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The Adult Care Licansura Sectlon conducted an
annuat survey and complaint investigation on
12/18/24 - 12120124,
al 211725
D 078 10A NCAG 13F .0306(a)(5) Housekeeping and Do79
Fumlshings
10A NCAC 13F .0306 Housekeeping and The ED/MCD/designee immediately
Furnishings completed a thorough sweep to identify|any items
{a) Adultcare homes shall that could pose a safety risk for the
{6) be maintained in an unclutiered, clean and residents in memory care. All identified
orderly manner, free of all obstructions and iferns were removed immediately .
hazards;
This Rule shall apply to new and exlsting
faciitlas,
This Rule Is not met as evidenced by: v
Based on observations, interviews, and record Etm MCD/ detslgnea }"m pro'\: Ide ;gd“?d ual
reviews, the facility falled to malntaln an ts orage can amersl [{Jl’ eac S{es &l
environment free of hazards including personal 0/SEGUIE personatiioms. slorage
care produciand s pairof etsl sciasrs that bins will be kept in a locked area or
P : outside resident’s reach. Staff will halre
were accessible to the residents living in the access to provide items for resident
spechal carmunit (3CCN: use with supervislon as
Tha findings are: nEgdeg
Review of the facllity's Environmental Pollcy for ED/MCD/designee will conduct daily
the epecial care unlt (SCU) dated 07/26/24 safety checks throughout the unit to ensure
revealed: ongoing compliance.
-All personal care fems and potentlally harmiul
ltams would be kept In a gecured and locked
A, ED/MCD/designee will provide Ire-training
~Resldents would have a locking box, cablnet or for all staff regarding the secursment
closet In thelr rooms where personal products of chemicals and other parsonal care
would be kept. Items in the memory care unit
~Tha items would remain [ocked.
~Facility team members or approved visltors
would asslst the resldent with accessing these
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items for personal cars or by resident request.
-Upon request, a team member would asslst In
unlfocking and providing supplles to the resldent,
allow time for graoming, and then resecure the
items In the locked area.

Revlew of the facllily’s census report recelved on
12/18/24 revealed there were 22 residents living
in the SCU of the facility.

Obsarvation of the bathroom In resident room
C-11 on 12/18/24 at 9:3%am revealsd:

~There were parsonal care hyglene products
silfing around the edge of a sink in the resident's
bathroom.

-The parsonal care hyglene products included
antibactarial hand soap, antipersplrant deadorant,
aloe molsturizing cream, dlaper rash cream, and
denture cleanser

-Warning labels on the products Included for
extemal use only; keep out of eyas; keep out of
reach of children; and In case of ingestion get
medleal help right away or confact a poison
control center (PCC) right away.

Interview with the residant who resided in room
C-11 on 12/20/24 at 10:48am revealed she
ahways had her body wash and other parsonal
care products In her raom.

Interview with family members of the resident
who reslded in C-11 on 12/20/24 at 10:48am
revealed personal carg products ware always
kept In tha resldent's room until the olher day
someone came by and said she could nat have
them In the rcom.

Observation of the bathroom in resident roam
C-01 on 12/18/24 at 10:20am revealed:
-There was a red basket full of persona care
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hydiene products on the countsr near the sink In
the bathroom.

=The personal care hyglens products Included
malsturizing hand and body lotions, shampoos,
conditioners, bar soap, toothpastes,
anliparsplrant deodorants and a palr of metal
sclssors.

-Warning labels on the products included: keep
vut of reach of children; for external use only; if
swallowed get madical help or contact a PCC;
avoid eonlact with eyes; In case of eye contact
flush with water; do not diink, not edible; and
harmful if Ingested,

Based on observations, Intervisws, and record
raviews, the two residents reskding In roam C-01
were not Interviewabls.

interview with a medication alda (MA} on
12/18/24 at 10:27am rovealed:

-Personal care bygiene praducts for residents In
the SCU wers usually kept locked In a closet near
the nurses® station in the SCU,

~Tha parsonal care aldes and MAs had a key to

access the personal care products.
-The PCAs tcok the persunal care products to the

residents’ rooms and the PCAs were supposed to
stay with the residents while they used the
produicts,

<Then the PCAs ware supposed {o taks the
personal care products back to the closet and
lock it.

-There should not be any sclssors unlfocked and
available to residents.

-There should not be any personal care products
in residents’ room currently because grooming
and bathing was over with for that moming.

-The Special Care Coordinator (SCC) usually
checked the residents’ rooms for personal care
products every moming.
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interview with a personal care alde (PCA) on
12/18/24 at 10:38am reveslad:

-8he had put the personal cara preducts In the
bathroom of resldent room C-01 that maming
because she was going to shower one of the
residents [n that raom.,

~Sha got busy and forgot she left the personal
care products in the bathroom.

~The personal care products should have besn
locked up,

Intervisw with the SCC on 12/18/24 at 10:40am
revealed:

-Persanal care products in the SCU should be
tacked In a closet near the nurses' station,

-The key to the closet was usually kept behind the
nurses' station near the fire extingulsher for staff
to access when needed.

~Any staff who asslsted the residents with
personel care were supposed to take the
personal care products back to the locked closet
when finishad with care.

~Some residents were hesitant to give the
personal care products back {o staff to lock up.
-Each PCA and she did a "sweep” after brealfast
aach moming to make stire personal care
preducts were lacked up.

~There should not be any sclssors left unattended
and unlocked in tha SCU,

~She had started checking the rooms that
maming but had not completed all the reoms, so
she was not aware personal care products had
been ioft In any restdent rooms.

Intervlew with the Administrator on 12/18/24 at
12:00pm revealed:

-All persongl care products in the SCU should be
in baskets locked In the closat hear the nurses’
station.
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-The PCAs took the baskets with the personal
care products to the resident's bathrooms whan
they ware asslsting with care,

-The PCAs were supposed to return the baskets
with the personal care products to the locked
closet.

«The 8CC was responsible for dolng weakly
chacks for any unlocked personal cara products
In the SCU,

-No personal eara products or sclssors should be
left unlocked in tha SCU bacause of safaty.
-5CU restdents could put things In thefr mouths
and Ingest personal cara products,

-No resldents had ingested personal care
praducts to her knowledgs.

10A NCAC 13F .0802 (e) Resldant Care Plan
10A NCAC 13F 0802 Resldent Care Plan

{8} The facllity shall assure that the resldent's
physlelan authorizes personal care services and
ceriifies the following by signing and dating the
care plan within 15 calendar days of completion
of tho asssaament:

(1) the resident Is under the physiclan's care;
and

(2) the rasident has a medical diagnosls with
assotiated physlcal or mental Imitalions that
Jusfify the persons] care servicas specified in the
care plan.

This Rule Is not met as evidenced by:

Based on observatlons, Interviews, and recotd
revisws, the facility falled to ensure the
assassment and care plan for 1 of 5 sampled
resldents (#4) was slgned by a physiclan within
15 calondar days of completion of the
assessment.

D079

D283

care p

DHW or designee will conduct an
audit of all resident records to ldentify
any care plans that are not in

compllance. All identlfied will ba
completed and signed by the physician
within 15 days of completion.

The DHW/designee will implement
a comFIIanca tracker, which will inciud

ensure ongoing compliance.

2/1/25

L2

an completion, for monitaring to
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The findings are:

Revlew of Rasidant #4's current FL-2 dated

10/08/24 revealed:

-Diagnoses included dementls, type 2 diabetes ED/DHW will review compliance tracker

mellitus with chranle kidney disease, at least weekly to ensure ongolng

hyperiipidemla, acquired absence of Kidney, compliance. The ED will maintain

opan-angle glaucoma, Vitamin D deficlency, and overall responsibility for ensuring ongoing

deficiency of group B vitamins, compliance.

-The resident’s lavel of care was documanted ag
domigiliary, memory care,

~Tha resldent was documented as belnhg
{ntermittently disoriented and having wandering
and verbally abusive behavior.

-The resident was documented as ambulatory.
-The resident was documented as being
continent of bows! and bladder.

Review of Resident #4's admisslon records
revealed there was no Resident Register.

Revlew of Resldent #4's Contact information
Formi revealed the resldent was admitted and
movad Into tha faciity on 10/10/24.

Revlew of Resident #4's current assessment and
cara plan dated 11/03/24 ravealed;

~The resldent had severa cagnitive Impalrment
and was frequently disoriented.

-The resldent was unable to remambar or usa
Information.

-The resident may require repeated verhal
prompts and/or directlon,

~The resident was documented as "wanders
Indlscriminately and frequently; may wander at
night".

~The resident resisted care and was verbally or
physically Inappropriata and required supervision,
-The rasident had post-fraumatic stress disorder
Division of Heafth Senvice Ragulation
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~The resldent was ambulatery.

-The resldant required minimal assistancea by
staff with ambulation, transferring, grooming,
dressing, toileting, and sating.

-The resldent was Independent with bathing.
~The resldent's care plan was not signed by a
physician,

Intervisw with the Health and Wellness Director
{HWD) on 12/20/24 at 11:36am revealed;

-She was respanslible for completing residents’
assassments and care plans.

~Once she compleled a resldent's assessment
and care plan, she usually sent It to tha resident’s
provider for signaturs If the resident used an
outside provider.

-Reslident #4 was seen by a Vataran's
Administration {VA} primary care provider {(PCP).
-She did not remember if she sent Resldent #4's
assessmant and earae plan to the resident's VA
PCP for signature.

-She had no way to check fo ses if the
assessmant and care plan had been sent to the
A PCP.

Interview with the Administrator an 12/20/24 at
11:28am revealed:

=The HWD was responsible for completing
resldants' assessments and care plans and
getling them slgned by the PCP,

-She did not imow why Resident #4's assassment
and care plan had not baen signed by the VA
PCP.

-She did not see any documentation of any
attempts to get he assessment and care plan
signed.

<Thera was cumently no system to check behind
the HWD fo make sure the assessment and care
plans ware complated and signed by the PCP,
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Observation of Resident #4 on 12/18/24 at
9:48am revealed the resident was In his raom
lying in bed,

Based on observatlons, Interviews, and racord
reviews, it was determined that Resldent #4 was
not interviawable.

Allempled telephons [nterviews with Resldant
#4's VAPCF on 12/20/24 at 10:32am and 5:05pm
were unsuccessiul.

10A NCAC 13F .0802(b) Health Care

10A NCAC 13F .0902 Health Care

(b} The facility shall assure referral and follow-up
to meet the routine and acuta hesalth care needs
of resldents.

This Rule Is not met as evidenced by:

Based on interviews and racord ravlews, the
faciliy failed {o ensure health cara coordination
and fallow-up for 3 of & eampled recidenta (#1,
#4, #5) including failing {o coardinate referals for
physical therapy (#1) urology (#4), and
gero-psychiatry (#4); falling to have a resident
follow-up with the primary care providar (PCP}
after a hospitalization (#4); and falling to notify the
PCP of heart rates below the ordered paramsters
{#s5).

The findings are:

1. Revisw of Raslident #4's current FL-2 dated
10/0B/24 revealed:

-Diagnoses Included demenfla, type 2 diabelas
mellitus with chronle kidney disease,

D 283

D273

ED/DHW/designee will condtict an audi
of all resident records to Identify any
outstanding orders or referrals. MD will
be notified of any identified issues and
new orders will be abtained per MD
direction.

The ED/DHW/designes will implemant
an order tracking system iBIn ystem)
to ansure prompt processing and follow
up of all orders, including but not limited

up appointments

to referrals, medication orders and follow

2/1/256
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hyperiipidemia, aequired absence of kidney,
opert-angle glaucama, Vitamin D deficiency, and The ED/DHW/deslgnee will review items
deficlency of group B vitamins. In the Bin System throughout the day
~The resldent’a level of care was documented as as well as during morning management
domiciliary, memory care. meetings to provide close oversight and
~The reslident was dacumented as being ensure ongoing compliance.
intermittently disoriented and having wandering
and verbally abuslve behavior.
; , : The ED/DHW/deslgnee will provide trdining
revonle tsta was s Rushiont Begai of the Bin Syster for Medichlion Ads
who will be atr‘ssiEsgng_;.Frﬂ'u ;Jrggr |
Revlew of Resldent #4's Contast Information managemen Wili maintain overa
Form revealed the resident was admitted and g?ﬁo!?::ggty for ensuring ongoing
moved Into the facility on 10/10/24. P
Revlew of Resldent #4's currant assessment and
care plan dated 11/03/24 revealed:
-The resident had severe cognltive impaiment
and was frequantly disoriented, Th -
e ED/DHW/designee will complete
=rhe “’5"’32; ' ';‘l‘”"'e fapRalad.veitial an audlt of all resident orders to identify
prompts andfor direction, all orders with attached notification o
~The resident was documented as "wanders other parameters. DHW/designes will
Indiscriminately and frequenily; may wander at maintain an ongoing list of orders with
night’, attachaod paramoters and will monitor
~The resldent resisted care and was varbally or each resident’s MAR at least weekly
physlcally Inappropriate and required supervision, to ensure ongoing compliance.
~Tha resident had post-traumatle strass dizorder
and flashbacks, DHW/designee will notify the MD of
~Tha resldent required minimal assistance by any discrepancies noted during
staff with embutation, transfening, grooming, moenitering/oversight.
dressing, telleting, and eating,
-The resident was Independent with bathing.
a. Review of Resldent #4's veteran's
administration (VA) hospital discharge summary
dated 10/10/24 ravealed:
~The resident was admitfed fo the hospital on
01/29/24,
~The resldent's admitting/primary diagnosis was
Division of Heallh Servica Regulation
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dementia with behavioral disturbances.

-The resident was admitted to the hospital from a
former memory care facllity following assauft on
staff mambers.

~The resident hecame more agtated at about one
manth into stay so psychialry was consulted fo
asslst with agitation pharmacotherapy.

~The residant was discharged from the hospital
on 1010124,

~Tha resident was to follow-up with
gero-psychlatry.

Telephona Interview with Residant #4'a famlly
member on 12/20/24 at 11:47am revealed:

-She usually took Residant #4 to his medical
appointments.

-The resident's VA gero-psychlatry provider had
double baoked appealntments, so they called her
and canceled his appointment {(could not recall
date).

~They were supposed to call her back with a new
appolntment date and time, but she had not
heard back from them.

-She did nat know If the facllity had tried to
cantact the VA ta sst up any appsintmants for the
resident.

Interview with fhe Haalth and Wellness Director
{HWD) on 12/20/24 at B:40am ravealad:

~She was responslble for any raferrals for
residents,

-Reslident #4 saw providers through the VA
system,

-She did not remember seeing the refemals on
Resldent #4's hospital discharge papers when ha
was admitted on 10/10/24.

-She was not sure if Resldenl #4 had bean seen
by gero-psychiatry.

-The resident’s family member usually took the
resident to his medical appointments,
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Interview with the Administrator on 12/20/24 at
B:45am revealed:

~When family members took resldents to medical
appointments, the family member was supposed
to give any paperwork {o the Resident Care
Coordinator (RGC), the HWD, or the medication
alde {MA) on duty.

~The RCC ar the HWD were responsible for
mzking sure the paperwerk was recejved and for
processing and reviswing any papsrwork.

~The HWD was rasponsibla for making stre any
referrals were complsted as ordered.

-She did not know if Resldent #4 had been sesn
by a VA gero-psychlatry provider.

Attempted telephons interviews wilh Resldent
#4's VA providers on 12/20/24 et 10;32am and
6:05pm were unsucgessful,

Based on observations, Interviews, and record
reviews, [t was determined that Resident #4 was
net interviewable,

b. Raviaw of Rasident #4's veteran's
administration (VA) haspital discharge summary
dated 10/10/24 revealed:

-The resident was admifted to the hoapital on
01/29/24,

-The resldent's admiting/primary dlagnosls was
dementia with behavioral disturbances.

~Tha rasident had an episode of gross hemafuria
(blocd In the urine) that resolved during this
hospltal stay.

=The resldent was discharged from the hospital
on 10/10/24.

~There was a refermal for the resident to go back
to urology due o history of nophroctomy {remaval
of kidney) in 2023 for renal cell carcinoma
{cancer of the kidnay).

Dhislon of Hozlth Service Regulaton

STATE FORM L NBal{t Ifeontinuation sheat 11 of 408




PRINTED: 01/16/2025

Telephone interview with Resident #4's family
member on 12/20/24 at 11:47am revealed:

-She usually took Resldent #4 to his medical
appointments,

She asked the VA to switch the resident to a VA
urology provider located closer to the resident.
-She was waiting for the VA to call her back about
a urology provider,

-She did not know if the facifity had {ried to
contact the VA to st up any appolntments for the
resident.

Interview with the Health and Weliness Director
(HWD) oh 12/20/24 at 8:40am revealsd:

-3he was responsible for any referrals for
resldents,

-Resident #4 saw providers through the VA
system.

-She did not remember seeing the referrals on
Resident #4's hospital discharge papers when he
was admitted on 10/10/24,

-She was not sure if Resldent #4 had been sesn
by a urology provider.

~Tha rasident's family member usually tock the
resident fo his medical appaintments,

Interview with the Adminlstrator on 12/20/24 at
8:45am rovealed:

~Whan famlly members took resldents toc medical
appaintmants, the famlly member was supposad
to giva any papeiwork to the Resident Care
Coordinator (RCC}), lhe HWD, or the medication
alde {MA) on duty.

«The RCC or tha HWD were responsible for
making sure the paperwork was recelved and for
processing and reviewing any papenwork.

-The HWD was responsible for rmaking sure any
referrals were completed as ordared,

-She did not know if Resident #4 had baen seen
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by a VA urology provider.

Attempted telephons Interviews with Resldant
#4's VA providers on 12/20/24 at 10:32am and
5:05pm were unsucgessful,

Based on observations, Interviews, and racord
reviews, It was determined that Resident #4 was
not interviewable,

e. Review of Resident #4's veteran's
administration {VA) hospital discharge summary
deted 10/10/24 revesled:

-The resident was admitted to the hospital on
01/29/24,

~The resident’s admiting/primary dlagnesls was
dementla with behavioral disturbances.

~Thoe resldent was admitied to the hospltal from a
former memory care facility following assault on
staff members.

=The resident was discharged from the hospital
on 10/10/24.

-Tha resident was to see his VA pimary care
provider (PCP) within 1 to 5 days,

Telephone Intervlew with Resident #4's family
member on 12/20/24 at 11:47am revealed:
~She usually fook Resident #4 {0 his madical
appointments.

