired in June of 2020 and slarted
' training for the position of MA. m_u.olﬂe‘ 4o o

| -She completed her Medication Compelency
Validation Clinical Skills checidist and her 15-hour -—O’WF"Q"‘H)&'

| training within a couple months of being hired but : #M

' due to the COVID-19 pandemic she was nol able 3) W
;bmummmmwm

 of completing the Medication Gompetency AD o3& aaplags a3

| not realized over a year JE;‘? b; 0 ,&c‘u
ipassedbmon trainin she ;!959

| -Neither the Admnistrator nor the nurse who y Ao kv ¢
| completed MA traming at the facility had told her 0‘1—9—4&3 1o "0
she needed o pass the written MA exam within

| 60 days of completing the Medication

| Competency Validation Clinical Skills checklist
I8

Interview with the Adminisirator on 07/13/23 at

4-15pm revealed" ot &‘N\:TW JIM

_-Shewasmspomibleiorenmrgauofme w Mﬂw m

' requirements for MA qualifications were current . .

' and complete within the required timeframes. sk W%(}w

| .She was aware that MAs needed to take the MA :
| wnitten exam within 60 days of completing the Q}WW'J
' Medication Competency Validation Clinical Skils y nﬂ*ﬂ s Cons Mamal
checkhst 1
.smwnawmmmW;imemd Chved 1o and do oomehon
complete the MA n exam within
L g Lo Qs 4h (s
Glm ¢ 5 & n
R et vir s W dpns. adu "\"s""_’c) C&U&‘t{&h
MA wrillen exam f":)_}‘a-\.u\ meeb.(fchbhcu.d
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| -Staff B was hired as a personal care aide (PCA)
| on 06/12/20.
~Stafl B completed the Medication Competency
Validaton Clinical Skills checkhst on 07/07/20
| ~There was no documentation Staff B completed
| a 5-hour medication aide (MA) training prior lo
passing medications.
| -Stafl B completed the 15-hour MA training
| course on 12/10/22.
| “There was no documentation Staff B completed
| the MA written exam within 60-days of completing
| Medication Competency Validation Chnical Skills
checklist
-Staff B passed the MA writien exam on 02/01/23.

Telephone interview with Staff B on 07/13/23 at
! 4:00pm revealed.
| She was hired in June of 2020 and completed
| her Medication Competency Validation Clinical
| Skills checklist in July of 2020.
| -She had not taken her MA written exam until
| February 2023 because of personal scheduling
| conflicts.
| -Neither the Administrator nor the nurse who
| completed MA training at the facility had told her
| she needed to pass the wrillen MA exam within
80 days of completing the Medication
i Compelency Validation Clinical Skills checkhist.

| Interview with the Administrator on 07/13/23 at
| 4 15pm revealed

| -She was responsible for ensuring all of the
requirements for MA qualfications were current
and complete within the required timelrames.

| -She was aware MAs needed to take the MA
wrilten exam within 60 days of completing the
Medication Competency Validation Clinical Skills
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| checklist Clarified requirements with Administrator
.She was not aware if the MA was not able to | 08/14/23 at 4:00pm. SG
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complete the MA wrilten exam within 60 days of
| completing the Medication Competency Validation
Clinical Skills checklist, the skills validation
needed to be completed agan after passing the
MA writien exam.

C 203 10A NCAC 13G 0702 (b) Tuberculosis Test And c203
| Medical Examination

| 10ANCAC 136 .0702 Tubercluosis Test And
| Medical Examination

| (b) Each resident shall have a medical
| examinalion priof to admission to the home and
annually thereafler.
l
| This Rule ts not met as evidenced by
| Based on record reviews and interviews, the
facility failed to ensure residents' FL2s were
:upmdwnﬂyhzdﬂmpbdmmm
| and #3).
‘A
O 2k ponddiy PCf cont

;:m;#1kmmFum JDW -}M c‘\‘\-'u%") 1/!}/93
' 08/14/22 revealed diagnoses included d‘”ﬁ Ome[l M.F_AEJJJ +ho

| schizophrenia, asthma, hypertension, and chronic

| obstructive pulmonary disease £i-2 CKMCJ &),\L;Pﬂotm,ém
' Review of Resident #1's record revealed he did Sohial Atardleado
inothavemupdahdFLzmpletsdsm

| 06/14/22

| interview with Resident #1's primary care provider

| (PCP) on 07/13/23 at 2 20pm revealed

| _She had worked as the PCP for the facility since
May 2023

M
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_-Shewnsalmefaahtymryomermk
' -She had not been asked lo update Resident #1's NJ& a i,t-ufi ahiad

FL2 untl today, 07/13/23. wp‘ch oS8 c{yxm mmdn-b

U
Interview with the Administrator on 07/13/23 at o i ‘15

| R, fL-2 amd ot Plom
‘ was responsible for ensuring all the
residents had FL2s updated annually Odmurastido wild /QAI
| -She was aware Resident #1's FL2 was overdue ok ;&J\G Q[.“—j Nﬂ{ﬁﬁ/a. 1o
| to be updated.
i-&nmmp&mdmhmmtamﬁly’sPCP A D

update Resident #1's FL2 on 07/13123

' She did not have a system in place to help her Lz o C&Mi’ﬂom up—di&fcae

mmwmmmmmﬂsm Qi ~ s8s Lo Loary
' 1o be updated “LW
' -She checked the resident records periodically to jo 2 t'aN %“9‘“"“& J“G""‘
.mﬁwdmt’usmmgmbeupdamd 0 B S N Jo o
3 but she did not audi the resident records on a
' routin or scheduled basis. };,MUJ v

2 Review of Resident #3's previous FL2 dated
|07mw22mededdwmdtyps2

| diabetes, hyperiension, unspecified intellectual
disabilities, and osteoarthntis.

' Review of Resident #3's record revealed he did
not have an updated FL2 completed since
07/08/23

Interview with Resident #1's pnmary care provider
(PCP}on 07/13/23 at 2.20pm revealed
| -She had worked as the PCP for the facility since
May 2023.
-She was at the facility every other week
| -She had not been asked to update Resident #1's
| FL2 until today, 07/13/23.

Interview with the Administrator on 07/13/23 at |
4 15pm revealed %

-She was the staff responsible for ensuring all the |
Divison of Health Servace Regulation

STATE FORM - JLn N oONar ot O wreet S v 19
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residents had FL2s updated annually.

-She was not aware Resident #3's FL2 was
overdue o be updated

-She did not have a system in place to help her
keep track of when each resident’s FLZ was due
to be updated.

-She checked the resident records penodically to
see if any of the FL2s were due to be updated,
but she did not audit the resident records on a

| routine or scheduled basis.

€ 255 10A NCAC 13G 0803 (d) Licensed Health
| Professional Support

- 10ANCAC 13G 0903 Licensed Health
Professicnal Support

{d) The facility shall follow-up and implement
!mwmndaﬁommadebymeﬁeensedhaarm

' professional including referral to the physician or
appropriate health professional when ndicated

| The facility shall document follow-up on all

| recommendations made by the licensed health
professional.

| This Rule s nol me! as evidenced by.
Based on observations, record reviews and
interviews, the facility failed to ensure follow-up lo
| recommendations made by the Licensed Health
| Professional Support (LHPS) nurse for 20f 3

| purposes (#1) and obtaining orders wih
parameters and adding laboratory resulls to the
! record for review (#2).

| The findings are

|
1. Review of Resident #1's current FL2 dated
06/14/22 revealed.

C 255

|

i g q /:16 /7)
il) Odrvumasinater _hoo

| oreated on Srpedd ahad
heasolinds FL-2 avd Core
Plomns cnr dare to e

e
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-bmnmswﬁuﬂadsdvmphrema.haghumd
pressure, civonic obstructive pulmonary disease
| (COPD), and asthma.

| ~There was documentation Resident #1's

| respiralion was normal, but no documentation
that he was using oxygen therapy

| Review of Resident #1's Resident Register dated
| 11/23/20 revealed he was adrmitted to the facility
on 11/19/20.

;MewofRosM#ﬁphymanordsrm
| 01/24121 revealed an order for oxygen al 2 liters
| per minule (L) via nasal cannula at night for sleep
| and as needed during the day for shoriness of
| breath

ReviewofRésldeMﬂ'smedHeam

| Professional Support (LHPS) evaluation dated
| 05/08/23 revealed

-Resident #1 had an LHPS task for oxygen
admimstrMandmoang
-Resdmiﬂ’s respirabions were easy and

|oRﬂadanl#1 used oxygen at 2L via nasal cannula
mmwmm-;mmma
| breath duning the day.
-Resident #1's oxygen concentrator was in his
room, clean and in proper working order along
wmaportabhoxygenmksmed in the closet
| -There was a recommendation 1o fax Resident
#1's oxygen order to the pharmacy to enter the
 oxygen order on the electronic medication
|admlrntstra&onrsoord{aMAR)fordocumentamn

purposes

Review of Resident #1's May, June and July 2023

| eMARs revealed there was no entry for oxygen
21 via nasal cannula at night or as-needed dunng
the day

G 256

Qa,rlmw\ ol collid

mﬁa-’mw‘www%

133

b 4 2 e ‘
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Hurthe MRE.
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€ 255 Continued From page 7

| Observation of Resident #1's room on 07/13/23 at
12.00pm revealed
-Thera was an oxygen concentrator with nasal

! cannula tubing next to the bed and turned off
~There was a large portable oxygen lank in a
secured holder in the closet

| Interview with Resident #1 on 07/13/23 at
12:25pm revealed
ioHemrnsoxygoanymgm&kafnsdocmr
wanted tum to
-He sometimes needed to wear the oxygen
}d@ummdaylfhcwasfadingshoﬂdbmam
-He preferred to be in his room with the door
" closed so he did not think the facility staff were
anndhsdaﬂmusedoxygen
-He had a spare oxygen tank in his closet if he
needed i, but dunng the day il he was short of
| breath he preferred to rest in his room using his
pxygen concentrator

| Telephone interview with a representative from
haiacﬁﬂy’somkadedphamacymommsat
1.20pm revealed.

I-ﬂ\eptmnacyhadanmﬂarmﬂhformmﬂ
#1's oxygen dated 01/24/21 for 2L via nasal

| cannula every might and as-needed for shoriness

| of breath dunng the day
-The pharmacy entered orders into the facilty's
eMAR system, and staff at the facility had to

| approve the orders.
-{f the LHPS nurse made a recommendation to
the faciity to have oxygen added to Resident #1's
eMAR, the facility was responsible for edher

| contacting the resident’s primary care provider
{PCP)mvefdythetammmdauﬂn.orbr
cornacmgﬁmpimacydsfectlymrequeslmey
add the oxygen order to the eMAR
-mracllayhadnotoorﬁsmdlhaphsrnwpﬂor

C 265 |
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€255 Continued From page 8

lo today, 07/13/23, to request Resident #1's
oxygen order be added to the eMAR for them to
document oxygen adnunistration.

Interview with Resident #1's PCP on 07/13/23 at
| 2 20pm ravealed:
 -Resident #1 was ordered oxygen due lo fus
| diagnoses of COPD and asthma.
| ~The fachty had not contacted her regarding
documentation for Resident #1's oxygen.
| -She was not aware the medication aides (MA)
' were not documenting administration of Resident
#1's oxygen.
-She expected the MAs to document when
I Resident #1 wore his oxygen al night or if he
| used i as-needed duning the day.
| -She would want the faciily to contact her with
I wmmmmmwmewsm.