~The resldent had not seen a VA PCP since ha

was discharged from the VA hospltal on 10/10/24.

-She had asked the VA to refar the resident to a
VA PCP located closer to the resident.

-She had not heard back from the VA,

-She did not know if the facility had tried to
contact the VA to set Up any appointments for the
residant.

Interview with {the Health and Weliness Director
{HWD} on 12/20/24 st B:40am rovealed:

D273
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-She was responsible for any referrals for
rasidants.

-Resldent #4 was seen by a VA PCP, not the
facllity's contracted PCP.

«She did not remember seaing tha referrals on
Resident #4's hospital discharge papers when ha
was admitted on 10/10/24.

-The resldent's family member usually took the
resldent to his medical appaintments,

Intervisw with the Administrator on 12/20/24 at
8:45am revealed:

-When family members took residents to madical
appointments, the family member was supposed
to glve any paperwork ta the Resident Cara
Coordinater (RCC), the HWD, or the medication
alde {MA) on duty.

-The RCC or the HWD were responsible for
making sure the paperwork was received and for
procassing and reviewing any paperwork.

=The HWD was responsible for making sure any
referrals were completed as ordered.

-Sha did not know if Resident #4 had been seen
by the VA PCP since discharge from the hospital
on 10110424,

Attempted telephone Interviews with Resident
#4's VA PCP on 12/20/24 at 10;32am and 5:05pm
were unsuccessiul,

Based on observations, Interviews, and record
reviews, It was detarmined that Resldant #4 was
not Interviewable.

2, Review of Resident #1's FL-2 dated 01/08/24
ravaalad diggnoses included chrenle atrial
fibrillation, hyperensive hear disease with heart
failure, typs 2 diabetes mellitus, pulmonary
hypertension, and chronic respiratory faifure with
hypoxla.
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Review of Resident #1's signed physlclan's order
dated 11/18/24 revealed there was an order for
physleal therapy via home health,

interview with Resldsnt #1 on 12/20/24 rovealed
she was not aware a refetral for physical therapy
was wrilten on 11/18/24.

Interview with Resident #1's family member on
12/20/24 at 9:25am revealed:

-She wes aware Resident #1 had a referral for
phyaleal therapy, and it was not done.

-She asked Resldent #1's provider why the
referral for physlcal therapy was not dene,

~She did not natify the facility {o Inquire about why
the referral was not done because she thought
she had to handle i,

Interviaw with the Health and Wellness Direcfor
{HWD) on 12/20/24 at 8:25am revealed;
-Resident #1's family member tock her to all her
doctor's appointments.

~The referrals for the residents In the facility were
suppored ta come to har,

-She was not aware Reskient #1 had a refemal
for physical therapy.

~She was responsible to ansurs Resident #1's
raferral for physlcal therapy was completed,

Interview with the Administrator on 12/20/24 at
B:27am revealed:

~Thera was an in-house physlcal therapy agency
the facility worked with,

~She expected Resldent #1's physlcal therapy
referral to be handled by the HWD.

Attempted telephone interview with Resldent #1's
primary care provider (PCP) on 12/20/24 at
10:58am was unsucecassful,
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3. Review of Resldent #5's currant Fl.-2 dated
10/29/24 revealed diagnoses Includad
hypertenslon, cognitive Impalrment, corenary
artery diseass, gastro-asophageal reflux disease,
hyperchelesteralemla, and insomnia.

Revlew of Resident #5's slgned physiclan orders
dated 03/21/24 ravesaled thers was an ordsr for
Metoprolol Tarrate (used to treat hypertension)
100mg tablet twice dally and hold and eall if puise
less than 60 or greater than 100.

Review of Resident #5's October 2024 electranic
madlestion administration recerd (eMAR)
revealed:

~There was an entry for Metoprolo| Tartrate
100mg tablet twice dally and hold and call If pulse
less than 60 or greater than 100 scheduled at
8:00am and 8:00pm.

-There was a second eniry {or vital slgns that
inciuded a pulsa check twice daily scheduled at
8:00am and 8:00pm.

-There was documentation Resldent #5's pulse
was chockod 59 of 60 timas with o pulsa reading
of 58 on 10/04/24 and 57 on 10/05/24.

Review of Resident #5's November 2024 eMAR
revealad:

-There was an entry for Metoprolol Tartrate
100mg tablet twice dally and hold and call if pulse
less than 60 or greater than 100 scheduled at
8:00am and 8:00pm.

<Thare was a second cntry for vital aigng that
Included a pulse check twice daily scheduled at
B:00am and 8:00pm.

~There was documentallon Resldent #5's pulse
was checked 46 of 60 times with a pulse reading
range of 62 - 88.

<There was no documentation of Resldent #5's

Divislon of Health Service Regulation
STATE FORM L Neo4 Hf continuntion sheet 16 of 108




FRINTED: 01/16/2025

FORM APPROVED
Division of Heslth Service Reguiation
STATEMENT OF DEFIGIENCIES {41] PROVIDER/SUPPLIER/GLIA MULTIFLE CONSTRUCTION RVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e "“’Séﬁfé’m
A BUILDING:
c
HALO26068 B. WG 12/20/2024
HAME OF PROVIDER OR SURPLIER STREETADDRESS, CITY, STATE, ZiP CODE
TERRABELLA FAYETTEVILLE 1164 T1ST SCHOOL ROAD
CUMBERLAND, NC 28331
(X410 SUMMARY STATEMENT OF BEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (<5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE OATE
DEFICIENGY)
D 273| Continued From page 18 D273

pulse check at 8:00pm on 11/04/24 -11/08/24,
1111124, 1116124 - 11/19/24, 11121724, 11125124,
11/27/24, and 11/30/24.

Revlew of Resldent #5's Dacember 2024 eMAR,
from 12/01/24 through 12/18/24 at 8:00am
revealed:

-Thers was an entry for Metoprolo] Tarirate
100mg tablet twice dally and hold and call if pulse
lass than 60 or greater than 100 scheduled at
8.00am and 8:00pm.

~There was a second entry for vital signs that
Included a pulse check twice dally scheduled at
8:00am and 8:00pm,

~Thera was documentation Resldent #5's pulse
was checked 32 of 35 times with a pulse reading
range of 62 - 98,

~There was no docuntentation of Resident #5's
pulse check at 8:00pm on 12/03/24, 12/10/24,
and 12/12/24,

Review of Resldent #5's Vital Slgns History notes
from 10/01/24 through 12/10/24 revested:

~There was dacumentation that Resident #5
rofugod pulse chocko en 11/04/24 at 7:23pm,
11/06/24 at 8:02pm, 11/06/24 at 7:34pm, and
11111124 at 8:51pm.

~Thers was no documentation the primary care
provider (PCP) had baen notifled of any pulse
readings less than 60.

Review of Rasldent #5's progress notes from
06/05/24 to 12/10/24 revealed there was no
documentation the PCP had been notified of any
pulse readings less than than 60,

Interview with a medication alde {MA) on
12/20/24 at 10;21am ravealed she would have
documented In the resldent's progress nates if
she had contacted the PCP about the resident.
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interview with a secand MA on 12/20/24 at
10:43am revealed:

=She had nat cantacted tha PCP regarding any
heart rates obtalned for Resldent #5,

~3ha had not pald attention to the PCP
instructions to call when the heart rate/pulse was
leas than 60.

-She did not know who tha PCP was for Resldent
#5.

Interview with the Administrator on 12/20/24 at
10:20z2m revealed:

~Sha sxpected the MAS to document their
contacts in the resident's prograss hotes.

-If the MAs had not documented their contecis in
the rasidant’s prograss notes, she considered the
contact with the PCP had not happened.

Telephone Intarview with the PCP on 12/20/24 at
11:35am revealed;

-There was no documentation in the provider
notes that the facliity had contacted the PCP
regarding any heart rate/pulse readings obtained.
-If Rasldant #5 only had two lowor heart
rate/putse readings, she would not be concerned
and would have requested monltoring of the
resldent if the lower heast rate/pulse readings
continued,

10A NCAG 13F .0904(a)(4) Nutrition And Food
Service

10A NCAC 13F 0804 Nuirlion And Food Service
(2) Food Procurement and Safety In Adult Care
Homes:

{4) There shell be a thres-day supply of
perishable food and a five-day supply of
non-perishable food in tha facllity based on the

D273

D285
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manus established In Paragraph {¢) of this Rula
for both regular and therapsutle diats, Forthe
purpose of this Rule "perishable food" is food that
Is lIkely to spolt or decay if not kept refrigerated st
40 degrees Fahrenhelt or below, or frozen at zero . 911j25
dagroes Fahrenhalt or below and "non-perishable
food" Is food that can be stared at room
temperature and Is not likely to spoll or decay
within saven days,
ED/Dietary Clinlcal Services (DCS)
will complete an immediate audit of
food supply and place an order
to meet regulatory compliance.
This Rule 13 not met as evidenced by:
Based on observations, Interviews, and record
reviaw, the facllity falted ta ensurs the kitchen . _—
was stockad with a 3-day supply of parishable =D/DCS/designee will utilize the
foads and a 5-day supply of nonperishable foods dietician-approved menus for guidance
basad on thelr cansus. hen ordering weekly food supply to
nsure all items are ordered and sufficient
The findings are; upply maintained to mest regulatory
compliance.
Reviaw of the facllly's census for 12/18/24
revealed there were 42 residents in the faclity.
Obsarvatlon of the kitchen on 12/18/24 betwaen ED/D QS will audit weekly to ensure ongoing
6:36am and 6:45am revealsd: compliance.
-There was 1 can of yams (sweet potatoss), with
sarvings per can for 19,
-According to the census of 42 and the serving
e st EDIDCS il complts monty v
; ! st to ensure ongoing compliance.
addltfonal 14 cans for a S-day supply, going P
=There ware 2 cans of collard greens, with
servings per can for 22,
-According to the census of 42 and the sarving
size per can, the facility would use 2 cans during
one meal, with a remalnder of 0 can, needing an
Divislen of Hezlth Service Regulation
STATE FORM fan NBaltt I continuatien shoot 8 of 105
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additional 10 cans for a 5-day supply.

<There ware 2 cans of bests, with sesvings per
ean for 25,

~According to the census of 42 and the serving
size per can, the facllity would use 2 eans durlng
one meal, with a remainder of 0 can, needing an
additlonal 10 cans for a S-day supply.

~Thera ware 3 bags of instant mashed polatoes,
with servings per bag for 42,

-According to the census of 42 and tho sarving
size per bag, the facility would use 1 bag during
one tmeal, with the remainder of 2 bags, needing
an additional 2 bags for a S-day supply.

~Thare ware 3 cartons of cranbeny juica, with
servings per carton far 6,

=According to tha census of 42 and the serving
alze per carton, the facllity would use 7 cartons
duting one meal, wilh a remalnder of 0 boxes,
needing an additional 32 cartons for a 5-day
supply.

~There wsre 2- 1-gallon jugs of milk, with servings
perug for 25,

-According to the eensus of 42 and the serving
per jug, the facility would use 2 jugs during one
maal, with a remaindar of 0 Jugs. neading an
additional 6 Jugs for a 3-day supply.

=The digtary alde fold the Dietary Manger (DM}
there were no eggs.

~Thers ware nat enough perishable food items for
a 3-day supply.

Interview with the DM on 12/48/24 at 40:01am
revealed:

-Ha was responsible for ordering the food In tha
Kitehen,

~He used his backup food supply because it was
about to explre.

-He was aware he needsd a 3-day perishable and
S-day nonperishable food supply.

-Ha Infonmod tho Administrator ho needad to

B 285
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order more food for his 3-day perishable and
§-day nenparishable food supply and was fold 1o
order what he could.

~It was difficult for him to order enough food for
the waek's menu and a 3-day petishable and a
B-day nonperishabla food supply due to his
budget.

Intarview with the Adminlstrator on 12/18/24 at
10:07am revealed:

~The DM reported to her.

~She was aware there needed 1o be a 3-day
perighable and 5-day nonperishabile food supply
In the Kltchen In case there was a disaster.

-She did not know why there was not a 3-day
supply and nenperishabla food for a 5-day supply
in the kitchen.

-She thought thare was enough perishable food
for a 3-day supply and nonperishable food fora
5-day supply in tha kitchen,

-She expected the DM to order a 3-day
perishable and a 5-day nonperishabla food supply
even if it meant golng over the food budgst.

D 338| 10A NCAG 13F .1004(a) Medicatlon D 345
Adminlstration

10A NCAC 13F 1004 Medication Adminlstration
(a)} An adult care homa shall assure that the
preparatien and adminlstration of madications,
prascription and non-prescription, and treatmants
by staff are In accardance with:

(1) orders by a licensed preseribing practitioner
which ara malntalned In the resident’s record; and
(2} rules in this Section and the facllity's policles
and precaduras.

This Rule is not met as evidenced by:
TYFPE A1 VIOLATION
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The community under new managsmert
Based on observations, interviews, and record Is scheduled to implement a new EHR
ravlews, tha facilily failed to ensure madications system with an angcipated Go Live
wara administerad as ordered for 2 of 3 resldents date of 2/3/25. At that time, the DHW/dbsignes
(#8, #7) observed during the madicatlon pass will monitor all med administration
Including orrors with a muscie relaxant, a exceptions dally for prompt follow up.
medication for anxisty and agitation, an eya drop
for dry eye syndrome, en inhaler for breathing
problems, a laxative, and an tron supplement for
anamia ({#8); a medication for high blood
pressure, an antidepressant, and an eye drop for While the community is utilizing paper
dry, irritated eyes (#7); and for 4 of 5 residents MAR documentation, the ED/DHW/designee
(#2,#3, #4, #5) sampled for racord review will review MAR documentation daily
Including errors with medications for dementia to identify med exceptions and enusre
{#3), selzures and mood disorders (#3), prompt follow up.
averaclive bladder and kidnay stones (#3),
Inflammation (#3}, high cholesterol (#2), and a
toplcal patn patch (i#2). The ED/DHW/designes will implement
a cart auditing system to be completed
The findings are: weekly on each medication cart. The
cart audit will monitor for overall
1. The medication error rate was 30% ag compliance including but not limited
evidenced by 9 errors out of 30 opportunilles to unavailable medications .
during the B:00am/9:00am medication pass on
12/19/24,
a. Review of Resident #5's citrent FL-2 dated ED/DHW/designes will provide training
07125/24 revealed dlagnosaes included vascular for all MAs regarding the med admin
dementla, persistent atriat fibrllation, acute on process, reporting of discrepancies, and
chronic diastolic congestive heart fallure, appropriate documentation. The ED/DHW/
hyperipidemla, and gout, deslgnee will implement a shift-to-shift
report for usengy Mﬁ\s Eio t?om_natt!inicate
. any issues with med administration or
Raviaw of Resident #5's hospica orders dated unavallable meds. The MA/DHW/designee
09/23/24 revealed an order for Cyclobenzaprine will be responsible for prompt follow up
Smg 1 tablet 3 fmes a day for muscle cramps., !
(Cyclobanzaprine Is & muscle relaxant used to to ensure all ordered meds are availahle
troat muscle spasms and pain.) for administration.
Observation of the 8:00am/9;00am medication
pass on 12/19/24 revealed:
Bivision of Health Service Regulation
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=The medlcation alde (MA) prepared medications
scheduled for 8:00am for Resident #6.

-Resldent #5's medications were packaged In
bubbla cards.

«There wers two different bubbla cards with
Cyclobenzaptine 5mg tablets.

-The MA punched one Cyclohenzaprine Smp
tablst from each bubble card for a total of 2
tablets (10mag).

~The MA administered two Cyclobenzapine 5my
tablets along with the resident's other moming
medications at 8:09am.

-The resident was administerad 10mg of
Cyclobenzapiine (5mg from two different bubble
cards) Instead of ona mg tablet as ordered,

Revlew of Resident #6's Uacember 2024
alecirohic medication administration recerd
(eMAR) revaaled:

-There was an enfry for Cyclobsnzaprine Smg 1
fablet 3 times a day scheduled at B:00am,
2:00pm, and 8:00pm.

~Cyclobenzaprine Smg was documented as
administered from 12/01/24 (2:00pm} - 12/19/24
{8:00am) axcopt on 1211224 at B:00pm, 12/18/24
at 8:00am and 2:00pm with no reasons
documented,

Interviaw with the MA on 12/19/24 at 12:57pm
revealed:

-She usually administered one Cyclabenzaprine
5mg tablet to Resldent #6.

~The bubble cards for the Cyclobanzaprine were
usuzlly banded tugether with a rubbar band,
-She did not notica when she was preparing the
medications that the cards wene separate, and
she punched ono Cyclobenzaprine Smg tatlet
fram each card.

-Resident #6 slapt frequently during the day but
would wake up around 2:00pm or 3:00pm and

D 358

iden

compliance.

The DHW/designas will review the
shift-to-shift report at each moming
management meeting and ensure
comgleﬁon and resolution of any
fied Issues.

The ED will maintain overall responsibility
for ensuring angolng monitoring and
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stay up all night.

Observation of Resident #8's medleations on
hand on 12/19/24 at 1:03pm revealed:

-There was a supply {card 1 of 2) of
Cyclobenzaprine Smg dispensed on 12/02/24 with
instructions to take 1 tablet 3 times a day,

-There ware 13 of 22 tablets remalning in card 4
of 2.

-There was a supply (card 2 of 2) of
Cyglabenzapiine 5mg dispensed on 12/02/24 with
Instructions to take 1 tablet 3 times a day.

-There were 15 of 23 tahlsts remaining.

Observatlon of Rasldent #8 on 12/19/24 at
8:40am ravealed:

=The MA entered the resldent's room to apply a
paln patch,

-Tha resident was sitiing In her wheelchalr in her
room aslesp with her head lsaning dewn,

=The MA called the rasident's name 3 times and
then lighlly touched tha resident's shouldet to
wake herup.

~The resldent tald the MA she was sleepy.

=Tha MA then applied the resident's pain patch.

Second observation of Resldent #6 on 12/19/24
at 2:28pm revealed;

-Tha resident was sitting in her wheelchalr In her
room asleap.

~The resldent's bady was leaning to tha left In the
wheelchalr.

-The rasldent's nama had to be called twica to
wake her up,

Interview with Resldent #6 on 12/19/24 at 2;28pm
revealad she felt okay except she was slagpier
than normal today.