Interview with a MA on 07/13/23 at 3 25pm
revealed
§~Romm#1mhfsnuygenasordamdmry
-The MAs did not document Resident #1's
oxygen use because there was nowhere lo
| document it.
-The MAs did not lype progress notes or charling
‘mw&naiyﬂmmeymdddmmm
oxygen administration would be on the eMAR if
Ilharewasmanuyfern
-She was nol aware the LHPS nurse
recommended faxing Resident #1's oxygen order
%mmephmwwmemmdommmwgen
| use.
' “The LHPS evaluations were given o the
Administrator to follow up on any
| recommendations, the MAs did not review or read
the LHPS evaluations

-Teieplmnem:wmmthasacmdmm
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0711323 at 4.00pm revealed
-Rud;m‘u;w?:'ﬂofoxygenatnmmd
dunng y needed &,
' -8he did not document Resident #1's oxygen use \)M’V‘ /”"m Laoam ‘f, 3/23
because it was not on the eMAR so she did not | -JJ\G MRE 1H
know she needed to. OAAJJ 1o
«TheptwmacymdoﬂRwLHPSm'n
evaluation sheets o the facility once she typed ’ /
them up. 9) MW 1/'4 2
.She did not review the LHPS evaluations, she ;
left the LHPS evaluations for the Adnunsstrator to 7{,0 40 Lo iern wv»cj—loicﬂ
review | )
-She was not aware the LHPS nurse had ./u\’-"""‘ 1o [\.9_00‘ HPS
recommended faxing Resident #1's oxygen order l t ne Fgotf,,i-—,{}\wyn
bthep!wmncymbeaﬂdsdtotrnemfor MAJM
| documentation purposes s tho _gbaefil:
Interview with the Administrator on 07/13/23 at Jooehn b Are Afy PR
4 15pm revealed. .
-She was the staff responsible for reviewing the 0Al Oy W’“’D
LHPS nurse evaluations. ‘
-When the LHPS nurse came to the facility to i,
 complee e LHPS evaluators. she caled he 3) admnaiiraton +olibsd T(Mf3
‘meamrishehwanywmmmm
| did not always tell her over the phone what her jD-;’LhD A4 Cowne sy
gmmmﬂaﬁmmﬁormmt
' -The pharmacy delvered the typed LHPS C,LM.cJ Mkﬁd WWLHPS
!evahmhonshthafac*tymueplacudmm g Q Ak
| ] 7
iwmwmmﬁsmmmmmmps 'JJ& Lo
.wmmmdeimredhmefacﬁwmuﬂ!y M QQ Clhwn ]U'O'Ol

' filed them into the resident's record. LHP'SMWM %M

,-Shewmﬁdmtkm:fﬂwLHPSmrsahada g
;mmsdahonfurfollow-wmm 10 WJ.WM
| remembered to go back into the resident record
;andlookaiquHPSWduwonwhlchshadad '»«Q’W&hb
" not always remember to do.
;-ShawasmmeLHPSnursew»dmake

jons on the LHPS evaluation 1o be
' follow-up on, but if the LHPS nurse had made a

Drimon of Heaith Service Regulation
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€285 Contnued From page 10 c2s8 |
recommendation, she would let her know over the
phone

-She did not review the residents’ LHPS

| evaluations dunng her record audits because
during the record audits she only looked al the
medication orders

-She was nol aware the LHPS nurse had

| recommended she fax Resident #1's oxygen

| order to the pharmacy to be added lo the eMAR
for the MAs to document on.

| ~She was nol aware that oxygen adnministration
| was not on Resident #1's eMAR because it

- previously had been

| -When she audited Resident #1's eMAR each
month she only locked at medication orders, so
she had not naticed oxygen was not on his
eMAR.
:-mmhadmtddhermmwumplmh
iMMRMemﬂ'soxygenadmmhonm
;Mouyucnadmmﬂmhmmmierhmdmme
eMAR.

| Attempled telephone interview with the facility's
LHPS nurse on 07/13/23 at 1 30pm was
unsuccessful

| 2 Review ol Resident #3's current FL2 dated

| 07/08/22 revealed
| -Diagnoses included type 2 diabeles,
| hypertension, unspecified intellectual disabilihes.
| obesity and ostecarthrtis

-There was an order for fingerstick blood sugar
(FSBS) twice daily. |
| -There was an order for amlodipine (a medication
' used 1o treat high blood pressure) 5mg dady
~There was an order for metoprolol succinate (a
;motfmﬁmusadlolm&thghbloodprussm)
25mg daily

Review of Residenl #3's Resident Regster dated

V) 2he LHPS wardd e Tfiyfos
rmailed Ao M0 o stioder?
o Wl oo o Loy s
fop ok Lio e -
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© 255 Contnued From page 11 cass |
08/24/22 revealed he was admitted to the faciity :
{

| Review of Resident #3's Licensed Health
| Professional Support (LHPS) avaluation dated |
05/08/23 revealed i
-Resident #1 had an LHPS task for collectng and
testing FSBS samples
-Resident #1's FSBS ranges for the previous 30
days were 88-203 in the moming and 92-207 at

|
| [orc et o
's primary care provi ) and have
parameters v 0-’“<>\ U\,‘a o 9

placadmhededromcmdmmn
adninmmbmmwd(auAR}waSBSd\em 3

i -lmmx@mmwwamanor&r j,ok)‘o e

for pressure checks with o ﬂq mg .

mnmhnwdmﬂonmmagemm. P'Q'E’ UJ

—There was a recommendation to place a current l

hemaglobin A1c (2 laboratory test indicating the 2) f’C? w/w'” o.,_d_h.b i #3/7.3

estimated average blood glucose for the previous
3monh)mReslduﬂ‘#3'awmrdformwmr Uhouso me=che go * Sros 12
' ’ Do Jrlowd counme

{ } medamm#a'smzaasm
Name redacted. SG

lmaﬁod

|-ThemmsanonttyfmFSB$meckshwmdaiy
scheduled at 8:00am and 8 00pm. |
-There was no documentation of paramelers in
place for when to notify the PCP
-Resudent #3's FSBS values from 05/01/23
WM!angedkom?Qtosas‘
-Thamwafenaammforwoaklybbodpmm
cheoksm;:arammforwhentonomymc

| PCP.

Review of Resident #3's June 2023 eMAR

revealed
-Tl'nramanet\uyforl:sasmecksmedaﬂy

scheduled at 8:00am and 8 00pm.

e —————————

mumww
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=mmdmm#3'smmaemnm
07&1&3%&193107113!23“&'&"
| ~There was an enlry for FSBS checks twice dally
tu:l'natlmeﬁmB(l(lnm-amd!iﬂ{}pm,
-There was no documentation of parameters in
{ mbrmnwnowmpcp
| -Resident #3's FSBS values from 07/01/23
| through 07/13/23 ranged from 88 to 322
~There were no entries for weekly blood pressure
| checks with parameters for when to notify the
| PCP

| Review of Resident #3's record on 07/113/23

| revealed

{ The most recent hemoglobin A1c on file was

,mw1m.mmrmum75mnmmu
reference range was 4 0-6.0%)

| -There was no documentation the PCP had been
conlacled regarding the LHPS nurse’s

| recommendations from 05/08/23.

| Interview with Resident #3 on 07/13/23 at
| 12 15pm revealed
~The MAs checked his FEBS twica daly
| -His FSBS values fluctuated, but they were never
. really high or low causing him to feel

symplomabic
;-mMMdtdnold\mnkhubtoudprassum

Telephone intenaew with a representative from
ﬂmafsdmmamm&macymmﬂma
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| There was no documentation of paramelers D pef AAEL owohn 10 q ,3/33
| place for when to nolify the PCP, !
-Resident #2's FSBS values from 06/01/23 houas pRn d
through 06/30/23 ranged from 78 to 358 on MAR,
..ﬂmmmmmmrweklybhodpmm ’1/“",?-3
| checks with parameters for when to nolify the A.\..N}“d
| 2 FWL‘“"’
i) m ﬁ‘e -

M comupuaton steel 13 o/ 28

o St




e e i PN 0T

PRINTED: 07/202023

~The pharmacy had an order for staff to check
Resident #3's FSBS twice daly but there were no
parameters on the order

-The pharmacy did not have an order for blood
pressure checks for Resident #3.

Interview with the Resident #3's PCP on 07/13/23
at 2.20pm revealed
-She had nol been contacted to add parameters
to Resident #3's FSBS order
-She would want the MAs Lo contact her if
Resident #3's FSBS was less than 70 and he was
symptomatic, or greater than 500 and he was
symptomatic.
-She had not received a request from the facility
for weekly blood pressure checks with
‘ parameters for Resident 43
-She checked Restdent #3's blood pressure every
other week when she was at the facility and he
was always within a normal range
-She had not ordered a hemoglobnAlc
laboratory test for Resident #3, but was planning
1o order routine laboratory work for all the
| msidentsmm.whlchwouldmciudcanﬁnc

Interview with a MA on 07/13/23 at 3 25pm
| revealed
.She was nol aware of the LHPS nurse's
mormmndabmmrﬂwdem#&bocauuﬂu
Mmu&mrwasmponalblelurfolwwm
| the LHPS evaluations
| -The LHPS evaluations were given to the
Administrator to follow-up on any
recommendations
-RWMF%SVMWMMandM
| was never symptomatic of having high or low
bloed sugar
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| -The MAs did not check Resident #3's biood
! pressure because there was no order to do so.
| Telophone interview with a second MA on
| 07/13/23 at 4.00pm revealed.
-The MAs did not read or review the residents’
LHPS evaluations.
-The Administrator reviewed the LHPS
evaluations and completed any recommended
follow-up.
-She was not aware of the LHPS nurse’s
recommendations for Resident #3 from 05/08/23
-Resident #3's FSBS values were never so high
or low that she questioned whaether to notify his
PCP.
-Resident #3 was never symptomatic of having
| high or low blood sugar, or high er low biood
| pressure

| interview with the Administrator on 07/13/23 at
| 4 15pm revealed
-Shswaamstaﬁmsponsahlaformwngme
| LHPS evaluations.

-When the LHPS nurse went o the facility to
complete the LHPS evalualions, she called the
JAdnmu!mhrdshehad any questions but did not
alweystelhefwerthephmewhau\er
mmmwﬂdabom'mueioraaoh resident

-The pharmacy dehvered the typed LHPS
evaluations to the facility to be placed in the
resident records.
WMWWWMLHPS

| evalualions were delivered to the facility usually
mmmmmmm
-Shewoukl nol know if the LHPS nurse had a
mwmdauonforldhw-up unless she
remembered to go back into the resident record
[ and lock at the LHPS evaluation which she did
| not always remember lo do.