Interview with the Resldent Care Coordinator

D 358
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(RCC) on 12/19/24 at 1:17pm revealed:

~The MAs had been tralned to read the
medication labels and the sMARs and administer
the medications according to the arders,
-Resldent #6 should not hava racelved a doubla
dose of Cyclobenzaptine that moming.

-Thare should have only besn one card of
Cyclobenzaprine $mg in the medication cart.
~The extra card should have been stored In the
backup supply of madications in the medication
Moo,

Interview with the Health and Wellness Director
{HWD) on 12/18/24 at 2:06pm revealed:

-The MAs should read the medication label and
administer the medication according to the order,
-Resident #6 should have been adminlstered one
Cyclobanzaprine 6my tablat Instead of 2 {ablsts,

Interview with tha Admintstrator on 12/19/24 at
1:39pm revealed:

~The MAs had baen tralned to do 3 checks of the
labels and eMARSs bafore administering
medications,

-Residant #6 should have received one
Cyclobenzaprine 5mg tablet as ordered.

Intervlew with Resldent #6's primary care provider
(PCP) on 12/19/24 at 9:46am ravealed:

-Resldent #6 should have recelved one
Cyclobenzaprine Smg tablet.

-A doubls dese of the Cyclobenzaprine could
cause the resldent to have severe sedation,

b, Review of Resident #6's prescription dated
07/31/24 ravealed an order for Lorazepam 0.5mg
take 1 tablet twice a day as neaded for agitation
or anxlaty. (Lorazepam is a contralled substance
used to treat anxlety and agitation.)

D 358
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Review of Resldent #6's hospica orders dated
09/23/24 revealed an order for Lorazepam 0.5mg
1 tablet twice a day for anxiaty,

Revisw of Residant #6's mantal health provider
(MHP}) visit note dated 11/14/24 revealed:

-The resldent had dementia with behavioral
disturbance that was chronlc and unsteble,
-Tha facllty staff reported that the resident was
oaslly agitated in the aftemoon,

~Thara was evidance of cognitive decline.
-Thera was en ardar to Incraase Lorazapam fo
0.5mg 3 times & day.

QObservatlon of the 8:00am/9:00am medication
pass on 12/19/24 ravezled:

-The medication alds (MA) prepared and
administered Resldent #6's medicatfons
scheduled for 8:00am at 8:09am.

-The MA did not offar or prepare Lorazepam
0.5mg to Resident #6 during the moming
medication pass.

~Tha resident did not recaive Lorazepam 0.5mg
as ordered,

Review of Resident #6's December 2024
electronle medication adminlstration record
(eMARY) revealed:

~There was an entry for Lorazepam 0.5myg 1
tablet avery 4 hours as needed (pm) for anxiely
ar agitation.

~-The pm Lorazepam was documanted as
adminlsterad on 4 occaslons: 12/14/24 at
9:31am, 12/16/24 at 9:45am, 12/17/24 at
12:43pm, and 12/18/24 at 11:42am.

~There was an entry for Lorazepam 0.5mg 1
tablet 3 times a day schaduled at 8;:00am,
12:00pm, and 5:00pm.

-Lorazepam 0,5mg 3 times a day was
documented as administerad from 12/01/24 -
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12/07/24 (8:00am), except for refusals en
12/01/24 &t 8:00am and 12/06/24 at 12:00pm.
~Lorazepam 0.5mg 3 times a day was
documented as discontinued from 12/07/24 at
12:00pm - 12/31/24 at 8:00pm.

Review of Rasidant #8's physiclan's ordars
revealed thers was no order to discontinue
Lorazepam 0.5mg 3 times a day.

Interview with the MA on 12/19/24 at 12:57pm
revaaled:

-She was not aware of a scheduted Lorazepam
order for Resldant #6 because it did not show up
on the eMAR syatem when she administered
moming medications,

-The resident usually got agitated [n the evenings
after supper.

~The resident was mora confused In the
evenings.

<The resident thought the staff were her family
members and the reslident would curse at staff In
the evanings.

Oboorvation of Rogldant #6's madications on
hand on 12/19/24 at 12:58pm revealed:

“There was a supply of Lorazepam 0.5mg tablets
dispansed on 07/31/24 with instructions fo take 1
tablet avery 4 hours as nasded for anxlety or
agllation,

~There were 34 of 60 tablets remalning In the
card dispensed on 07/31/24.

~There was a supply of Lorazepam 0.5mg tablets
dispensed on 11/26/24 with Instructions to take 1
tablet every 4 hours as needed for anxlety or
agltation.

~There were 55 of 60 tablets remaining In the
card dispensed on 11/26/24.

-There was a supply of Lorazepam 0,5mg fablets
dispensed on 12/02/24 with Instructions to take 1

Division of Heallh Senvica Regulation
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tablet avery 4 hours as needed for anxisly or
gagitation,

~There were 60 of 60 {ablets remaining in the
card dispensed on 12/02/24,

-Thera was no supply of Lorazepam 0.5mg
tablets with instructions to take 3 times a day.

Telephena interview with a pharmacist at the
facility’s contracted pharmacy on 12/20/24 at
11:11am revealed:

~The pharmacy staff usually entered medication
orders info the eMAR system for the facility.
~The facliity staff was responsible for raviewing
and approving the arders before they bacame
mctive In the eMAR system,

<The pharmacy recelved Resldent #5's order
dated 11/14/24 for Lorazapam 0.5mg 1 fablet 3
{itmes a day.

-She could see the order for Lerazepam 0.5mg
tablets in the pharmacy’s eMAR system.

-She dld not see an order {o discontinue the
Lorazepam 0.5ing 1 tablet 3 imes a day,

-She did not know why the there was a stop date
In the facllity's eMAR system because sha could
not coo a stop data In tha pharmacy’s eMAR
system,

[ntarvisw with the Resident Care Coordinator
(RCC) on 1211924 at 1:17pm revealed:

-The pharmacy usually sntered the orders into
the aMAR system.

-The third shift MA, the Health and Wellness
Director (HWD?}, or sha had access to and wera
responsible for reviewing and approving orders In
the eMAR system fo activate the arders.

“They could alsa enter orders Into the eMAR
system if needed,

-She could only sea the pm order for Lorazopam
[ the facllity's active eMAR systam.

-She did not know why the scheduled Lorazepam

D 358
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order for 3 imes a day was stapped in the active
eMAR system.

Interview with the HWD an 12/19/24 at 2:08pm
ravealed:

~The RCC, Administrator, or she had access to
revlew and approve crders in the eMAR systam,
-If one of them printed or removed the new sfatus
fram an order without communlcating it to aach
other, then an order could potentially be
overfonked.

-Thera was not a system to check behind each
other fo make sure orders were reviewed
sccliately and approved.

Interview with the Adminlstrator on 12/18/24 at
1:39pm revealed:

-Resident #6's scheduled Lorazepam should ha
administered at 8;00am, 2:00pm, and 8:00pim.
-Resident #6's Lorazepam was Increased to 3
times a day because the resident was agitated,
verbally aggressive, and throwing things llke
bingo cards and plates on the floor.

“The pharmacy usually entered orders Into tha
oMAR eystem but the facllify had to apprava tha
orders to activate them.

-The MAs, the RCC, and tho HWD had access fo
approve medication orders.

-Tha MAs scanned orders to the RGG or HWD.
~The RCC ar HWD were respensible for sending
orders to the pharmacy.

«The third shift MA was responsible for verifying
to make sure madications mafched when they
chacked In the delivered medications.

Telephone interview wilh Resident #6's MHP on
12/20/24 at 10:'16am revealed:

-Reslkdent #6's Lorazepam was increased dus ta
increased agitation.

-Thae resldant was sundowning and “trashing” her
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roam.

-Some of the resident's agltation could have been
prevented if she raceivad the scheduled
Lorazepam 3 times a day as ordered,

¢. Revlew of Resident #6's current FL-2 dated
07/25i24 revealad:

-There was an ordar for Symblcort inhaler
160-4.5meqg Inhale 2 puffs twice a day.
{Symbicort Is combination Inhaler hat contains
Budesonide and Formaterol Fumerate Dihydrate,
Breyna Is another brand name uged for Symbicort
and s the same as Symblcort. Symblcort and
Brayna are used to treat brealhing problems such
as chronls obstructlve pulmonary disease.)

Review of Resident #6's hospice orders dated
08/23/24 revealed an order for Symblcort
160-4.6mey Inhate 2 puffs twlce a day, rinse
mouth after use.

Observation of the 8:00am/9:00arn medication
pass on 12M9/24 revealed:

~The medication alde (MA) preparad and
administared Rosldant #6's madicalions
scheduled for 8:00am at 8:09am,

~The MA did not offer or prepare Symbloort
{Breyne) 160-4.5meg Inheler to Resident #6
during the maming medication pass.

-The resldent did not receive Symblcort {Brayna)
160-4,5mey Inhaler ag ordered.

Review of Resldent #6's Dacember 2024
elactronic medication administration record
(eMAR) revealed:

~Thoere was an entry for Brayna 160-4.5meg
inhaler (Budesonide-Formoterol Fumarate
Dihydrate) inhala 2 puffs fwice daily, finse mouth
after use,

-Breyna Inhaler was scheduled to be

D358
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adminfstered at 8:00am and 8:00pm.

-Breyna Inhaler was documanted as administered
from 12/03/24 - 12/17124.

-Breyna [nhaler was documanted as not
administered at 8:00am on 12/18/24 due to
“athar* with no specific reason documsntad.
-Documentation for Breyna Inhaler on 12/19/24 at
8:00am had a hyphen with no reason
documented.

Interview with the MA on 1271924 at 12:67pm
revealed:

-She saw Resldent #8's Symbicort inhaler in the
medication cart but she did not reallze it was the
sama a3 Breyna [nhaler,

-She did not notice the geneiic name
(Budesonide-Formoterol Fumarate Dihydrate) on
Resldent #6's Symbicort inhaler matched the
generic nama of the Breyna Inhaler listed on the
eMAR.

-Resldent #6 had shoriness of breath when she
was agitated, usually In the evenings.

Observation of Resldent #6's madleations on
hand on 12/10/24 at 4:08pm revealed:

~Thare was a Symblcort 160-4.5meg inhalar
*brand for Budesonlde-Formotero! Fumarate
Dihydrate®™, dispensed on 08/23/24.

-The Instructians were to take 2 puffs twice dally,
tinse mouth after use.

=There was a handwritien nate on the box with
and open date of 08/20/24.

-There ware 52 of 120 puffs remalning in the
Inhaler,

-There was a second Symblcort 160-4.5meg
Inhater "brand for Budesonlde-Formotarcl
Furnarate Dihydrate®, dispensed on 11/07/24,
<Tha Instructions were to take 2 pufis twice daily,
rinse mouth after uss,

-The box for the Symbicort [nheler dispsnsed on

Dlvislon of Heallh Senvice Regulation
STATE FORM ) NaQi tf comtinaation sheel 31 of 08




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Divislon of Health Sarvice Regulation

PRINTED: 01/16/2025
FORM APPRGVED

(%1} PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMBER:

HALO26068

{42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING: COMPLETED

c
BMing 1212012024

NAME OF PRCVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE

1164 7157 SCHOOL ROAD
CUMBERLAND, NC 28331

TERRAHELLA FAYETTEVILLE

(X4} 10
PREFTX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFCIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC JOENTIFYING INFORMATION}

(s} PROVIDER'S PLAN OF CORRECTICH xsy
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG GROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)

D 358

Continued From page 31
11/07/24 was sealed and had not bean opened.

Interview with Resident #6 on 12/19/24 at 2:28pm
ravaaled

-She somatimes recelved an Inhaler in the
morning and In tha avenings.

-She did not racalve the Inhaler that momirig,
1219124,

~She had no shoriness of breath lalely.

Interview with the Resldent Care Coordinator
(RCG) on 12/19/24 at 1:17pm revealed:

~The MAs had baen tralned to read the
medication labels and the sMARs and administer
the medications accarding to the orders.

-If the MAs had a question about a medication
including questions ahout brand names and
ganerlc names, the MA shoutd come to her or the
Haalth and Wellness Director (HWD),

Interview with the HWD on 12/19/24 at 2:06pm
revealod:

~The MA should read the medlcation labet and
atiminister the medication according to the order,
-If the MA could nat find a medleation, they
should check the backup supply.

-If the MA still could not find a medication, the MA
should notify the RCC.

Interview with the Administrator on 12/18/24 at
4:3%pm revealed:

~Tha MAs had bean tmined to do 3 checks of the
labels and eMARS before administering
med!callons,

-IFthe MA could not find a medication, the MA
should notify the RCC or HWD to get assisiance.

Intarview with Resident #6's primary care provider
(PCP) on 12H9/24 at 9:46am revealed:
-Resldent #6 should hava recelved the Symblcort
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{Broyna) inhaler as ordered,

«Not racaiving the inhaler as ordsred could cause
shoriness of breath or worsening chronlc
cbstructive pulmonary disease,

d. Revlew of Resldent #6's current FL-2 dated
07/25/24 revealed an order for Cyclosporine
Ophthalmic 0.05% one drop in both eyes twlce 2
day. {Cyclosporine Ophthalmic is a prescription
eya drop used to reduce Inflammation In the eyes
1o treat dry eye syndrome.)

Observation of the B:00am/9:00am medication
pass on 12/19/24 revealed:

-The medication alde (MA) prepared and
adminlstered Resldent #6's medications
scheduled for 8:00am at 8:09am.

~The MA did not offer or prepare Cyclospotine
Ophthaimic 0.05% solution fo Resident #6 during
the moming medication pass.

=The resldent did not recelve Gyclosparine
Ophthalmlc 0.05% solution as ordered,

Review of Resident #6's December 2024

elactronic medicatlon administration recard
{eMAR) revealed:

~There was an eniry for Cyclosporine Ophthalmlc
0.05% 1 drop In both ayes every 12 hours
scheduled at 8:00am and 8:00pm.

Cyclosporine sye drops were documentad as
adminlstered from 12/01/24 (8;00pm) - 12/18/24
excapt on 12/12/24 at 8:00pm, 12/18/24 at
8:00am, and 12/19/24 at 8:00am with no reasons
documontod,

Interview with the MA on 12/19/24 at 12:57pm
ravealed:

-She averdooked the box with Resident ##6's
Cyclosporine eye drops that morning because the
side of the box with the label was faca down in
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the medication cart,

-She overlooked the ayse drops but should have
checked the label and administerad the eye
drops.

Observation of Resident #6's medications on
hand on 12/19/24 at 1:03pm revealed;

~Thare was a supply Cyclogporine Ophthalmic
0.05% eye drops dispansed on 11/07/24.,
«~The instructions wara to placa 1 drap In both
oyes every 12 hours.

Inferview with Resldent #6 on 12/19/24 at 2:28pm
revealed:

-She was supposed to get eye drops avery
moming, but she did not recelve eye drops that
marning.

~Her eyss felt dry today.

Interview with the Resldent Care Coordinator
(RCC) on 12/19/24 at 1:17pm revealed:

-The MAs had been fralned to read the
medication labels and the eMARSs and administer
the medications according to the orders,

-The MAs should double chack the medication
cart if they could not find a medication.

~The MAs could get another MA or her to check
the medlcatlen cart with them.

~The MAs should also check the backup supply of
medicatlon if a madication was not In the
medlcation cart.

Intervlew with the Health and Wellness Director
(HWD) on 12/19/24 at 2;06pm revealed:

-The MAs should make sure they were not
Tooking in the wrong placs if they could not find a
medication.

-If & medication was not in the medication cart,
the MAs should check the backup supply.

-If tha MAs could not find {he medication, the MAs
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should notify the RCG.

[nterview with the Administrator on 12/19/24 at
1:38pm revealed:;

-The MAs had been trained to do 3 checks of the
tabels and eMARs before administering
medlzations.

-If the MA cetlld not find a medlcation, the MA,
shoutld notify the RCC or HWD fo get asslstance,

Interview with Resident #6's primary care provider
(PCF} on 12/18/24 at 8:46am ravaaled:

«Resldent #6 should have recelved the
Cyclosparine eys drops as ordered,

-Not recelving the Cyclosporine eye drops a5
orderad could cause aye Irritation and excasslve
tearing of the eyes.

e, Revisw of Resident #6's current FL-2 dated
07/25/24 ravealed an order for Senna Plus
8.6mg-50mg 1 tablet once dally. (Senna Plusisa
combination stool softener and laxative used to
treat end prevent constipation.)

Review of Rasidant #6's hosplce orders dated
09/23/24 revaalad an order for Senna Plus
8.6-60mg 1 tablet once dally for constipation.

Cbservalion of the 8:00am/9:00am medication
pass cn 12/15/24 revealed:

«The medication alde {MA) prepared and
atministered Resident #5's medications
scheduled for 8:00am at 8:09am.

~The MA did not offer or prepare Senna Plus to
Resident ¥6 during the moming medication pass.
~The resident dld not receive Senna Plus as
ordered,

Raviaw of Rosldent #6's December 2024
electronic medication administration record
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~Thers was an entry for Senna Plus 8.6-50mg 1
tablet once dally scheduled at 8:00am.

-Senna Plus was documented as adminlstered
from 12/102/24 - 1217124,

-Senna Plus was documanted as not
edministered on 12/18/24 and 12/19/24 with no
reasons neted.

Interview with the MA on 12/19/24 at 12:57pm
revealsd:

-Sha did not administer Senna Plus fo Resident
#6 that morning because she did not ses the
Senna Plus in the medlcation cart.

«3he found Resident #6's Senna Plus In the
medication cart In the wrang place mixed with
anather resident's medlcations later that morning.
-She did not adminlster the Senna Plus when she
found it because it was foo late to administer It

QObservaflan of Resident #6's medications on
hand on 12/18/24 at 12:58pm revealad:

-Thera was a supply of Senna Plus tablets
dispensed on 10/31/24 with Instiucifons to take {
tablot onco dally.

-There were 23 of 30 tablets remaining.

Interviaw with Resident #6 on 12/19/24 at 2:28pm
ravealad;

-Shs was not sure If she racelved medication for
constipatlon.

-8he denied any current Issues with constipation.

Interview with the Resldent Care Coordinator
(RCC) on 12/19/24 at 1:17pm revesled:

~The MAs should double check the medication
cart if they could not find a medIication.