-She was aware the LHPS nurse could make

C 255

& O troker

o e paComs marna Ao |
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€255 Continued From page 15 co2ss |

recommendations on the LHPS evaluation that
mdodmhofolmﬂmm,butﬂmws
mmmdeamemmnmdalM.shnwmmhef

| know over the phone. ()'PCPLMJMW -’Iﬁ)/z}

-Shadldnolmmlheresid«ﬂ‘sLHPS

?Wmmmmm :
| duning the record audits she only looked at the oo aok
| medication orders AN cehn iu-b_\ju'b)
-She did not know when Resident #3 last had a
' hemaglobin A1c level drawn gt Intood olrosan
-She was aware the LHPS nurse had q/ﬂ/gj
lmmug;sdmlgawmr“ncmdh k
Resident mmw.mmmlhad 3 (fl/\-&.u}'r’\u
already been completed Q)W“' -
l-smmmmmmmuusss
and weekly blood pressure order for
Resident #3 from his former PCP, but was not ;
mm«ummmoumwm 3) OuOBAn Lhsas
.She had not documented her communication B MRR. P oY=k !‘7/13/23
,wamﬂendent#s'swmorPCP LN

,ﬁmﬂﬁ'swmmmmuwm
andshetmdnoﬂoﬂwwupmmeLHPSnum'a
mmmmm‘mmmpcp

mmdwmehtemm the faciliy's
LHPS nurse on 07/13/23 at 1 30pm was
unsuccessful

C 330 10A NCAC 13G .1004(a) Medication €330
Adnunistration

10A NCAC 123G 1004 Medication Adminislration
(a) Afmdymmmaaasmmm
pmparabonnndad«wmtmndnm.

| prwipﬁonandnon-prescnp&oﬂmdmatmems
bysuﬁmmamdammh
(1)ordorsbyammdpmsaihmg practitioner

l Mammmnwnedmmerwdenl‘srewd.am
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STATEMENT OF DENICIENCIES (X1 PROVIDLRSUPPULCRCLIA

{2} niles m this Section and the faciity's policies
and procedures.

This Rule is not met as evidenced by

Based on obsarvations, record reviews and
interviews, the facility failed to administer
medication as ordered for 2 of 3 sampled
residents {#1 and #2) who had an order for
psychotropic medication injections every three
months (#1). and who had an order lo increase
an anti-anxiety medication from once daily to
twice daily (#2).

| The findings are:

| 1. Review of Resident #1's current FL2 dated

IWW

;-Dtagtmuincundedsduzopr!‘ema

| ~There was an order for lnvega Trinza (an
armpsychoucmadicaﬁonusodlomt
smamphmnm) 546mg/1.75mL injection every 3
months.

|
Review of Resident #1's mental health provider's
{MHP) progress note daled 03/07/23 revealed
-The nurse visited Resident #1 that day on
03/07/23

| -invega Trinza 546mg was injected
intramusculardy into the left gluteus
-Resident #1 tolerated the injecticn well

Review of Resident #1's May 2023 electronic
medication adminisiration record (eMAR)
revealed

-There was an as-needed enlry for invega Trnza
S48malt 75mL inject 548mg ntramusculorly
every 3 months

-There was no documentation Invega was
administered from 05/01/23 through 05/31/23

i

(X2} MULIWPLE CON s Tan e 1 N1 DATE SURVEY
AND PLAN OF CORIRECTION I0F NTE ICATION NUREER % B o COMR B TED
R
fel079413 B Wil 07/13/2023
NAME OF PROVIDER OR SUPPLIER TREET ADDRESS, GITY. STATE. IWP CODE
$14 LINDSEY STREET
HARRISONS CARING HANDS
REIDSVILLE, NC 27320
44D SUMMARY STATEMENT OF DLFICIENCIES 0o SROVIDE RS PLAN OF CORRECTION o
PREBI¥ (EACH DEFICIENCY MUST BE PRECEDED BY FLL! PREFIX EACH CORREG Tive AL TION SHOWA D BE ¢ ,_.‘_(, 111
TAG REGULATORY OR | SC IDENTIFYING INFORMATION) TAG CROSS-REFESENCED T0 THE APPROSHATE -
DEFICIENGY)
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C 330 Continued From page 17

Review of Resident #1's June 2023 eMAR
revealed

| “Thare was an as-needed entry for Invega Trnza
546mgl1.75mL, inject 546mg intramusculady

‘ “There was no documentation Invega was
| administered from 06/01/23 through 06/30/23.

Review of Resident #1's July 2023 eMAR from
07/01/23 through 07/13/23 revealed

-There was an as-needed entry for Invega Trinza
546mg/1 75mL, inject 546mg intramusculardy

-Thete was no documentation Invega was
| administered from 07/01/23 through 07/13/23
lmmdmmmmd for Resident
| #1 on 07/13/23 at 11-30am revealed
-There was one box contaming one
pre-filled synnge of Invega Trinza 546mg/1.75mL
1o be injected intramuscularly every 3 months.
| .There was a dispensed date of 05/31/23.

Interview with Resident #1 on 07/13/23 at

12 25pm revealed

| .He received an Invega injection every 3 months
| .He cid nol keep track of when his injections were
due.andhecwldmlmmmnberwhenmslasl

' Invega injechion was
| “The MH nurse administered his invega

ijjections
msawmprmrycsrapmmdor(PCP)ma
;mkpnorandshehadnoimmmdmmm

5 an Invega m;echomohim.
-mdndnolhaveanywangesmhlsmodmm

previous month
| Interview with Resident #1's PCP on 07/13/23 at

2 20pm revealed
.Remmwaswescnbadkmgabmanage

DPcP g raasdm3 # 1 /iy

o W n 1323
Lt it ot v
Lwon W‘Mﬁb

Unptimne
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€ 330 Continued From page 18 C 330

his diagnosis of schizophrenia
-Resident #1's MH nurse went to the facility and |
administered his Invega mjections every 3
months.

| -She was not aware Resident #1 did nol receve
mlwwmnummmdmm,
~There would be no adverse effects or harm for
,Rssidentmbnmgommﬂhhhwraowahis

invega injection x A

-If the MH nurse was unable to administer D’;a&w pep wals qf3/r3
Resident #1's Invega injeclions she would start 5 .

| administering i , M clé.vh@ Wﬂl

-Resident #1 had not exhibited any new or worse il 2

| symptoms since missing his Invega injection. ppwgc.h Nricho M\c\ uuf-d-um

| -She expected the facility to momitor when

| Resident #1's Invega injections were due and

_hlowupwmwﬂadmwaamissodsamal
she could come to the factity and administer it to
im.

.,Tdeplwnehwvmmﬂmrepmmnwﬁmfmm
| Resident #1's MHP's office on 07/13/23 at
j~mmmxwmmmmwuy
| 1o visit Resident #1 twsce per waek lo provide
therapy, peer support, and nurse visits
-Resident #1 had been discharged from their
services in March 2023
-Resident #1's guardian had requested the
| discharge from their services, but she dic not see
| documentation why.
| -The MH nurse’s note dated 03/17/23
documented thal it was ner last wisil o see
; Resident #1, there was no documantation
| specifying if the facility stafl were rolified that it
- was therr last visit or not.
-Thesr discharge process always included
mmmefm:rsnsmmoughum faciity
would be aware they would not come to

a&nhishtﬂesﬂm‘l#fsmwﬂmnm i
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€330 Continued From page 19
2023

Interview with a medication ade (MA) on
07/13/23 at 3 25pm revealed
-She had completed the most recent med:cation
cart audit for the facility for the month of July
2023.
~She noticed Resident #1's Invega injeclion was
| on the medication cart, but since it was a
medication that he had ordered she did not
mﬁshoddhwebesnamﬁnisiemdmm
-The Administrator usually completed the
mmcaﬂauditssushedeMVammd
the missed injection whenever she completed her
next medication cart audit.
' .One of the MH nurses were supposed o come
wmmmmmmaewdm#vs Invega

| Injection
-Resident £1's Invega injection was entered as an
"as needed” medication on the eMAR so it never
poppedupasamdmmewas”M'wm

. the MAs to expect the MH nurse lo come
administer it or document on.

5»8?\0h!drﬂmhcedRcsM#1 mussed his
June 2023 Invega injection.
-YhmmumnmchangemRuidemM’s

i behavior in the previous month.

Telephone interview with Resident #1's guardian
| on 07/13/23 at 5 40pm revealed.
. -Slumndmmmsndenlﬁ migsad s
! June 2023 Invega injection.
-mmnumhadwmmharinmnma
| and:hmssod&ﬂtﬂmgoﬁloﬂhewmmmwm
1 mmmmwmmganngﬁmr
independent living, and since Resident #1 would
merbsauablweonmsmagan.she
agreed to discontinuing their services
.smmgmmefwmymﬁmmm

€ 330

i‘) Faaudily, PP oap;:.&jp r3fes
' AtaichaA™
IOAL i nlf‘) CUN:‘J U'- %‘d“‘-"'
Unpcion 7/13/2 % Abre
W
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Resident #1's Invega injections

-§he thought the MH team would communicate
with the facility that they had agreed on

| discontinuing services.

Interview with the Administrator on 07/13/23 at
4.t5pm revealed.

~8he had not been aware that Resident #1 was
WM“WWWmW
2023.

-She was no! aware that Resident #1 did not
raceive an Invega injection in June 2023,

-She completed medication carl audits on the
| 10th of each menth and would have noticed
Resident #1's Invega injection slill on the
medication cart, but one of the MAs did the
medication carl audit for her this month, July
2023,
--mmmmﬂmmmmmﬂm
nmmmmmwmaasmns
#nugammwmm“ssﬂlmm
medication carl.

-Since the MH nurse had been reliable to always
| come to the faciity and administer Resident #1's
kmgamc&monm.mmwesnobodym
mrwponmbhfmfdmguponhwmm
and ensuring their completion.

2 Raview of Resident #2's current FL2 dated
(8/24/22 revealed.
mwmmdudwm:zmﬁewvedmrdar

nicotine dependence, lype 2 diabetes, and

hypertension.
_There was an order for lorazepam 0.5mg (a
denlelvamtmuodsuwanoeusadtom

anxiety) daily.
There was an order for lorazepam 0.5mg onca

gally as needed.

Review of Resident #2's physician's order dated
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08/22/23 revealed an order to discontinue
lorazepam 0.5mg once daily as needed, and start
laking lorazepam 0.6mg scheduled twice dady.

IRemo{RMeM#i‘stnZﬁZ:%ethuc

| medication administration record (eMAR)
revealed

-There was an entry for lorazepam 0 Smg take

| one tablet daily scheduled at 8.00am.

| «There was documentation lorazepam 0.5mg was
' administered once daily from 06/01/23 through

| 06/30/23

 -There was an eniry for lorazepam 0.5mg lake
| ane tablet daily as needed.
~There was documentation the as-needed
gtomepwﬂo.f:mgmadwnmndonoeﬁm
and 06/23/23.
-There was no documentation lorazepam 0.5mg
was administered lwice daily as ordered from
| 06/22/23 through 06/30/23.

' Review of Resident #2's controlled substance
count sheet (CSCS) for June 2023 revealed.
| -The CSCS was for a medication card dispensed
06/01/23 1o take one 0.5mg lorazepam tablet
daily, with a dispensed quantity of 30 tablets.
-Lorazepam 0 5mg was documented as
administered once daily from 06/10/23 through
07/08/23

!
|

Review of Resident #2's July 2023 eMAR
revealed

~There was an enlry for lorazepam 0 Smg take
one tablet daily scheduled at 8:00am

-There was an enlry for lorazepam 0.5mg take
one tablet twice daily scheduled at 8 00am and
BmpmvaastmdmeTwZa.