=The MAs could get another MA or her fo check
the medication cart with them.

-The MAs should also chack tha baekup supply of
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madication if a medication was not In the
medication cart.

Interview with the Health and Wellnass Director
(HWD) on 12/19/24 at 2:06pm revealed:

-The MAs shou!d make sura they were not
looking In the wrang placs if they could nof find a
madlcation.

-If a medication was not in the medication cart,
the MAs should chack the backup supply,

-If the MAs could not find the medication, the MAs
should potify the RCC,

Interview with the Administrator on 12/19/24 at
4:39pm revealed:

~The MAs had been trained to do 3 checks of the
|abelz and eMARS before adminiatering
medications.

-if tha MA could not find a medication, the MA
shauld notify the RCG or HWD to get assistance.

Interview with Resldent #6's primary care provider
{PCP} on 12/19/24 at 9:46am ravealed:
~Resident #8 should have recelved the Senna

Plus as ordered.
-Not racelving the Senna Plus as ordered could
eause constipation,

f. Raview of Resldent #6's current FL-2 dated
07/25/24 revealed an order for Hemocyte Flus 1
tablet ones dally, (Hemocyte Pius Is used to freat
Iron deficlancy anemia.}

Observation of the B:00am/9:00am medication
pass on 12/19/24 revealed:

~The medlcation alde {MA} prepared and
administered Resident #6's medications
schaduled for 8:00am at 8:09am.

~The MA dld not offer or prepare Hemocyts Plus
to Resldent #6 during the moming medication
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pass.
-The resident did not receive Hemocyte Plus as
orderad,

Ravlew of Resident #6's Decambar 2024
elactronlc madication administration record
(eMAR) revealed:

~There was an entry for Hemocyts Plus 1 capsule
once dally scheduled at 8:00am.

-Hemocyte Plus was documented as
administersd from 12/02/24 - 12/17/24.
-Hemocyte Plus was documented as not
administerod on 12/18/24 and 12/18/24 with no
reasons noted.

Interview with the MA on 12/19/24 at 12:67pm
rovealed:

-She did not adminlster Hemacyte Plus to
Residant #6 that merning bacause she did not
see the Hemoeyte Plus In the medication cart.
=She found Resident #6's Hemacyle Plus In the
medicalion cart in the wrong place milxed with
another resident's medications later that moming.
-She did not administer the Hemocyte Plus when
cha found it bacauca it was too late to administer
it

Observatlon of Residant #6's medications en
hand on 12/19/24 at 12:58pm ravaaled:

~Thera was a supply of Hamocyte Plus capsules
dispansed on 10/31/24 with Instructions to take 1
capsule once daily.

-There were 19 of 30 capsules remalning.

Interview with Residont #5 on 12/19/24 at 2:28pm
ravealad:

~She was not sure If she recelved medicallon for
anomia.

-She felt good teday,
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Interview with the Resldent Care Coordinator
(RCC) on 12/19/24 at 1:17pm revealed;

-The MAs should double check the medieation
cart if they could not find a medication,

~The MAs could get another MA or her to check
the medication cart with them,

~The MAs should also check the backup supply of
medication If a medication was not In the
madication cart.

Interviews with the Health and Wellness Director
(HWD) on 12/19/24 at 2:08pm revealed:

«Thie MAs should make sure thay were not
looking In the wrong placa f they could not find a
madlcation,

=If a medication was not In the medication cart,
the MAs should check the backup supply.

-If the MAs could not find the medication, the MAs
shauld notify the RGG,

Interview with the Administrator on 12/19/24 at
1:38pm revealed:

-The MAs had keen trained to do 3 checks of the
iabels and eMARs before administering
modications.

-If the MA could not find a medication, the MA
should notify the RCC or HWD fo get assistance.

interview wilh Resident #6°s primary care provider
(PCP) on 12/19/24 at 9:46am revealed:

-Resident #6 should have recelved the Hemocyts
Plus es ordered.

-She was not concemed of any potentlal
outcomes to the resident If she only missed the
one dose,

g. Raview of Resldent #7's current FL-2 dated
10/29/24 raveated:

-Diagnoses included hypertension, dementia,
pulmonary fibrosis, hypercholeaterolemia,
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anemla, and insomnla,
~There was an order for Amlodipine 5mg 1 teblet
oncs dally. (Amledipine lowers blood pressure.)

Observalion of the 8:00/9:00am medicalion pass
on 12/19/24 revealed:

-The medication aida (MA}) prepared and
administerad medicatlons scheduled for
8:00am/9:00am for Resldent #7 at 8:08am,

-The MA did not prepare and sdmintster
Amiodipine 5Smg when the resident's other
marning medications were administered at
9:08am.

-Amiodlpine was not administered as ordered.

Revlew of Resldent #7's December 2024
slectronic medication administration record
(eMAR) revealed:

~Thers was an entry for Amlodipine 5mg 1 tablet
ance dally scheduled at B:00am.

-Amiadipine was dacumented as adminlstered
daily at 8:00am on 12/01/24 - 12/09/24, 12/14/24,
1217124, and 12/18/24.

-Amlodipine was documented as not
administered on 12709724 - 12M13/24, 12/16/24,
12116124, and 12/19/24 due to “drug not given”
and "drug not available®.

“The resident’s blood pressure was documented
daily at 8:00am and ranged from 96/65 - 162/78
from 12/01/24 - 12/18/24.

Raview of Resldent #7's pharmacy dispensing
records dated 09/01/24 - 12/19/24 revealed:
-Thera were 30 Amlodipine Sy tablats
dispensed on 09/02/24,

-Thers were 30 Amlodipine 5mg tablels
dispensed on 10/06/24.

Revlew of the facility’s Medicalion Reorder /
Ralfills Only Form dated 12/05/24 revealed:

D358
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-There was a pre-printed sticker with Resident
#7's name, a prescription number, and
Amlodipine printed on the sticker.

-There was a handwriiten note at the top of the
page with "scanned already”,

-Thera was o other documentation on the form
to indicate If the refills had been racaivad.

Intarview with the MA on 12/18/24 at 9:13am
revealed:

-Resident #7's Amlodipine was not available to
administer.

-She could not focate it in the medication cart or
In the back up supply of medication.

~The medications were supposedto be on a
maenthly cycle fill from the pharmacy.

-Some medications did not come In the cycla fill,
but she was not sure which onas.

-0Once the medications got to the colored strip on
the bubble card, they could be reordered.

=The MAs put the stickers from the bubbla card
on the reorder forms and then scanned the form
to the computer for the Resident Cara
Coordinator (RCC) and tha Health and Wellnass
Director (HWD).

<The MAs were not allowed to fax the reorder
forms to the pharmacy.

~Tha RCC or HWD faxed reorder farms to the
pharmacy.

«After she finished the moming medication pass,
she would verbally notify the RCC or the HWD of
the unavallable medication.

Second interview with the MA on 12/19/24 at
11:51am revealed:

~MedIcations were usually dellvered to the facllity
at night so sha was not sure when Resldent #7's
Amiodipine would be avalable,

-Resldent #7's blood pressure was usually "good”
when she checked it.

DHW
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Interview with the RCC on 12M19/24 at 1:17pm
revealed:

<The Mas were responsibla for refllls by putting
stlekers on the reorder form, then seanning the
form to her amall and notifying her.

~There was &n electronlc fax system that sha
used fo fax the rearder forms to the pharmacy.
-If there wera no refills, the MA would write the
nams of the resident and the name of the
medicallen with no refills and give It to her so she
could contact the provider,

~She had not sean Resident #7's Amledipine on
the rearder lag until now.

-She must hava overlocked IL

=The Amlodipine had no refills so she would
contact the provider for a new order.

Interview with HWD on 12/19/24 at 2:06pm
revealed;

-If a medication was not avallable on the
medication cart, the MA should check to make
sura It was not put in the wreng location on the
medication eart.

-Tha MAz should alca chack tha backup
medication supply to see if the medication was
belng stored there,

<The MAs should nofify the RCC who would
captact the pharmacy to get refills or contact the
provider lo get a new ander.

-If a medication had no refills, the MAs could
contact the providers to get refills.

-She was responsible for doing medication cart
audits,

-She had done soms cart sudlts and pulled some
expired medications recently (could not recall
when).

-Sha had not dane full cart audits to check to sea
If medications were avallable becausa she had
not had time to do it.
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~Each MA should be doing mini-cart audits svary
shift to make sure they had medications
available,

Intarviav with the Administrator on 12/19/24 at
1:39pm revealad:

~The facllity usually received monthly cycle fills
from the pharmacy for oral scheduled
medications.

=The MAs were responsible for ordering other
medlcations net on {he cycle fills such as eye
draps before they ran out.

=The MAs should notify the RCC or HWD if
rmedlcations wers unavallable,

~-The RCC and HWD were responsible for
contacting the provider if a new order for refills
was needed.

-The HWD was responsible for dolng waekly
madication cart audlis to make sure madleations
were avallable for administration.

Interview with Resldent #7's primary care provider
(PCP) on 12/19/24 at 9:46am revealed:

-The facility had not notified her that Resldent #7
noodad a now proscription for Amladipine prior to
today.

~The facllity could send refill request through the
telemedicine portal,

+She was concemed the missad doses of
Amledipine could causa the residant to have
elevatad blood pressure and possible chest
palns,

Based cn observations, Intarviews, and record
review, it was determined that Resldent #7 was
not Intervlewable,

h. Raview of Resldent #7’s provider pragress note
dated 11/14/24 revealed:
-The resldent's malor depresslve disorder was
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-The reskdent was receiving Sertraline 25mg dally
for mood suppart. (Serfraline is an
antldepressant.)

Review of Resldent #7's physlclan's order dated
11/16/24 ravealed an order for Sertralina 50mg 1
tablet once daily.

Observation of the 8:00/9:00am madicalion pass
on 12/19/24 revealad:

-The medication elde (MA) prepared and
administared medications schaduled for
8:00am/8:00am for Res(dent #7 at 9:08am.

-The MA did not prepare and administer
Sertraline 50mg when the resldent's other
moming medications were administerad at
g;08am.

-Serraline was not administered as orderad,

Review of Resident #7's Dacembar 2024
elactronlc medication administration record
{eMAR) revealad:

-Thera was an enfry for Sertraline 50mg 1 tablet
onco daily ochedulod at 8:00am.

-Seriraline was documented as administerad
dally at 8:00am on 12/01/24 - 12/07/24, 1214124,
12/17/24, and 12/18/24.

-Sariraline was documnented as not administared
on 12108124 - 12113/24, 12115/24, 12/16/24, and
12/12/24 due to "drug not given” and "drug not
avallable”.

Revlew of Resldent #7's phamacy dispensing
records dated 08/01/24 - 12/19/24 revealed:
~There were 30 Serfraline 25mg tablels
dispensed on 09/02/24,

<There were 30 Serimline 25mg tablets
dispensed on 10/06/24,

~There were 30 Seyiralina 50my fablets
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dispensed on 11/17/24.

Revlew of the facility's Medicetion Order Log
dated 12/05/24 revealed:

-There was a handwritien nota with Resident #7's
nama, the name of the facllity's contractad
phamacy, Sertrallne 50mg and “new order
needed.

-The sections on the form for date ordered,
Inltials of staff ordaring, date recslved, and Initiels
of staff recelving were blank.

intarview with the MA on 12/19/24 at 8;13am
revealed:

-Rasldent #7's Seriraline was not available {o
administer,

-8he could not focate it in the medication cart or
In the back up supply of medication,

=The medications were supposed lobe ona
monthly cycie fill from the pharmacy.

-Some medications did not come [n the cycle il
but she was not sure which ones,

~0Onca the medications got {o tha colored sirip on
the bubble card, they could be reardered.

=The MAs pulled tha stickars from the bubble
card and put on the reorder forms and then they
scanned the form to the computer fof the
Resldent Care Coordinater {(RCC) and the Health
and Wellness Director (HWD).

~The MAs were not allowed to fax the reorder
forms to the pharmacy.

~Tha RCC er HWD faxad reordar forms to the
pharmacy.

-After she finished the meming redicallon pass,
she would verbally notify the RCC or the HWD of
the unavailable medication.

Second Interview with the MA on 12/19/24 at
11:51am revealed:
-Medications were usually delivered to the facllity
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at night so she was not sure when Residant #7's
Seriraline would he avallable.
-Resldent #7 was usually In a good mood.

Interview with the RCC on 12/19/24 at 1:17pm
reveated;

-The MAs were responsible for refills by pulting
stickers on the reorder form, then scanning the
form to her email and nolifying her.

-There was an alactronlc fax system that she
used to fax tha reorder forms to the pharmacy.
-l there were no refills, the MA would write the
nams of the resident and the name of tha
medication with no rafillz and glve it to her so she
could contact the provider,

-She had not seen Resldent #7's Serirallne on the
reorder Jog until now.

-She must have overooked It.

-Tha Serirallne had no refills so she would
contact the provider for a new order,

Interview with the HWD on 12/18/24 at 2:.06pm
revealed:

-If a medication was not avallable on the
modlcation cart, tha MA should check fo maka
sure [t was not put In the wrong location on the
medication cart,

-The MAs should also check the backup
medleation supply to see if the medication was
balng stered there.

~The MAs should notify the RCC who would
contact the pharmacy to get refills or contact the
provider to get a new order,

-If a madlcation had no refills, the MAs could
contact the prviders to get refills.

-She was responsible fer doing medication cart
audits.

-She had done some cart audits and pulled some
expired medications recently (could not recall
when).
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-She had not done full cart audits fo chack to sea
If medlgations were available because she had
not had Ume to doit,

-Each MA should be dolng mini-cart audits every
shift to make sure they had medicallons
avallable.

Intervlew with the Administrator on 12/18/24 at
1:3%am revealed:

~The facility usually received monthly cycle fifla
from the pharmacy for oral scheduled
medications.

-The MAs were responsible for ardening other
medications not on the cyelo fills such as eye
drops before they ran out.

~The MAs should notify the RCC or HWD If
medications were unavailable.

-Ths RCC and HWD were responsible for
contacting tha providar if a new order for refills
was needed,

-The HWD was responsible for deing weakly
medication cart audits to make sure medications
were available for administration.

Intarview with Resldent #7's primary care provider
(PCP) ont 12/19/24 at 9:46am revealed;

<The facllity had not nollfied her that Reslktent #7
naeded a new prescriptlon for Sertraline prior to
foday.

-Tha facllity could eend refilt request through the
talemedicine partal.

-She was concemed the missed doses of
Sertraline could cause the resident to have
withdrawa! symptoms such as feeling doom,
panic altacks, sweats, fremors, poor appetite,
and changes In viial signs.

-The resldent could also go back into &
depressive state without taking Sertraline daily as
orderad.
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Based on abservations, Interviews, and record
raview, [t was datermined that Resident #7 was
not intarviewable.

. Review of Resident #7's current FL-2 dated
10/29/24 revealed an order for Refresh Tears
0.5% ophthalmic sofution Instll 1 drop In each eye
overy day. (Refresh Tears [s used to relieve dry,
irritated ayes.)

DObservation of the 8:00/9:00am medIication pass
an 12/19/24 revealed:

=The medication alde (MA) prepared and
administered medicatlons scheduled for
8:00am/9:00am for Resident #7 at 9:08am.

-The MA did not prepare and administer Refrash
Tears 0.5% when the resident’s other moming
madications wers administered at 9:0Banm.
-Refresh Tears were not administered as ordered,

Review of Resldent #7's Dacember 2024
slactronic medication administratlen record
(eMAR) revealed:

-There was an entry for Refresh Tears 0.5% Instill
1 drop In cach aya avary day seheduled at
9:00am.

-Refrash Tears was documented as administered
from 12/01/24 - 12/18/24.

-Reafresh Tears was documented as nat
administered on 12/19/24 due to the medication
being unavallable.

Raview of Resident #"s pharmacy dlspensing
records dated 09/01/24 - 12/19/24 revealad there
was no documentation of any Refresh Tears
belng dispensed for Resldent #7 from 09/01/24 -
12119424,

Telephone Interview with a phamacist at the
facility's contracted pharmacy on 12/20/24 at
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11:11am revealed;

~The pharmacy [ast dispensed Refresh Tears for
Resldent #7 on 05/10/23.

-There had been no request fo refill the Refresh
Tears In over a year, since 05/10/23,

Intarview with the MA on 12/16/24 at 9;13am
revealed:

-Resident #7's Refresh Tears were not available
{0 administer.

-She could not locats it In the medication cart or
in the back up supply of medication.

~The medicatlons were supposed to be on a
menthly eycls fill from the pharmacy.

-Some medications did not come in tha cycle fill
but she was not sure which onea.

-Once the medications got to the colered strip on
the bubble card, they could be racrderad,

~-The MAs pulled the stickers from tha bubble
card and put on the reorder forms and then they
scanned the form fo the computer for the
Restdant Care Coordinator (RCC) and the Health
and Wellness Director (HWD),

~The MAs were not allowed to fax the reorder
forms to the pharmacy.

~The RCC or HWD faxed reorder forms fo the
pharmacy.

=Afiar she finlshed the moming medication pass,
she would varbally notify the Resldant Care
Coordinator {RCC) or the Health and Wellness
Diractor {(HWD) of the unavallable medicallon.

Second Interview with the MA on 1219/24 at
11:51am revealed:

-Medications were usually delivared to the facllity
at night 30 she was not sure when Resident #7's
Refresh Tears would be available.

-Resldent #7 did not complaln of dry eyes to her
knowledge,
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Interview with the RCC on 12/19/24 at 1:17pm
ravealed:

-The MAs were responsible for refills by putting
stickers on tha reorder form, then seanning the
form to har email and notlfying har,

~There was an electronlc fax system that she
used to fax the reorder forms to the pharmacy.
-[f there were no rafilis, the MA would write tha
name of the resldent and the nama of tha
medication with no refills and give [t o har so she
cauld contact the provider.

-She had not seen anvlhing on any forms about
Resldent #7's Refresh Tears.

-No one notified her until today, 12/18/24, that
Resldent #7 did not have any Refresh Tears,

Interview with the HWD on 12/19/24 at 2:06pm
revealod:

-If a medIcation was not avallable on the
medication cart, the MA should check to make
sure itwas not put In the wrong location an the
medleation cart.

-The MAs should also check tha backup
medication supply to see if the medication was
baolhg storod thora.

~The MAs should nofify the RCC who would
cohtact the pharmacy to got refills or contact the
provider to get & new order.

-If a medication had no refills, the MAs could
contact tha providers to get refills.

-She was responsible for delng madication cart
audits.

-She had done some cart audits and pulled some
expired medications racenlly {could not recall
when),

-Sha had not done full cart audits fo check to see
if medications were aveallable hetause she had
not had {ime to do it.

-Each MA should be dolng minl-cart audits every
shift to make sure they had medicatlons

1358
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avallshble.

Interviews with the Adminlstrator an 12/15/24 at
1:39pm revealed:

-The facility usually receivad monthly cycle fills
from the pharmacy for oral scheduled
medications.

-Tha MAs were respensibla for ordering other
medications not on the cycla fills such as eye
drops bafore they ran out.

~The MAs should notify tha RCC or HWD if
medications ware unavailable.

~Tha RCC and HWD were respansible for
contacling the provider if a new arder for rafills
was naedsed.

-The HWD was responsibla for dolng weekly
medication cart audits to make sure medications
were avallsble for administration.

Interview with Resident #7's primary care provider
(PCP} on 12/19/24 at 9:46am revealed;

-The facllity had not natified her that Resident #7
did not have any Refresh Tears.

-The facllity could sand refill request through the
tolamodicina portal.

-Missed doses of Refresh Tears could cause eya
irritatlon which cotld cause excessiva tearing of
the ayes,

Based on observallons, interviews, and record
review, [t was determined that Resldent #7 was
not Interviewable.

2, Review of Resldent #4's currant FL-2 dated
10/08/24 revealed:

-Diagnoses Included dementia, type 2 diabetes
mellitus with chronic kldnoy diseass,
hypedipidomia, acquired absence of Kidnay,
open-angle glaucoms, Vitamin D deficlency, and
deficlency of graup B vitamins.
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~Tha resldent’s lavel of care ws documsnted as
doriciliary and "memory care®,

Revisw of Resldant #4's Contact Information
Form ravealad the rasldent was admitted and
moved Into the facllity on 10/10/24.

Review of Resldent #4’s veterans administration
{VA} hospital discharge summary dated 10/10/24
ravealad:

-The residant was admilited to the hospital on
01/29724.

~Tha resldent's admitting/primary diagnosls wes
dementia wilh behavioral disturbances.

-The resident was admitted to the hospital from e
former memory care facility following assault on
stafi members.

-The resldent became more aglteted at about one
month Into the stay so psychlatry was consulted
to ass(st with agitation pharmacotherapy.

-Tha resident was discharged from the hospitel
on 10/10/24,

a. Review of Resident #4's current FL-2 dated
10/08/24 ravesalnd an ordor for Braxpipmzalo 2mgy

1 {ablet daily. {Brexplprazole is an antipsychotic
used to treat agltation assoclated wilh dementia.}

Revisw of Resldent #4's vetaran's administrallon
(VA) hospital discharge summary dated 10/10/24
revagled an order to continue Brexpiprazele 2mg
dally (started 03/28/24) for agitation (of note, he
will discharge with a 15-day supply of the 1mg
tablets io take with him, when a new order of 2mg
{ablets arrive, those will ke malled to him).

Review of Rasidant #4's facllity progress notes
revealed:

-On 10/11/24 at 11:06pm, the resldent would
leave from his room and wander in the halls; the

Division of Health Sepvce Rogutation
STATE FORM pea NeQlf1 If continuation shaet 52 of 108




Divislon of Health Service Requlation

PRINTED: 01/16/2025
FORM AFPROVED

STATEMENT OF DEFICIENCIES X1} FROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDERTIFICATION RUMBER:

HALG26068

{%2) MULTIPLE CONSTRUGTION
A, BUILDING:

B, WING

(X3} DATE SURVEY
COMPLETED

c
1212012024

NAME OF PROVIDER CR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CCDE

1164 71ST SCHOOL ROAD
CUMBERLAND, NG 25331

TERRABELLA FAYETTEVILLE

(3}
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

12] PROVIDER'S PLAN OF CORRECTION

DEFICIENGY)

PREFIX (EACH CCRRECTIVE ACTION SHOUL: BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE RATE

0358

Continued From page 52

resident had rapld moaod changaes batween
aggressiva and then cheerful within one
convarsatlen; resldent was safa In the qulet room
and next shift was made aware,

-On 10/13/24 at 10:35am, the resident followad
the caregiver to the laundry room and asked to
help: whan the careglver put clothes in the
washing machine, the resldent aceused her of
stealing his wallet; the resident backed the
caregiver Into the comer and yelled that he would
"blow her brains out”; the resldent was radirectad
by another careglver.

Review of Residant #4's VA smeargency
depariment (ED) discharge nota dated 10/22/24
revesled:

-The resident was admitted to the ED on
10/22/24,

~Tha resldent's discharge diagnosls on 10/22/24
was agitation related to demantiz.

Review of Resident #4's facllity progress notes
revealed:

-0On 10/25/24 at 10:22am, the resident was
opoaking to himsolf In a mannar that was
undstermined by words; the resldent was
requesting to purchase metal and ha was pacing
back and forth; the rasldent gavs an unpleasant
stare; the resident was given a pm medication,
-0On 11/04/24 at 3:10pm, the resldent was In
another room and when a personai care aide
(PCA} tried to help mova the resident out, the
resldent grabbed the PCA's hands and started {o
squeeze very iight and did not want te fet go;
when fwo other siaff tried to halp, the resident
stood up and grabbed the PCA again and
squeezad even tighter.

Review of Resident #4's October 2024 24-hour
shift report forms used as handwritten October

D 358

Divislon of Heallh Service Regalation
STATEFORM

L NeQMi

It continuation shoat 53 of 106




PRINTED: 01/16/2025

FORM APFROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTI RVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: gUILDING- = m’ggﬁfgm
C
HAL026058 S.Wiha 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2P CODE
TERRABELLA FAYETTEVILLE HeAFIETAGHANLROAD
CUMBERLAND, NC 28331
{x8) 10 SUMMARY STATEMENT OF NEFICIENCIES [v] FPROVIDER'S PLAN OF CORRECTION x5
PREFEX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE AFPROFRIATE DATE
DEFICIENGY)
D358 | Continued From page 53 Das8
2024 medication adminlstration racords {MARs)
revealed;

-Tha administration of Resldent #4's medications
for 10/13/24 - 10/24/24 were handwritten and
documented on 24-hour shift report forms.

~There was no documentation of adminlstratlon of
any medications from 10/10/24 {admission date) -
10/12/24,

~Thare was a handwritten eniry for Brexplprazole
1mg take 2 tablels every day for demenlia and it
was scheduled at 8:00am,

-Brexplprazole was documented as administered
on 9 accaslons at 8:00am Including 10/13724 -
10/15/24 and 10M7/24 - 10/22/24,

-There was no documentation of the
administration of Brexplprazale on 10/16/24,
1072324, and 10/24/24, with no reasons noled.

Raviaw of Resident#4's October 2024 electronic
medication administration record (eMAR)
revealed;

-Documentation for the administration of
medications did not start until 10/24/24,
-Documentation for the adminlstration of
med(cations pror to 10/24/24 were grayed out
with no Inilals.

-There was no entry for Brexpiprazole and none
documented as administered.

Revlaw of Resldent #4's November 2024 sMAR
revealed there was no entry for Brexplprazole and
none documented as administered,

Review of Resident #4's December 2024 sMAR
dated 12/01/24 - 12/18/24 revealed there was no
entry for Brexplprazole, and none documented as
adminlstered.

Review of Resldent #4's physician's orders
revealed no crders o discontinue Brexpiprazole.
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Reviaw of Resldent #4's pharmacy dispensing
record dated 09/01/24 - 12/19/24 from the
faclllity's contractad pharmacy revealed there
wera no Brexpiprazole tablets dispensed by the
facllity’s contracted pharmacy.,

Telephone Interview with a pharmacist at the
factity’s contracted pharnmacy on 12/20/24 at
10:57am revealed:

~They usually entered orders Info the eMAR
system and the facillty was rasponsible for
raviewing and approving the orders prior to the
orders bacoming active In the eMAR system.
=They entered Resldent #4's ordars Infe the
aMAR system on 10/11/24, so the facility staff
should have been able to access and enter
medication administration on the aMAR for the
rasldent at that time.

-Shs was not aware Resldent #4 had handwritten
MARs pifor ta 10/24/24.

~They had not dispansed any Brexplprazole for
Resident #4,

-It appeared in the eMAR system that the resident
bacame "profile only” on 10/23/24, meaning they
would only enter orders Inte the sMAR system for
Resldent #4.

~They would only dispense medications for
Resldent #4 if the facility requested It,

Observation of Resldent #4's medications on
hand on 12/19/24 at 12:23pm ravealed:

-All of Resldent #4's med!cations were abserved
Including medications stored In the medlcation
cart and in the backup supply In the medication
[oom.

-There was no Brexpiprazole available for
administration for Resldent #4.

Inferview with & medicatlon alde (MA} on
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1219/24 at 11:55am ravealsd;

-Resldent #4's medlcations wera dispensed by a
VA pharmacy.

-The MAs usually let the residant’s famlly
membar know bafora the resident ran out of
medication, usually when thare wero about 10
pills remalning in the supply.

-The resident's family member usually pleked up
the medication refills and brought them to tha
facllity.

~The MAs also let the resident's family member
know after the medication ran out if they still did
not hava it oh hand,

=The MAs were supposed ta documant what
madlcations were brought Into the faciiity by the
famlly member.

-She was not sure why Resldent #4 had
paperfhandwritten MARs when he was first
admitted to the facllity.

-She could not recall if tha residant missed any
doses of medlcations when he was first admitted
to the facility.

-She did not recall If the resident recelved
Brexpiprazole but thers was none currently
avallablo In tho facllity for adminictration.

Telaphone interview with Resldent #4's family
membar on 12/18/24 at 3:39pm revesled:
-Resident #4 was inpatient at a VA hospital for
about a year prior to belng admiltted to the facillty.
~Sha plcked up the resident from the hospital on
10/10/24 and transported the resldent to the
facllity that same day.

-Sho picked up all the resident's medications
from the VA hospital pharmacy on 10/10/24 and
took tham to the facllity with the resldent on
18/10/24.

-She gave the medications and the paperwarik lo
the Administrator when the resident was admitted
to the facliity on 10710724,
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-About 2 weeks after the res(dent was admitted to
the facllity, she recalved a call from the Health
and Wellness Director (HWD) that Resldent#4
had gone Into the wrong room and struek the
HWD.

~The HWD reported that sha was calling the
police,

-When she amived at the fadlily, the resident was
no longer In the wrong rcam and the resident was
fransported o the hospital by emergency medical
services (EMS).

<The resldent’s medications were adjusted and he
was sent back to the facllity.

Telephona interview with a contact representative
with pharmmacy customer cara at Resldent #4's VA
pharmacy provider an 12/20/24 at 10:3%am
revealed:

-Ha was unable to give speclfic details about the
resident’s medication dus to VA palicles.
-Brexpiprazole was dispensed on 10/09/24.

-Ha was unable to give the strangths or quantity
of medication dispensed on 10/08/24.

-All the medications dispensed on 10/09/24 wera
pleked up but ho wos unable io give tha spadific
dats of pick up.

Interviews with the HWD on 12/20/24 at 8:40em
and 11:368am revealed:

-Resldent #4 had paper MARs when he was first
admitted because there was a problem with the
facllity belng able to sea his orders in the eMAR
system.

~The phamacy could see them on thelr end but
the facility could not see them,

-5he was new at the facllity at that time and she
did net know how to enter orders info the eMAR
syslem,

-She could not locate paper MARs for 10/10/24 -
40/42/24 hut she felt sura the medicallons wera
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adminfstered on those days.

-Sha did not recall Resldent #4 missing any
doses of medication when he was admitted to the
failly.

-She was responsibla for checking the MARs
dally and dolng medication cart audiis, but she
hed not had time to do a complete MAR or cart
audit.

-She was not aware of the discrepancy with
Resident #4's Braxplprazole,

«5he did not know why Brexplprazols was
stopped and not administered.

~5he dld notrecall If she received medications or
papenvork from Resident #4's famlly member
when the resident was admitted to the facllity on
10/10/24,

-She could not locate any documentation of the
names or quantiies of medlcatlons brought In the
facillty for Resldent #4 when he was admitted on
10/10/24.

Interviews with the Administrator on 12/20/24 at
8:45am and 11:29am revealed:

-All MAs knaw how to enter orders into the eMAR
systom.

-Resident #4's medication administration should
hava baan documented in the eMAR system
whan he was admitted to the facility.

“When a resident’s famlly ook them to a provider
or brought then back from the hospita), the family
was supposed {0 give any paperwork o the MA,
Resldent Care Coordinator (RCG), ar HWD,

-The MA would give the paperwark to the RCC or
HWD, who were rasponslble for reviewing and
procassing the papeswork, including any orders.
-She did not recall Resldent #4's family member
giving her any paperwork or medlcations when
the rosident was admitted.

“The facility was responsible for orderng

Reslkdent #4's madications.,
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-The MAs shauld notify the RCC or HWD before
g medication ran out.

-The RCC and HWD ware responsible for
reordering medications and sending ordars to the
pharmacy.

«If a medicatlon was not recelved, the RCGG or
HWD should contect the pharmacy or the
providar,

Altempled telephone Interviews with Resident
#4's primary care VA provider on 12/20/24 at
10:32am and 5.05pm wers unsuccessful,

Based on abservatlons, Interviews, and record
raview, It was determined that Residant #4 was
not interviewable.

b. Review of Restdent #4's curent FL-2 dated
10/08/24 revealed an order for Risperidona
0.5mg 1 tablet twice a day as needed (pm} first
line for agitation. (Risperdal Is an antipsychotic
used to {reat aglitation and moad disorders.)

Ravlew of Resldent #4's veteran's administration
{VA) hospital discharga summary dated 10M10/24
revealed an order for Rispetidone 1mg take %
tablet two timss a day as needed {ptn) first line
for agitation.

Ravlew of Resldent#4's facilify progress notes
revealed;

-On 10/11/24 at 11:06pm, the resident would
leave from his room and wander In the halls; the
rasident had rapld mood changes between
aggressive and then cheerful within ona
conversalion; resident was safe in the quist room
and next shift was made aware,

-0n 10/13/24 at 10:35am, the resident followad
the caregiver to the laundry reom and asked to
halp; when the careglver put clothes in the
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washling machine, the rasident accused her of
staaling his wallet; the rasidant backed the
careglver into {he corner and yelled that he would
*blow her bralns out”; the resident was redirected
by another caregiver.

Review of Resldent #4's VA emergency
department {(ED} discharge note dated 10/22/24
revealed:

-The resident was admitiad fo the ED on
10/22124.

-The resident's discharge disgnosls on 10/22/24
was agllation related to demeantla.

-There was an order to continue with scheduted
Risperdal 0.5mg twice dally.

Review of Resldent #4's facllity progress notes
ravealad:

-On 10/25/24 at 10:22am, the resident was
speaking to himself [n a manner that was
undetermined by words; the resident was
requesting to purchase metal and ha was pacing
baek and forth; the resident gave an unpleasant

stare; the resident was glven a pm medication.
-On 11/04/24 ot 3:10pm, tho rosidont wag In

anolher reom and when a personal care alde
(PCA) tried to help move the resident out, the
resident grabbead the PCA’s hands and started to
squaeze very tight and did not want to let go;
when two other staff tried to help, the resldent
steod vp and grabbed the PCA again and
squeszed even tighter.

Raview of Rasident #4's October 2024 24-hour
shift report forms used as handwritten October
2024 madication administration records (MARSs)
ravealed:

-Tha adminisfration of Resident #4's medicationa
for 10113124 - 10/24/24 wera handwritten and
documented on 24-hour shift report forms.
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-There was no documantation of edministration of
any medicatlons from 10/10/24 (admisslon data) -
10/12/24.

~There was a handwritten entry for Risperidane
0.5mg 1 tablet twice dally prn agitation.

~The pm Risperidone was documented as
administered on 10/13/24 at 9:00am and 4:00pm;
1014724 during 7am - 3pm shift (no specific time
noted); 10/15/24 at 8:00am and 4:50pm; 10/16/24
during 7am ~ 3pm shift (no specific time noted);
10/17/24 during 7am - 3pm shift {no specific time
noted); 10/18/24 at 8:00am; 10/19/24 at 9:30am;
10/20/24 &t 10:00am; 10/21/24 during 7am - 3pm
shift (no specific time noted); 10/22/24 at 7:45am;
10/23/24 during 3pm - 11pm shift (no specific
time neted); and 10/23/24 during 3pm- 11pm
shift (no spacific time noted),

~Thera was no entry for schaduled Risperdal
twice dally as ardered an 10/22/24 and none was
documented as administered.

Review of Resident #4's Octobar 2024 alectronlc
medication adminisiration racord {eMAR)
revealed:

~Documentatian for the administration of
medicallons did not start until 10/24/24.
-Documentation for the administration of
medIlealions prior to 10/24/24 were grayed out
with no initials.

=There was an entry for Risperidone 0.5mg take 1
tablet twica dally pm first line for agitation.

-The pm Risperidone was documented as
administered 3 times: on 10/25/24 at 5:35pm,
10/28/24 at 7:42pm, and 10/31/24 at 4:00pm.
-There was ne entry for scheduted Risperidone
as ordered on the ED discherge note dated
10/22/24,

Review of Residant #4's November 2024 eMAR
revaaled:
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~There was an entry for Rispefidone 0.6mg take 1
tablet twice daily pm first line for agitation,

-Tha pm Risperidona was documented as
administered 2 times: on 11/01/24 at 7:37pm and
11105124 at 12:29pm,

~There was no enkry for scheduled Risperidone
as orderad en the ED discharge note dated
10/22/24,

Review of Rasldent #4's December 2024 eMAR
dated 12/01/24 - 12/18/24 ravealed:

~There was an entry for Risperidone 0.5mg take 1
tablet twica daily pm first Ine for agitation.

~Thera was no pm Rispatidone documentad as
adminlstered in December 2024,

=There was no entry for scheduled Risperidone
as arderad on the ED discharga nofe dated
10/22/24,

Reviaw of Residant #4's pharmacy dispensing
record dated 08/01/24 - 12/19/24 from the
facility's contracted phamacy revealed there
wara 30 Risparidona 0.5mg {ablets dispensed on
10/11/24.