.There was documentation lorazepam was
administered once dally from 07/01/23 through
07/06/23.
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| -There was documentation lorazepam was
administered twice daily from 07/07/23 through
; 07/13/23

| Review of Resident #2's CSCS for July 2023

| revealed
~The CSCS was for 8 medication card dispensed
07/06/23 to take one 0.5mg lorazepam tablst

 twice daily, with a dispensed quantly of 62

| tablets

| -There was documentation lorazepam was

| administered twice dally from 07/10/23 through

;mamndosamommawmssmorsz

| fablets remaining.

Observation of medication on hand for Resident
#2 on 07/13/23 at 11 25am revealed there was
‘mmmnumwmazmﬂ.m.m
| one tablet twice daily, with a dispensed date of
| 07/06/23 and with 55 out of 61 dispensed tablets
| remaining.
lmmewwithResﬁenl#Zm(mtm:!at
12:30pm revealed:
-Ha had been receiving lorazepam twice daily for
_&nwmsooupleddays‘
.He used to have an order to take one lorazepam
| as needed, but he was not familiar with his
| eurrent order.
-He had not felt more amaous than usual in the
previous month,

| Tdeﬁmmmmw%ammmwermm
mfaciﬂy'swmc%adphmwmomma
1:20pm revealed.
-Resident #2's order to incraase lorazepam
om&mnmdaﬁytom‘cedailyandb
discontinue the as-needed lorazepam was
hand-delivered to the pharmacy from faciity staff
on 07/06/23
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-mmmmmnszzzmm“smi
faxed to the pharmacy prior to 07/06/23 when 3 uroden o moke ane
‘pawmpymdmppedoﬂ ’

“The pharmacy dispensed one medication card Aot 2

for Resident #2 containing 62 tablets of C' E!’J.Jkﬂ aord 5 g

i%omzapam()ﬁmg.taknmtabletmdﬂyon

07/06/23. .tuﬂxﬂ ONTHORADY

| Interview with Resident #2's primary care provider )
| (PCP)on 07/13/23 at 2:20pm revealed’
‘~smnmmawaesmwsmpamom
jmo&ufzamnmdﬂlymdnmded.b
lmmm.mdmmmm
| of the use of as-needed lorazepam.
-Smwasnolmmﬂwdanl#zatiy
:woﬂvﬂkxazepunmdaﬂymﬁeadoﬂwm
' daily from 06/22/23 through 07/09/23. ;
_-Shesaszsldanl#Zoneweakplhfandmm
?mmmarkedmasemhisanm!ysymm
\ wmmmmwmm
ﬁmnmwmdmnmmmmadas
ordered.
-smexpedndmamwmnsterlomzepm
ioRaskiant#ZhowsheordmrL

(x4 SUMMARY STATEMENT OF DE FICH NCIES 4}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

Interview with a medication aide (MA) on
oma.rzs-ts,zsmmealed
«StwwasusuaﬂymestaﬁmpmﬂbhiorMn@ng
mptwsmnuﬂerstomaphafmacv.
-There was no longer a fax machine at the faciity
soshedroppedeopiesofthanewofdemoﬁat
the pharmacy
-She remembered Resident #2's PCP changing
his lorazepam order, but she could not remember
whyshadidmlbrit\gtlwordertoﬂwphmm
untd 07/06/23.
-ShetypncultymuthmPCPerdarabme
aither the same day they were written, ;
or the following day
Rmﬂﬁénﬂmswmdmam ‘
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anxiety between 06/22/23 and 07/09/23
i/f /23
Telephone inferview with a second MA on § fr'
s AU
07/13/23 at 4 00pm rovealed: () Qi drten 4 Qf,, /N
-Resident #2 had been geling agitaled in the Cﬂlof A
afterncons and frequently needed his as-needed J"" i"'{u b CLL l
lorazepam, so his PCP changed his lorazepam Mt\d.tmo oLl dccii?' 4D
. order fo twice daily instead of ance daily
| “When a new medication order was writlen, the ;‘l«ﬂﬂ 0‘(_)
| Admiristrator either faxad it to the pharmacy or
delivered a copy of the order to the pharmacy, ALAL :5.
and the pharmacy entered the new order on the W = b-n.\—kl)
| eMAR

| .She could not remember exactly when Resident
#2 started receiving lorazepam lwice daily, but

* she noticed t popping up as due at 8 00pm the N mlbc\ oS8
| -Resident #2 seemed to ba more caim since his W m{u/)
%mﬁsmmmmmmdaﬁy f [ I u‘m,@
_:mmwpmxgmnmmmommaa o() M.E Ci*c ! %Mur-
-When a new medication order was wrilten by the M—c‘,lo A0 ﬂxua Lom
PCP, the MAs were responsible for notifying her w

' 0 that she could go to the faciity and pick up a W (ﬂ‘tﬂ-hﬁ
| copy of the order and bring it to the pharmacy.

-The stalf who were responsible for binging W"‘%

orders to the pharmacy were herself, or one of

the MAs.