Telaphons intervievs with a phermacist at the
facllity's contracted pharmacy on 12£20/24 at
10:57am ravealad:

-They usually entered orders Into the eMAR
system and the facility was rasponsible far
reviewlng and approving the orders prior 1o the
orders becoming active in the eMAR system.,
=They entered Resident #4's orders into the
eMAR system on 10/11/24, go tha facliity staff
should have bean able to gceess and enter
medication administration on the eMAR forthe
resldent at that time.

-She was not aware Resident #4 had handwritten
MARs prior to 10/24/24,

~They also dispensed a partial month's supply for
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several of the resident's medicatlons on 10/11/24.
-t appeared in the eMAR system that the resident
became "profile only” on 10/23/24, meaning they
watlld only enter orders Into the eMAR system for
Resident #4,

-They wauld only dispense medications for
Reslident #4 If the facilily requeste It.

Review of Resldent #4's VA pharmacy recelpts
dated 10/22/24 rovealad:

<There ware 14 Risperidona 1mg tablets
dispensed and picked up at the outpatiant
pharmacy window on 10/22/24.

-Tha Instructions were to take % tablet (0.5mg)
twica dally {(schadulad) for agitation related to
dementla.

Observatlon of Resldent #4's madications an
hand on 12/19/24 at 12:23pm revealed:

-All of Resldent #4's med(cations were observed
including medications stored in the medieatlon
cart and in the backup supply In the medication
room.

~Thoro was no Risperidone, scheduled or pm,
available for administralion for Resldent #4,

Interview with a medication aide (MA) on
12/19/24 at 11:55am revealed:

-Resldent #4's medlcations were dispensad by a
VA phammnacy.

-The reskient had baen cut of pm Risperidone for
abeut 3 weeks and thera was still none avallable
today, 12/10/24.

-There had been at least two occaslons the
resldent was agitated while she was working and
nesded pm Risperidone but none was available
to administer,

-The resident was "real agltated”; the resikient
was cursing, would not foliow directions, and
would not let staif toilet him.
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=In the past, pm Risparidone had helped with
those symptoms.

~Tha MAs usually Ist the resident’s family
membar knew befars the resldent ran out of
meadicallon, usually when there were about 10
plils remaining in the supply.

~The resident's family member usually plcked up
the medication refills and brought tham to the
facility.

~The MAs also fet the resident’s family member
know after tha medication ran out if they still did
not have It on hand,

-She was not sure why Resident #4 had
paper/handwiittan MARs when he was first
admitted to the facility.

~3he could not racall if the resident missed any
doses of medications when he was first admitted
to the fagillty.

Telephone Intarview with Resident #4's family
member on 12/18/24 at 3:39pm revealed:
-Resident #4 was Inpatient at a VA hospital for
about a year prior to being admitied to the faclllty,
-She plcked up the resident from the hospital on
10/10/24 and transported the resident {o the
facllity that same day.

-She picked up all the residant's medications
from the VA hospltal phammacy on 10/10/24 and
took them to tha facitity with the resident cn
10/10/24.

-Bhe gave the medications and tha VA paperwork
fo the Administrator when tha resident was
admitted to the facility on 10/10/24.

-About 2 waeks after the resldent was admitied to
the facility, she received a call from the Health
and Wellness Director (HWD) that Resldent #4
was in the wrong room and had struck the HWD,
~The HWD reported that she was calling the
polica,

-When she amived at the faclllty, the resident was
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no longer in the wrong room and tha resident was
transported to the hospital by EMS.

-The resident's medications wera adjusted and he
was sent back to the facility.

-The resldent's Risperidone was changed to
scheduled and pm; she picked up the medication
{rom the VA hospltal and tock the medication and
the paperwerk and gave It to a MA when she
retumed the resident to the facility on 10/22/24,
~She went to the facility the next day and a MA
reported to her that the resident had not recelved
his madieations for 2 weeks.

-5ha spoke with the Administrator and the HWD
and they reported the resident had been getling
his meadications.

-One day while she was visiting the resident at
the facllity (could not recall date), the resident
was sundewning and getiing agilatad,

-She asked lhe MA to glve the resident some
Risperidona, but the MA sald the resident was out
of Rlsperdone.

-The MA then went and looked In another
medicallon cart and found the Risperidone in the
other cart,

Second telephone Interview with Resident #4's
family member on 12/19/24 at 5:42pm revealed;
-She was at the facility today, 12/19/24, to vislt
the resldent.

-The MA told her today that Resldent #4 was
currently out of fwo medications, which included
Risparidone.

-She was not aware prior to today that the
rasidant was cumently out thesa madications.
=-She had been unable to get a stralght answer
fram facllity staff about who was supposed to
order the restdent's mediecations.

-If the facllity staff would Iat har know, she could
order the medicallons,
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Telephone Interview with a contact representative
with phammacy customer care at Resldent #4's VA
pharmacy pravider on 12/20/24 at 10:3%am
revealed:

-He was unable to give specific detalls about the
resident's medication due to VA policles.
-Rlsperidone was dispensed on 10/09/24.

-He was unable to give the strengths or quantiies
of medlcations dispensed on 10/D8/24.

-All the medications dispensed on 10/08/24 were
plcked up but he was unable to give the specific
date of plck up.

Intervisws with the HWD on 12/20/24 at 8:40am
and 11:36am revezlad:

~Resldent #4 had paper MARs when ha was first
admitied because there was a problem with the
facllity balng able to sea his orders I the eMAR
systam.

~The pharmacy could see them on thelr end, but
the facllity could not see them,

-She was new at the facillty at that time, and she
did not know hew to enter orders into the eMAR
system.

-Sha could not Incata papar MARs for 10/10/24 -
10/12/24 but she felt sure the medicalions wete
administered on those days.

-She did not recall If she received medications or
paperwork from Resident #4's family membar
when the resident was admitted to the facility an
10/10/24,

-She did not recall Resident #4 missing any
doses of medication when he was admitted to the
facility.

~She was responsible for checking the MARs
dally and dolng medication cart audlts, but sha
had not had time to do 2 complete MAR or cart
audit,

~She was not aware Resldent #4 was currently
out of Risparidane, and she did not know why the
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schedulad Risperidone order was not entered into
the eMAR system,

Intarviews with the Administrator on 12/20/24 at
8:45am and 11:29am revealed;

-All MAs knew how to entar orders Into the aMAR
system.

-Resident #4's medication administralion should
have been documented In the eMAR system
when he was admitted to the faclity,

-When a resident's family took them to a provider
or brought them back from the hospital, the family
was supposed to glva any paperwork to the MA,
Resldent Cara Coordinater (RGC), or HWD,

-The MA would glve the paparwark to the RCC or
HWD, who were rasponsible for reviewing and
processing the papemwork, Including any orders.
-She did not recalt Resident #4's family member
giving her any paperwork or medications when
the resident was admltted.

=The facility was responsibla for ordaring
Resldent #4's medications,

~The MAs should notify the RCC or HWD befare
a medication ran aut.

<The RCC and HWD were rasponslbla for
reordering medications and sending orders to the

pharmacy.

-If a medication was not recelved, the RCC or
HWD should contact the phanmacy or the
provider.

Attempled telephone Interviews with Resldent
#4's primary care VA provider an 12/20/24 at
10:32am and 5:05pm were unsuccessiul.

Based on ocbsearvatlens, Interviews, and record
raview, it was determined that Resident #4 was
not Interviewabla.

c. Raview of Resldent #4's current FL-2 dated
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10/08/24 revealad an order for Malatonin 3mg In
the evening. (Melatonin Is used to treat
Insomnila.}

Revisw of Resident #4's veteran’s adménlstration
(VA) hospital discharge summary dated 10/10/24
revealed an order fo continue Melatonin 3mg
nightly for sleap.

Revlew of Resident #4's October 2024 24-hour
shift report forms used as handwritten Octoher
2024 medication administration records (MARS)
revaaled:

-The administration of Resident #4's medicatlons
for 1071324 - 10/24/24 were hendwritten and
documented on 24-hour ehift report forms.

“There was no documentation of administration of
any medications from 10/10/24 (admisslon date} -
10/12/24.

-There was a handwritten entry for Melatonin 3mg
1 tablet avery night for sleep scheduled at
8:00pm.

~Melatonin 3mg was documented as
administered at 8:00pm on 7 accasions from
10/13/24 - 10/24i124.

-Melatonin was documented as nat administered
on 10/18/24 due {o the medication not being on
the cart.

-Melatonin was documented as refused on
10114124 and 10/19/24.

Review of Resident #4's Octobar 2024 electronlc
medication adminlstration record (sMAR)
revealed:

-Documentation for the administralfon of
medications did not start until 10/24/24.
~-Documentation for the administration of
medications prior to 10/24/24 were grayed out
with no Initials.

=There was 2n entry for Melatonin 3mg 1 tablat
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evayy evening scheduled at 8:00pm,

-Melatanin 3mg was decumented as
adminlsterad at 8:00pm from 10/27/24 - 10/31/24,
-Melatonin was documented as nat adminlstered
on 10/26/24 dus to refusing and 10/25/24 with the
reason of "othar®,

Review of Resldent #4's November 2024 eMAR
revealad;

~There was an entry for Melatenin 3mg 1 tablet
every evening scheduled at 8:00pm.

-Metatenin 3mg was documented as
administered at 8:00pm from 11/01/24 - 11/30/24
except two refusals on 11/03/24 and 11/05/24,

Review of Resldent #4's Dacember 2024 eMAR
dafad 12/01/24 - 12/18/24 revealad:

=Thara was an entry for Melatonin 3my 1 tablet
every avening schadulad at 8:0pm.

-Melatonin 3mg was documented as
administered at 8:00pm from 12/01/24 - 12/13/24
and 12/18/24 - 12/17i24,

~-Melatonin 3myg was documented as not being
administered on 12M114/24 and 12/15/24 due to
the medication being unavailable.

Roview of Resident #4's pharmacy dispensing
record dated 08/01/24 - 12/18/24 from the
facllity's contracted pharmacy revealed there
ware no Melatonin tablets dispensed by the
facllity's contracted pharmacy.

Telephone Interview with a pharmacist at the
facility's contracted pharmacy on 12/20/24 at
10:57am revealed:

-They usually entarad orders Info the eMAR
system and the facility was responsible for
reviewing and approving the orders prior fo the
orders becoming actlve in the eMAR system,
<They entered Resldant #4's orders Into tha
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aMAR systam on 10/11/24, so the facllity staff
shoutd have been able to access and enter
medization administration on the eMAR forthe
resident at that tima.

-They algo dispensed a partl] month's supply fer
several of the resldent's medications on 10/11/24.
-It appeared in the eMAR system that the resident
becamp "profile anly" on 10/23/24, meanlng they
would only entar orders info the eMAR system far
Resident #4.

~They wotild only dispense medications for
Resldant #4 [f the facllity requested it.

Obsarvatlon of Rasldent #4's medicatlons on
hand on 12/19/24 at 12:23pm ravealed:

-All of Resident #4's medications were chserved
including medications stered In the medication
cart and in the backup supply In the medication
room.

~There was no Melatonin avallable for
administration for Resident #4.

Interview with a medication aide (MA) on
12/19/24 at 11:55am ravealed:

-Roaldant #4'c madicallons wara dispensed hy a
VA pharmacy.

-The MAs usually let the resident's famlly
member know before the resldent ran out of
medication, usually when there were about 10
pllls remalning in the supply,

~The resident's famlly member usually plcked up
tha medlcation refills and brought them to the
fackity.

-Tha MAs also let the res(dent's family member
know after the medication ran out if they still did
not have it on hand,

-The MAs were supposed to documant what
medications were brought into the facllity by the
family member.

-She was not sure why Resident #4 had
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paperfhandwritten MARs when he was first
admitted to the faciiity,

=She could not recall If the resident missed any
doses of medications whan ha was first admittad
to the facllity.

-She could not locate any Melatonin far the
resldent currently.

Telephone interviaw with Resident #4's family
mamber on 12/18/24 at 3:39pm revealed:
-Resldent #4 was Inpatient at a VA hospltal for
about a year prior to belng admitted to the facility.
-She picked up the resident from the hospita! on
10/10/24 and transported the resldent to the
fecllity that same day.

-She plcked up all the resident's medications
from the VA hospltal pharmacy on 10/10/24 and
took them to the facliity with the resident on
10/10/24.

-She gave the medications and the paperwork to
the Administrator when the resident was admitied
to the facility on 10/10/24.

Second telaphone interview with Resident #4's
family member on 12/19/24 at 5:42pm revealed:
-She was at the facility today, 12H9/24, to visit
the resident.

-The MAtold her today that Resident #4 was
cuirently out of two madications, which Included
Malatonin,

-Sha was not aware prior to today that 1he
resident was out of these medications.

-She had been unable to get a stralght answer
from facility staff about who was supposed to
order the resldent’s inedications.

-If the facility staff would [et her know, she could
order the medicatlons.

Telephono interview wilh a contact ropresentative
with pharmacy customer care at Rasident #4's VA
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pharmacy provider on 12/20/24 at 10:3%am
revealod:

-He was unable to give spacific detsils about the
resldent's medication dua to VA policias.
-Melatonin was dispensed on 10/09/24,

-Hae was uneble to give the strength or quantity of
medication dispensed on 10/09/24.

~All the medications dispansed on 10/08/24 werg
plcked up but he was unable to give the specific
date of plck up.

Interviews with the HWD on 12/20/24 at 8:40am
and 11:36am revealed:

-Resldent #4 had paper MARs when he was first
admitted because there was a problem with the
faclllty belng able to sea his orders In the eMAR
system.

-Tha pharmacy could ses them on thelr end, but
the facility could not see them.

-She was naw a1 the facliity at that fime, and she
did not know hew to enter otders into the eMAR
systein.

-She could not Tocate paper MARSs for 10/10/24 -
10712124 but she felt sure the medications were
administarad cn thoso daye,

-She did not recall if she received medications or
paperwori¢ from Resldent #4's family member
whan the resldent was edmitted to the facifity on
10710724,

-Sha did not recall Resldant #4 missing any
doses of medication when he was admitted fo the
facility.

-She was responsible for checking the MARs
dally and dolng medication cart audits, but she
had not had time to do a complete MAR or cart
audit,

-She was not aware Resident #4 was cumrently
out of Melatonin,

Interviews with the Adminlstrator on 12/20/24 at
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8:45am and 11:29am revealed:

-All MAs knew how to enter orders Into the aMAR
aystom.

-Residont #4's medlcation administration should
hava bean docurnanted in tha eMAR systern
when he was admitted to the faciiity.

-Whaen a resident’s family took them o a provider
or brought them back from the hospital, the family
was supposed o give any paperwark to the MA,
Rasident Care Coordinater (RCC), or HWD.

-The MA would give the paperwork o the RCC ar
HWD, who were responsible for reviewing and
pracessing the paperwork, Including any orders.
-She dld not recall Resldent #4's family member
giving her eny paperwork or medications when
tha resldent was admittad.

-The facility was responsible for ordering
Resldent #4's medlcations.

-The MAs shaould notify the RCC or HWD before
& medicatlon ran out.

-The RGC and HWD weare responsible for
reordering medications and sending orders to the
pharmacy.

-If a medication was not received, the RCC or
HWE should conlact the pharmacy or the
provider.

Attempted telophone interviews with Resident

#4's primary care VA provider on 12/20/24 at
10:32am and $:05pm were unsuccessful,

Besed on observations, interviews, and record
raview, it was detemmined that Resident #4 was
not interviowable.

d. Review of Resident #4's current FL-2 dated
10/08/24 revealed an order for Prazosin 1mg 1
capsule every 12 hours, hold for systolic blood
prassure {SBP) Jess than (<) 90, diastolic blood
pressure (DBP) <60, or heart rate <60, (Prazosin
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lowers blood pressura and heart rate, Prazosin
may also be used to treat symptoms assoclated
with post-traumetic stress dlsorder,)

Revisw of Resident #4's veteran administration
{VA) hospital discharga summary dated 10/10/24
revealed an arder for Prazosln 1my take 1
capsule svery 12 hours for post-treumatic stress
disorder; set administration time for 8:00am and
8:00pm; hold for SBP <80, DEP <50, heart rate
<60,

Review of Resident #4's VA emergency
depariment (ED) dischargs note dated 10/22/24
revealed:

-The resident was admitted fo the ED on
10/22/24.

~The rasldent's discharge dlagnosls on 10/22/24
was agltation related to demantia,

Revlew of Resldent #4's October 2024 24-hour
shift report forms used es hendwritten October
2024 medication administration records (MARs)

revealed:
=Tho adminictmation of Rasident #4's medications

for 1013124 - 10/24/24 ware handwritten and
documented on 24-haur shift report forms.

~Thare was no doecumentation of administration of
any madications from 10/10/24 (admission data) -
10/12124.

=There was a handwritten entry for Prazasin Tmy
1 capsula every 12 hours, hold for SBP <90, DBP
<60, heart rate <60 and scheduled for 8:00am
and 8:00pm.

«Prazosin was documented as administared on
10/15/24 at 8:00pm but there was no heart rale
documented fo determing if the medication
shou!d have been held,

-Prazosin was documented as administered on
10/17/24 at 8:00am when the resident's heart rate
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was 58 so it should hava been held.

-Prazosln was documented as administered on
10/1B8/24 at 8:00arm when the resldent's heart rata
was 57 so it should have bean held,

-Prazosin was documanted as administered on
10/18/24 at 8:00pm but there was no heart rate
documsanted to determine If the medication
should have been held,

~Prazosin was documented as administered on
10/20/24 &t 8:00am when the resident’s heart rate
was 59 so [t shauld have baan held.

-Prazosin was not documentsd as adminlstared
on 10/21/24 at 8:00pm with no reason noted.
-Prazosin was documented as administered on
10/22124 at 8:00pm but there was no heart rate
documented to determine If the medlzation
should have been held.

-Prazosin was not documented as adminlsterad
on 10/23/24 at 8:00am with no reason noted,
-Prazosin was documented as administered on
$0/23/24 at 8:00pm but there was no heart rale
documented to determine if the medication
should have been he!d.

-Prazosin was not documented as administorad
on 10/24/24 at 8:002m with no roacon notad.

-Prazosin was documentad as administered on
10/24/24 at 8:00pm but there was no heartrate
documented to delermine If the medication
sheuld have been hald.