-She had not been the one to deliver Resident

#2's lorazepam order to the pharmacy on

07/06/23, so the MA must have done it

-1t was possible that the PCP increased Resident
#2's lorazepam order from ance daily to twice

dﬁymad&yw&mshaorﬂmﬂer%m

not working, and whichever MA was working that

day did not let either of them know there was an |

order that needed to be delivered to the

pharmacy.
-Resident #2 did not have any marked increase in |
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Administration

|

' 10ANCAC 13G .1004 Medication Administration
] The resident’'s medication administralion
md{HAR}Mbemrahandmdem
(1) resident’s name,

{ m)medmmmmmmmm.
(3) strength and dosage or quantity of

! or reatment,
(S)reawnwmiﬁaaumfarﬂuadmmmd
mm«umumm(mmm
mmngmmmmammmm;
{6) date and time of adnunisiration,
(ﬂmmmmdwmﬂmof
mdimﬁonswkeamﬂsmdﬁnmamhrﬁm
(S}nmnormmisolmamonadminmamg
the medication or reatment. It nitials are used, a
simahnremvelemmmosem;dnsl&be
mm&w\dmmmmu\emm
administration record (MAR)

STATEMEN' um_fm&mles r'.'. PROVIOLR/SUPPULIICLIA \X2) MULTIPLE CONSTRUCTION
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DEF 4
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mwswmmmmzmawmm 105 Lo 18n0) aj_w —-/U,D /’/53
!ovaupunmsuppnudtobogmbem ! -
E the MAs to be respansible for
keepng track of new medication orders and e o‘-("cjab'"! GLOLD’OGOV“a.
Immwmmmmw M . 0 ot
MA to deliver a copy of new medicabion orders to .
| the pharmacy as soon as possible. chack ML, du ae b
-She had not been aware of the delay n MJ-‘(}’
mmmw#?sm:mnfmmm NS
dﬂyandmmlymmd,wmdaiy. 1@ 8L /)Mlcla -thcd oAl L
' .She expected medications to be administered as |
ordered by the PCP N M&' Couth
C 242 10ANCAC 13G .1004()) Medication c 342
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ngcouumedFrompage?S

This Rule is not met as evidenced by:

Based on ohservations, record reviews and
| interviews, the facility falled fo ensure the

| medication administration record was accurale
fbr%dasmwmtﬂ}mmdan
 order for oxygen.

| The findings are

i

| Review of Resident #1's current FL2 dated

| 06/14/22 revealed
pmwre,mmmwmwyﬁmm

| (COPD), and asthma.

;-deocmeﬂtlﬁmneml#ﬁ

i respiration was normal. but no documentation

| that he was using oxygen therapy.

i

| Review of Resident #1's Resident Regster dated
| 14/23/20 revealed he was admitted to the facility
' on 11/19/20.

i

iRmewofResiduﬂ#i‘sphymanmﬂardabd
501f24121rcvmhdanmforoxygena12§ters
| per minute (L) via nasal cannula at night for sleep
;wnwmmmymumma

| Review of Resident #1's May, June and July 2023
| sMARs revealed there was no enlry for oxygen

| 91 via nasal cannula al night or as-needed dunng
 the day.

| Observation of Resident #1's room on 07/13/23 at
| 12:00pm revealed.
!-ﬂmmanoxygmmnmwmhnasﬂ
muambingnmmmuedandhmedaﬁ
-There was a large portable oxygen fank in a
secured halder in the closet

Dousgepr waon addedd gfafos
oth MAR

Q [ _-k - ' ‘ '
e AL .

v —————
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C342 Continued From page 27

Interview with Resident #1 on 07/13/23 at
12:25pm revealed.

-He wore his oxygen every night like his doctor
wanted fum to.
|-!-lesmﬂrnesnoodadbmmaoxygnn
!dwimmduyﬁnowasfadmgmoﬂofbw
f-l-hpcderradlobeinlﬁsrmmmedoor

| dosed so he did not think the facility staff were
1mdhﬁsday\hmuseofuxmn.
I*hhadaspmuxygenmmmdosah!he
imdodl.bmmuaeidaytfmmma
| breath he preferred to rest in his room using his
| oxygen concentrator.

I
Imemawmm
Emwmmmmmemamst
l1-.zopmrwanled‘
-The had an order on file for Resident
| #1's oxygen dated 01/24/21 for 2L wvia nasal
mmmmmwm
‘o!breazhdumgtheday.
i-mmmmmmmws
_wMARsysbem.arﬂstaﬁstﬂmwayhadh
" approve the orders.
:-mmmmmmdmmmqw
' to today, 07/13/23, to request Resident #1's
mﬂnuﬂerbeaddodtomemmmamw
document oxygen administration

Interview with Resident #1's primary care provider
| {(PCP) on 07/13/23 at 2-20pm revealed'
| ~Resdent #1 was ordered oxygen due io his
dﬂgnoustOPDmd asthma.
-Thohodﬂyhadmiconiaﬁad her regarding
documentation for Resident #1's oxygen
-smwaanoimrememedm&nonaides(MA)
were not documenting administration of Resident
#1's oxygen.
-Ghe expected the MAs to document when

C 342
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C 342 Continued From page 28

Resident #1 wore his oxygen at mght or if he
used il as-needed duning the day.

Interview with a MA on 07/13/23 at 3.25pm
revealed
-Resident #1 wore tis oxygen as ordered every

mght

~The MAs did not document Resident #1's
oxygen use because there was nowhere lo
document it.

-The MAs did not type progress notes or charting
notes so the only place they would document
oxygen admwwstration would be on the eMAR
there was an entry for it

Telephone interview with a second MA on
07/13123 at 4.00pm revealed.

-Resident #1 wore 2L of oxygen at night and
| dunng the day if he needed it.

-She did not document Resident #1's oxygen use
because il was nol on the eMAR so she did not
know she needed to.

Interview with the Administrator on 07/13/23 at
| 4 15pm revealed

-She was not aware that oxygen administration
was not on Resident #1's eMAR because il
previously had been.

-When she audited Resident #1's eMAR each
month she only looked at medication orders, so
she had not naticed oxygen was nol on s
eMAR.

-The MAs had nol told her there was no place lo
document Resident #1's oxygen administration or
thal oxygen admenisiration was nol eniered on the
eMAR

-She expecied oxygen adminisiration to be
documented by the MAs
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