Revlew of Resident #4's Oclober 2024 electronie
medlcation administration record (aMAR)
ravealed:

-Documentation for the administration of
medications did not start untif 10/24/24,
-Documentation for the adminlstratian of
medications prior to 10/24/24 were grayed out
wilh ne [nitials.

~There was an entry for Prazosin 1mg 1 tablet
every 12 hours, hold for SBP <80, DBP <60,
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heart rate <60 and scheduled for 8;:00am and
8:00pm.

-Prazosin was documented as adminlsterad on
16 occaslons from 10/24/24 (B:00pm}) - 10/31/24
(8:00pm) except one refusal on 10/26/24 at
8:00pm,

-There was no documentation of the resident's
blood pressure or heart rate being checked twice
a day at 8:00am and 8:00pm fo determine if the
Prazosin should have been held.

-Thers was not documentation of any blood
prassure or heart rate checks on the Octobar
2024 eMAR,

Raview of Resident#4's November 2024 sMAR
revealad:

~There was an entry for Prazosin Tmg 1 tablet
every 12 hours, hold for SEP <80, DBF <60,
heart rate <60 and schedulsd for 8:00am and
8:00pm,

-Prazosln was documented as adminlstered
avery 12 hours from 11/01/24 - 11/30/24 except
for two refusals on 11/03/24 and 11/05/24 at
8:00pm.

-Thare was no dacumantation of the residant's
blaod pressure or heart rata being checked twice
a day at 8:00am and 8:00pm to determine If the
Prazosln should have been held.

-Tha resident's blood pressure was documented
as bolng chacked twice at 8:00pm In November
2024,

=The resldent's blood pressure was 137/63 on
11/26/24 and 12870 on 11/29/24.

-The resldent’s heart rate was documented as
trelng checked once on 11/28/24 at 8:00pm and it
was 71.

Raviow of Resldent #4's December 2024 eMAR
dated 12/01/24 - 1218/24 revealed:
-There was an entry for Prazesin 1mg 1 tablet
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every 12 hours, hold for SBP <80, DBP <60,
heart mte <60 and scheduled for 8:00am and
8:00pm.

-Prazosin was documented as administered
avery 12 hours from 12/01/24 - 12/18/24
(B:00am).

~There was no documentatlon of the resident's
blood pressure or heart rate balng chackad twice
a day at 8:00am and 8:00pm o determina if the
Prazosin should hava been held,

~The regldent's blood pressure was documented
as belng checked once at 8;00pm in Decembar
20724,

=The resident’s kiood pressure was 142/71 on
12/06/24.

-There were no heart rates documented for
December 2024,

Revlew of Resldent #4's pharmacy dispensing
record dated 09/01/24 - 12/19/24 from the
facllity's contracted pharmacy revealed there
wara 46 Prazosin fmg capsules dlspensed on
10/11/24,

Otsarvation of Resldent #4's madications on
hand an 12/19/24 at 12:23pm revealed:

All of Resident #4's medications wers observed
including medlcallons stored In the medication
carl and fn the backup supply in the medication
room.

-Thers was a supply of Prazosin 1mg capsules
dispensed on 10/09/24 by the resident's VA
pharmacy providar.

~Tha Instructicns were fo take 1 capsule every 12
hours far postdraumatic stress disarder; please
sat administration time for 8:00am and 8:00pm;
hold for SBP <80, DBP <80, heart rate <80,
“Thera were 112 of 180 capsules remaining.

Interviaw with a medication alde (MA) on
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12/19/24 at 11:65am revealed:

-She checked the resident's blood pressure and
heart rate If it came up on the eMAR whan she
was adminlstering medicatlons.

-She did not know why [t did not come up on the
eMAR to check the resident’s blood prassura and
heart rate prior to administering the Prazosin,
-She had not noticed the parameters listed with
the Prazosin on the eMAR system,

Interview with the Health and Wellness Director
(HWD) on 12/19/24 at 2:06pm and 12/20/24 at
11:36am ravealed:

-Tha MAs had been fralned to read the
medication iabels and eMAR and adminlistar
according to the orderss.

-Resldent #4's blood pressure and heart rate
should be checked prior to adminstering the
Prazosin,

~Sha did not know why it was not set up in the
eMAR systern to document the resident's blood
pressure and heart rate with the Prazosin.
~She was responslble for reviewing the eMARs
dally and doing cart audits, but she had not had
time to complete a full eMAR or cart audit.

Interview with the Administrator on 12/19/24 at
1:39pm revealed:

«All MAs knew 1o read the medicallon lzbals and
aMAR to ensure medications were administered
as ordared,

~The HWD was respanslble for weekly cart audits
and MAR audits.

Attemnpted telephone interviews with Resldent
#4's primary cars VA provider on 12/20/24 at
10:32am and 5:05pm wera unsuccessiul,

Based on obsarvations, Interviews, and record
raview, It was determinaed that Resldent #4 was
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not Interviewable,

a. Revlaw of Resident #4's current FL-2 datad
10/08/24 ravealed an ordar for Senna S fake 2
tablets daily as needed (prn}, alve in no bowel
movement in greater than (>} 3 days, (Senna S
is a laxalive and stool softener used to freat and
prevent constipation.}

Review of Resident #4's veteran administration
(VA) hospital discharge summary dated 10/10/24
ravealed an order for Senna £ {ake 2 tablets two
times a day for constlpation.

Ravlaw of Resldent #4's Octcber 2024 24-hour
shift report forms used as handwritten October
2024 medlcation administration records (MARS)
revealed:

-The administration of Resident #4's madicatlons
for 10/13/24 - 10/24/24 were handwritten and
documented on 24-hour shift raport forms.

-There was no documentation of administration of
any medications from 10/10/24 (admission date) -
10/12/24.

-Thara vwas a handwritten entry for Senna Plus 2
fablets ence daily pm if no bowsel movement In >
3 days.

-Thers was no pin Senna Plus documented as
administerad on the handwritten MARS from
10/13/24 - 10724124,

~There was no entry for scheduled Senna Plus 2
teblsts twice dally as ordered on 10/10/24 and
none was documented as administered.

Review of Resldent #4's October 2024 electronic
medication administration record (eMAR})
revealed:

~Ducumeantation for the administration of
medications did not start until 10/24/24.
-Documsntation for the administration of
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medications prior to 10/24/24 were grayed out
with ne Initials.

=There was no entry for Senna S and nona
documanted as adminlstarad an tha October
2024 eMAR,

Review of Resldent #4's Novembar 2024 eMAR
revaaled there was no entry for Senna S and
none documsented as administered on the
November 2024 sMAR,

Review of Resident #4's Dacember 2024 sMAR
dated 12/01/24 - 12/18/24 revealed thera was no
entry for Senna S and none documented as
administerad on the Dacember 2024 eMAR.

Review of Resident #4's phammacy dispensing
record dated 08/01/24 - 12/19/24 from the
facllity's contracted pharmacy revealed there
wara 30 Senna Plus tableis dispensed on
10/11/24.

Telephene Intervlew with & phatmacist at the
facllity's contracted pharmacy on 12/20/24 at
10:57am revealed:

=They usually entered orders into the eMAR
system and the facilily was responsible for
reviewing and approving the orders prior to the
orders becoming active in the sMAR system.
~They entered Resident #4's ordars Inito the
eMAR system on 10/11/24, so the facility staff
should have been able to accass and snter
medication administration on the eMAR for the
resident at that time.

-They also dispenssd a partial month's supply for

several of the resident’s medications on 10/11/24.

Observation of Resident #4's medications an
hand on 12/19/24 at 12:26pm revealed:
-All of Resldant #4's medications were abserved
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Inciuding medleations stored in tha medication
cart and in the backup supply in the medication
room,

-Thers was a supply of Senna Plus {ablets
dispensed cn 10/11/24 by the facility’s contracted
pharmecy.

<The instructions wers to take 2 tablets once dally
pm If no bowel movement in > 3 days.

-There were 28 of 30 tablets remaining.

~There was a supply of Senna Plus tablats
dispansed on 10/08/24 by the resident's VA
pharmacy provider.

-The instructions were to take 2 tablets two times
a day for constipation,

-Thare ware 178 of 180 tablets remalning.

intarvievs with a medication alda (MA) on
12119124 at 11:55am revealad:

=The MAs did not entor ordars Inta the eMAR
system.

<The MAs forwarded orders to the Resldent Care
Coordinator {RCC) or Health and Wellness
Director {(HWD).

-She did not know why Resldent #4's order for
Senna Plus was not on the eMARSs.

-Resident #4 had Senna Plus fn the medication
cart that was dispansed by the facility's
contracted phamacy.

Telephana interview with Resldent #4's family
member cn 12/18/24 at 3:39pm revealed:
<Resldent #4 wag [npatient at a VA hospital for
ahout a ysar priar to being admittad {o the facility.
-She plcked up the restdent from the hospital an
10/10/24 and transported the resident to the
facitity that same day.

-She picked up all the resident's medications
from the VA hospital pharmacy on 10/10/24 and
took thern to the facility with the resident on
10/10/24.

D 358

Division of Health Sarvico Regulation
STAIE FORM

L NeQi1

I continuation sheat 81 of 108




Division of Health Service Requlation

PRINTED: 01/16/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {4}y PROVIDER/SUPPLIERICLIA
AND PLAN CF CORRECTION IDENTIFICATION NUMBER:

HALQZE068

(42) MULTIPLE CONSTRUCTION
A BUILDING:

B, WING

(¥3) DATE SURVEY
COMPLETED

c
12/20/2024

TERRABELLA FAYETTEVILLE

NAME OF PROVIDER OR EUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1164 71ST SCHOOL ROAD
CUMBERLAND, NC 28331

Xae HUMMARY STATEMENT OF DEFIGIENCIES
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FLILL
TAG REGULATORY OR LEG IRENTIFYING INFORMATION)

1D PROGVIDERS PLAN OF CORRECTION

]

PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMPLETE
TAG CROSSREFERENCED TO THEAPPROPRIATE DATE

D 358 Continuad From page 81

-She gava the madications and the paparwork fo
the Administrator when the resident was admitted
to the facility on 10/10/24.

Telephone Intervisw with a contact representative
with pharmacy customer cara at Resident #4's VA
phamacy provider on 12/20/24 at 10:3%am
revealed:

-He was unable fo give spacific delails about the
rasident's medication due to VA policies.

-Senna Plus was dispensad on 10/09/24.

-He was unable to giva the sirength or quantity of
medications dispensed on 10/09/24,

-All the medications dispensed on 10/09/24 wars
plcked up but he was unable to glve the spacific
dats of plck up.

Interview with the RCC on 1212/24 at 1:17pm
ravealed:

-The pharmacy usually entered the orders into
the aMAR system.

-The third shiit MA, the HWD, or she had access
to and wers responsible for reviewing and
approving orders in the eMAR system to activata

ihe orders,
~They could also enter orders into the eMAR

systemn if needed.

Tnterviaw with tha HWD an 12/18/24 at 2:06pm
ravealad:

-Tha RCC, Administrator, or she had access to
review and epjpove orders In the eMAR system.
-if one of them printed or removed the new status
from an order without communicating it to each
other, then an order could potentially be
ovarlcoked.

-Thare was no system to check behind each
athar to make sura ardars wera reviawad
accurately and approved to her knowledge.

-She did not know why Resldent #4's Senna Plus
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was not on the eMARs.

Interview with the Administrator on 12/19/24 at
1:38pm revealed:

-The pharmacy usually entered orders into the
eMAR syatem but the facility had to approve the
ordera to activate them,

~The MAs, the RCC, and the HWD had access {o
approve madlcation orders.

-The MAs scanned orders to the RCC or HWD.
-The RCC or HWD were responsible for sending
onders to the pharmacy.

=The third shift MA weas responsible for verifylng
to make sure medications matched when they
checked In the delivered medlcations.

Attemptad telephone [nterviews with Resldent
#4's piimary care VA provider on 12120/24 at
10:32am and 5:05pm ware unsuccessiul.

Basad an chsetvations, interviews, and record
review, it was determined that Resldent #4 was
not interviewabla,

f. Revigw of Resldent #4's current FL-2 dated
10/08/24 revealed an order for Acetaminophen
875mg avary 8 hours as needed (pr) a paln
score greater than (») 0. (Acatarninophen [s used
to treat mild to moderate pain.)

Review of Resldent #4's veteran administration
(VA} hospital discharge summary dated 10/10/24
revealad an order for Acelaminophen 325my take
3 tablets two times a day for paln {maxIimum daly
recommended dose was 3000mg).

Revisw of Resident #4's October 2024 24-hour
shift report farms used as handwriften Octoher
2024 medication administration records (MARS)
revealed:

D 358
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-The administratlon of Rasldent #4's madleations
for 10/13/24 - 10/24/24 were handwritten and
documentad an 24-hour shift report farms.

-Thara was no documsniation of administration of
any medications from 10M10/24 {(admission date) -
10/12i24,

-Thera vas a handwritten entry for
Acetaminophen 325mg take 3 tablets every 8
hours pm paln.

<There was no prn Acelaminophen documented
as administered on the handwritten MARs from
10113124 - 10/24/24.

-Thare was no antry for schadulad
Acelaminophen 325my 3 tablets twice a day as
orderad on 10/10/24 and none was documanted
as adminlstered.

Revlew of Resident #4's October 2024 alectronlc
medicallon adminlsiraticn record (eMAR)
revealed:

-Documentation for the administration of
medicalions did not start until 10/24/24.
-Documentation for the administration of
medications prior to 10/24/24 were grayed out
with no Initlals.

~There was an eniry for Acetaminophen 326mg
take 3 tablets (975mg) every 8 hours as needed
{pm)for a paln score »0.

-The pm Acataminophan was documented as
adminlstared on ona occasion on 10/25/24 at
5:a5pm.

~There was no entry for scheduled
Acetaminophen twice a day as ordered on the
hospital discharge summary dated 10/10/24.

Revlew of Resldent #4's November 2024 eMAR
revealed:;

-There was an enfry for Acetaminophen 325mg
taka 3 tablets (975mg) every 8 hours as needed
{pm)for a paln score >0.

D 358

Divigion of Health Service Regutation

STATE FORM

NaQi11

1f contiruation eheet 84 of 108




Division of Health Sarvice Regulation

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA,
AND PLAN OF CORRECTICN IDENTIFICATION NUMEBER:

PRINTED: 01/16/2025
FORM AFPROVED

HAL026068

) MULTIPLE CONSTRUCTION {%3) DATE SURVEY

A, BUILDING:

B, WING

COMPLETED

c

1212012024

NAME OF PROVIDER OR SUPPLIER

‘164 7157 SCHOOL ROAD
CUMBERLAND, NG 28331

TERRABELLA FAYETTEVILLE

STREETADDRESS, CITY, S8TATE, ZIP CODE

£xa) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFLX
TG

PROVIDER'S PLAN OF CORRECTION s
(EAGH GORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFCIENCY)

D358

Continued From paga 84

-There was no prn Acaetaminophen documented
as administered in November 2024,

~There was no entry for scheduled
Acstaminophen twice a day as ordered on the
hospltal discharge summary dated 10/10/24.

Review of Resident #4's Dacember 2024 sMAR
dated 12/01/24 - 12/18/24 rovesled:

~Thera was an enlry for Acetaminophen 325mg
take 3 tablets (975mg) avery 8 hours as needed
(prn}for a pain score >0,

~There was no pm Acetaminephen documented
as administered o Decembar 2024,

-There was no entry for scheduled
Acataminophen twice a day as ordared on the
hosgpital discharge summary dated 10/10/24,

Ravlew of Resldent #4's pharmacy dispansing
record dated 09/04/24 ~ 12/19/24 from the
facliity's contracted pharmacy revealed there
wetre 90 Acetaminophen 325mg tablets
dispensed en 10/11/24,

Telephons [nterview with a pharmacist at the
facility’s contracted pharmacy on 12/20/24 at
10:57am ravealed:

~They usually antared orders Inta the eMAR
sysfem and the facility was responsible for
reviewlng and approving the ordars pifor to the
erders becoming active in the eMAR system.
-They antered Resldent #4's orders Into the
8MAR system on 10/11/24, so the facillty staff
should have bean able to access and enter
medicaticn administration on the eMAR for the
resldent at that time,

-She was not aware Resident #4 had handwritten
MARSs prior to 10/24/24.

-Thay also dispensed a partial manih's supply for
sevaral of the resident's madications on 10/11/24.

D 358

Dhision of Health Senvica Regulation

STATE FORM

NBQI1§

I continuation sheat E5 of 108




PRINTED: 01/16/2025

FORM APPROVED
Divislon of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CUA (42) MULTIPLE CONSTRUGTION (3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
C
HALO26068 B. WG 12/20/2024
NAME GF PROVIDER OR SUPPLIER STREET ADRRESS, CITY, STATE, ZIP GODE
1164 71ST SCHOOL ROAD
TERRABELLAFAYETTEVILLE
CUMBERLAND, NG 28331
(x4} 12 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDEFS PLAN OF CORREETION x5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE comLETE
TAS REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 | Continued From page 85 D 358

Observation of Resident #4's medications on
hand on 12/19/24 at 12;26pm revealed:

-All of Resldant #4's medfcations were obsarved
Including madications stored in the medication
cari and In the backup supply In the medication
room.

-Thers was a supply of Acetaminophen 325mg
tablets dispensed on 10/11/24 by the facility's
contracted pharmacy.

~The Instruclions were to take 3 tablets {975mg)
every 8 hours prn paln,

~There were 81 of 90 tablets remaining.

~Thera wes a supply of Acetaminophen 326mg
tablets dispensed on 10/09/24 by the resldent's
VA pharmacy provider.

~The instructions ware to take 3 tablets two timas
a day for pain; each tablat contains 328mg of
Acetaminophen; maximum dally dose Is 3004mg.
-There were 270 of 270 tablets remaining.

Interview with & medleation alde (MA) en
12/19/24 at 11:55am revealed:

“The MAs did not enter orders into the eMAR
system.

-Tha MAs ferwarded orders to the Residant Cara
Coordinator (RCC} or Health and Wellness
Diractor (HWD),

-She did not know why Resldent #4's order for
scheduled Acetaminophen was riot on the
eMARs.

Talephone [nterview with Resident #4's family
rnomber on 12/18/24 at 3;39pm revealad;
-Hesident #4 was Inpatient at a VA hospital for
about a year prior to belng admiited to the facility
-She picked up the resldent from the hospital on
10/10/24 and transported the resident to the
facHity that same day.

-She picked up all tho residont'a medications
fram the VA hospital pharmacy on 10/10/24 and
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took them to the faclllty with the residant on
10/10/24.

-She gave the medications and the paperwork to
the Administrator when tha resident was admitted
to the facility on 10/10/24.

Intarview with the RCC on 12/19/24 at 1:17pm
ravealed:

~The pharmacy usually entered the orders into
the oMAR gcystom,

=The third shift MA, the HWD, or she had access
to and wara rasponstble for raviewing and
approving orders In the eMAR system 1o actlvate

the orders,
~They could &lso enter orders into the eMAR

system If needed.

Interview with the HWD ot 12/19/24 at 2.06pm
revealed:

-The RCG, Adminisiratar, or she had access to
review and approve orders In the eMAR system.
-If one of them printed or removed the new status
from an order without communicating it to each
alher, then an order could potentially be
ovaricoked,

-There was no system to check behind each
other to make sure orders were reviewed
accurataly and approved to her knowledge.
~Sha did not know why Resldent #4's scheduled
Acotaminephen was not on tha sMARs.

Interview with the Administrator on 12/19/24 at
1:39pm revaslad;

-The phammacy usually entered orders Into the
eMAR system but ihe facility had to approve the
orders to activate them.

=Tha MAs, the RCC, and tha HWD had access to
approve medication arders.

-The MAs scanned ordars to tha RCC or HWD.,
~The RCC or HWD were responsible for sending

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERITLLA (2} MULTIPLE CONSTRUCTION DATE BURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BULDING: M)COMPLETED
C
HALO26065 B. WING 1212012024
NAME OF PROVIDER OR SUPPLIER STREET ADRRESS, CITY, STATE, ZIP CODE
TERRABELLA FAYETTEVILLE 1164 71ST SCHOOL ROAD
CUMBERLAND, NC 28331
X4 1D BUMMARY STATEMENT QF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION (0]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 Cantlnued From page 88 D358

Division of Hoalth Servico Regulation

STATE FORM

&

NaQlf1

If continuation shoet 87 of 108




PRINTED: 01/16/2025

FORM APPROVED
Division of Health Servica Regulation
ETATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA MULTIPLE GONSTRUCTION DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: gmmws: w}coa.msmn
c
HALU25068 B NG 12/20/2024
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STAVE, ZIP CODE
TERRABELLA FAYETTEVILLE 1164 T15T SCHOOL ROAD
CUMBERLAND, NC 28331
P} D SUMMARY STATEMENT OPF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFD{ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDL (EACH CORREQTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY DR LSC IMENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
D358} Continued From page 87 D3sa
orders to the phamacy.

~The third shift MA was responsible for verifying
to make sure madications matched when thay
checked In lhe delivered madications.

Attempted telephone Interviews wilh Resident
#4's primary care VA provider on 12/20/24 at
10:32am and 5:05pm were unsuceessful.

Based on observalions, inferviews, and record
review, it was determined that Resident #4 was
not interviawable,

3. Review of Resident #3's FL-2 dated 09/24/24
revesled dlagnosas Included type 2 dementla,
sarcoldasis, Vitamin D deficlency, major
depressiva disorder and frent tamporal discrder.

a. Review of Resident #3's FL-2 dated 09/24/24
revealed there was an order for Divalproex
Sodlum Dr 250mg tab, 1 tab at bedtime.
{Divalproex Is used to treat seizures and the
manic phase of bipolar disarder and to help
prevent migraine headaches),

Review of Rasldant #3's December 2024
electranle medication administration record
(eMAR) revealed:
~There was an entry for Divalpraex Sodium Dr
250mg tablet, 1 tablet schedulad for 8:00pm.
-0n 12/01/24 to 12/12/24 the Divalproex Sodium
Drwas documented as administered.

-On 12/13/24, 1216124, and 12/19/24 at 8:00pm
the Divalproex Sodium Prwas documented as
drug not given (DNG),

-0n 12M14/24, 12/15/24, 12/17/24, and 12/18/24
at B:00pm the Divalprosx Sodium Drwas
documented as drug not avallabls (DNA).

Review of Resident #3's medication dlspsnsing
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records revealed;

-Divalproex Sodium Dr 250mg was last
dispensed on 10/08/24 for 30 days with a total of
a0 tablets.

~The prescriber no longer saw Resident #3,

Observation of Resident #3's medications on
hand on 12/18/24 at 10;00am revealed
Dlvalproex Sodium Dr 250mg was notin the
medication cart and avallable for adminlstration,

Telephone interview with the facility’s contracted
pharmacist on 12/19/24 at 1:23pm revealed:
-There was a previcus order for Resident #3 for
Divalproex Sedium DR 250mg, 1 tab at badtime.
-Resldent #3's Divalproex was last dispensed on
10/08/24 with a 30-day supply.

-Tha facllity requested a refiil on 12/01/24 but the
provider denfed the order stating that Resldent #3
was ho longer under thelr care.

Interview with Resident #3's primary care provider
{PCP) on 12/18/24 at 10:13am revealed:

-She did not originally prescribe the Divalproex for
Rosidont #3.

~She was not sure why Resident #3 was
prascribed the Dlvalproex.

~The Divalproex was used to treat selzuras, bui
Resident #3 had no provious history of selzures.
-She thought the Divalproex could be usad for
Resident #3's mood.

-Resldent #3's family was supposed to send her
Resldent #3's pravious medical records so she
could determine why Resident #3 was prescribed
the Divalproex.

b, Revlew of Resident #3's FL-2 Jated 09/24/24
revealed thara was an order for Donepezil HCL
10mg tab, 1 tab atbedlime, (Donepexil is used fo
{reat demantia},

D358
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Review of Resldent #3's Dacember 2024
alectronlc medication administration record
(eMAR}) ravealed:

-There was an entry for Donepezl HCL 10mg
tablat, 1 tablet scheduled for 8:00pm.

-On 12/01/24 to 12/04/24 the Donepezil HCL was
documented as adminlsterad.

~On 12/05/24, 1214/24, 1215124, 12117124, and
12/16/24 at 8:00pm the Donepezil HCL was
dacumented as drug not availabla (DNA).

«On 12/07/24 to 12/10/24, 12112124, 12/13/24,
121624, and 12/19/24 at 8:00pm Donepezll HCL
was documented as drug not glven (DNG).

Review of Resident #3's medication dlspensing
racords revealed;

-Dronspezll HCGL 10my was last dispensed on
11/20/24 for 13 days with a tofal of 13 tablets.
«The prasariber no longer saw Resldent #3.

Qbservation of Resldent #3's medicatlons on
hand on 12/19/24 at 10:00am revealed Donapezil
HCL 10mg was not in the medication cartand
avallabla for adminlstration.

Telephone Interview with the facllity's contracted
pharmacist on 12/19/24 at 1:23pm revealed:
~There was an unslgned order for Donepezil HCL
t0mg, 1 tab at bedtime written on 11/20/24.

~Tha Donepezil HCL 10mg was dispensed on
1172024 with & 13-day suppiy.

. Revlaw of Resident #3's FL-2 dated 05/24/24
revealed thers was an order for Levetirecetam
500mg fab, 1 tab twlce per day. {Lavetiracetam is
used to confrol setzures).

Review of Resldent #3's December 2024
slectronic medication administration record

D 358
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(eMAR) ravealed:

~There was an entry for Levetiracetam 500mg
fab, 1 tablet twica per day scheduled for 8:00am
and 8:00pm.

-On 12!01!24 to 12/18/24 the Levafiracetam
500mg was documsnted as adminlstered at
8:00am and 8:30pm.

-On 12M19/24 the Levetiracetam 500mg was
documented at 8:00am as othar.

-On 12/19/24 the Levetiracetam 500mg was
documented at 8:00pm as drug not given {DNG).

Review of Resldent #3's medication dispansing
records revealed:

| avetiracetam 500mg was last dispensed on
10/08/24 for 30 days with a total of 60 tablets,
~The preseriber no longer saw Resldent #3.

Observatlon of Resldent #3's med|calions on
hand on 12/19/24 at 10:00am revealed
Levetiracetam 500mg was not In the medication
cart and available for administration.

Telephone interview with the facliity’s contracted
pharmzelst on 12/19/24 at 1:23pm rovaalad:

-There was a previous order for Resident #3 for
Levetiracatam 500mg, 1 tab twice per day,.
«Rasldent #3's Levetirecatam was last dispansed
on 10/08/24 with a 30-day supply.

-The facillty requested a refill on 12/01/24 but tha
provider denled the arder stating that Resldent #3
was no longer under thelr care.

Intarview with Resident #3's primary care provider
(PCP) on 12/19/24 at 10:13am revealed:

-She did not originally prescribe Levelirmcetam for
Resldant #3.

-She was not sure why Resident #3 was
prescribed the Levetiracetam.

~The Leveliracetam was used to treat seizures,
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but Resldant #3 had no previous history of
selzures,

-She thought the Levetiracetam could be used for
Resldent #3's mood.

-Resldent #3's family was supposed fo send her
Resident #3's previous medical records so she
could determine why Resldant #3 was prescribad
the Leveatiracetam.

d, Review of Resident #3's FL-2 dated 09/24/24
revoalad there was an crder for Memantine HCL
tab, 1 teb twice per day. There was no dosage
Indicated. (Memantine Is usad to treat demantia),

Revlew of Resident #3's Dacember 2024
elactronlc medication administration record
{(eMAR) revealed:

~There was an entry for Memantine HCL 10mgy
tablet, 1 tablet twice per day scheduled for
8:00am and 8:00pm.

-0n 12/01/24 tn 12/04/24 tha Memantina HCL
10mg was documented as edministered.,

-On 12/05/24, 12114124, 12115124, 12117124, and
12/18/24 at 8:00am the Memantine HCL 10mg
was documented as drupg not avallable (DNA)Y.
-0On 12/08/24, 12/09/24, 12110124, 1213/24,
12/16/24, 12/19/24 the Memantine HCL 10mg
was documentad as drug not given (DNG).

Raview of Resldent #3's medication dispensing
records ravealed Memantine 10mg was last
dispansed on 11/20/24 for 13 days with a total of
26 tablets.

Observation of Resldent #3's medicatlons an
hand on 12/19/24 at 10:00am revealed the
Mainantine 10mg was not in the medication cart
and avallatle for administration.

Telephone Inferview with the facllity’s contracied

D 356
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pharmaclist an 12/18/24 at 1:23pm revealed:
-There was an unsigned order far Memantine
10mg, 1 tab twice per day on 11/20/24,

-Resldent #3's Memantine was last dispensed on
11/20{24 with a 13-day supply.

-Tha facllity requested & refill on 12/01/24 but the
provider denled the order stating that Resldent #3
was nho longer under their care.

Interview with Resldent #3's primary care provider
(PCP} on 12/19/24 at 10:13am ravealed:

-The Memantine was used for domentia to help
slow down the progression of the disease.
-Resident #3's memory could be affected and har
dally living tasks if she missed dosas of tha
metilcatlon.

8. Ravlaw of Resldent #3's FL-2 dafed 09/24/24
revealed thera was an order for Myrbatrlg ER
25mg tab, 1 tab dally. (Myrbetriq Is used fo treat
overactive hladder).

Review of Resident #3's Decembar 2024
lectronic medication adminlstration record
(aMAR) ravealed:

~There was an enfry for Myrbetrig 25mg fablet, 1
tablet scheduled at 8:00am.

-0n 12/01/24 to 12/15/24 the Myrbetriq 25mg was
decumented as adminlstersd,

-On 12/18/24 the Myrbetriq 25mg was
documented as drug not avallable (DNA).

Review of Residant #3's medicatlon dispensing
records revealed the Myrbetrig 25mg was last
dispensed on 10/08/24 for 30 days with a fotal of
30 iablets,

Observation of Resident #3's medications an
hand on 12/19/24 at 10:00am revealed Myrbatrig
25mg was not in tha medleation cart and

0358
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gvallahle for administration,

Telephone interview with the facllity's contracted
pharmacist on 12/19/24 at 1:23pm revealed:
-There was a previous order for Myrbetriq 26my,
1 1ab per day.

-Resldent #3's Myrbsetrig wag Iast dispensed on
10/08/24 with a 30-day supply.

-The facility requested a reflll on 12/01/24 but the
provider denled the order stating that Resldent #3
was ne longer under the!r care.

Interview with Resldent #3's primary care provider
(PCP) on 1218/24 at 10:13am revealed:
-Myrbetrig was used to fraat Resldent #3's
bladder.

- If Resident #3 missed dosas of Myrbatrig it
placed har at risk of Incontinence which placed
her at higher risk of skin breakdawn.

f. Review of Resldent #3's FL-2 dated 09/24/24
revealed there was an arder for Prednisone
2.5mgq fab, 1 tab daily, (Prednisone Is used to
decreasa [nflammation).

Review of Resident #3's December 2024
electronic medication administration record
(eMAR) revealed:
~Therm was an entry for Prednisone 2.5myg tablst,
1 tablet schadulad at 8:00am.

-On 12/01424 to 12{15/24, 12117i24, and 12/18/24
the Predniscne 2.5mg was documented as
adminlstered.

-0n 12/16/24 and 12/19/24 the Prednisone 2,5my
was documented as drug not available (DNA).

Review of Resident #3's medication dispensing
racords revealed Prednisane 2,5mg was last
dispensed on 10/08/24 for 30 days wilh a tolal of
30 tablels.
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Observatlon of Resldent #3's medlcations on
hand on 12/19/24 at 10:00am ravealed
Pradnlsona 2.5mg was net In tha medication cart
and avallable for adminlstration,

Telephone interview with the facilly's contracted
phamacist on 12/12/24 at 1:23pm ravealed:
-There was a previous order for Prednlscne
2.5mg, 1 tab per day.

-Resldant #3's Prednisone was last dispensed on
40/08/24 with a 30-day supply.

~The facility requested a refill on 12/01/24 but the
Provider denled the order stating that Resldent #3
was no long under their care,

Interview with Resldent #3's primary care provider
{PCP) on 12/19/24 at 10:13am revealed:
-Resldent #3 was placed on Prednlsana after she
was discharged from the hospital due to her
dlagnosis of sarcoldosts.

-If Resident #3 missed doses of the Prednlsone It
could causa shoriness of breath, and her oxyaen
levels would drop.

=i drop In Resldant #3's cxygen level could cause
resplratory distress because she would not be
getting enough oxygen.

g. Review of Resldent #3's FL-2 dated 09/24/24
rovaaled there was an order for Tamgulesin HCL
0.4mg cap, 1 cap at badtima. (Tamsulosin Is used
to ralax the muscles In the prostate and the
bladder).

Review of Resldant #3's December 2024
alectronic medication administration record
(sMAR) revealed:
~Thers was an entry for Tamsulosin 0.4mg
capsule, 1 capsule scheduled at 8:00pm.

-On 12/01/24 {0 12/03/24, 12107124, 12/11/24,

D358
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12/17/24 the Tamsulosin 0.4mg was documented
as administerad.

-On 12/04/24, 12/08/24 to 12/10/24, 12112/24,
12113124, 1216124, 12119124, the Tamsulosin
0.4mg was documnented as drug not given (DNG},
-On 12/09/24, 12114124, 12115124, 1218124 the
Tamsulosin 0.4mg was documented as drug not
availabla (DNA).

Raview of Resident#3's medication dispensing
records revealed the Tamsulosin 0.4mg was last
dispensad on 11/20/24 for 13 days with a total of
13 tablets.

Observation of Resident #3's medications on
hand on 12/19/24 at 10:00am revealed
Tamsulosin 0.4mg was not in the medleation cart
and avallable for adminlstration.

Telephone interview with the facllity's confracted
pharmacist on 12/18/24 at 1:23pm rovealed:
-There was an unsigned order for Tamsulosin
0.4mg, 1 teb twice per day on 11/20/24.
~Rasldent #3's Tamsulosin 0.4mg vas last
dispensed on 11/20/24 with a 13-day sunply,
~Tha facility requested a refill on 12/01/24 but the
provider denled the order stating that Resldent #3
was no longer under thelr cars.

Intsrview with Resldent #3's primary care provider
(PCP) on 12/19/24 at 10:13am ravesled:
-Resident #3 had a history of kidney stones.

«Tha Tamsulosin helped the kldney stones pass
easler.

-If Resldent #3 missed doses of the Tamsulosin It
placed her at risk of stone obstruction which

could cause kidney damage.

Interview with a medication aide (MA} on
12/19/24 at 10:00am revsalod:

D 358
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-She pulled the sticker from tha medication cards,
put the sticker on a refill order form, informed the
Resldent Care Coordinater (RCC) and the Health
and Wellness Director {HWD), and scanned the
refill order log to the RGG and HWD.

-She notified the RCC and HWD when there wate
10 days remeining of the medleations.

-She did not follow up with the RCC or HWD to
inquira about why the medicalions for Resldsnt
143 had net amrived,

Interview with tha RCC on 12/198/24 at 11:00am
revealed:

~Res(dents' medications were reordered when the
medlcation card was at the blus ling which
indicatad 10 doses ware [eft.

+She checked the eMAR system to determine If
the resident had any refills,

-lf thera wers no refills from the eMAR system,
she raquested a prescription from the provider.
=The MAs notified her when a resldent was
almost out of medication.

-She was aware Resident #3 was out of her
medications.

-She sent notification to Resident #3's providar
requesting a preseription for the medlcalions she
was out of, but she was not sure when she sent
it.

~She did not follow up with Resident #3's provider
to ensure the facllity recelvad an ordar for the
medications the resident was out of.

Interview with the HWD on 12/18/24 at 1:38pm
revealed:

-She had been working with the facllity for 4
months.

~-She was not aware Resident #3 was out of a lot
of her madlecations.

=The MAs were responsible for scenning the refill
form to the RCC and the HWD,

Division of Health Sexvice Regulation
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-She was responsible for ensuring the residents’
medicalions ware In the facility.

-She expacted the MAs to nolify herwhen a
resldents' medications wara not In tha facllity.

4. Review of Resldant #2's current Fi-2 dated
10/26/24 revealed:

-Diagnoses included dementia, hypertension, and
hypedlipldamia,

~The resldent racelved hospice seivices.

~Thete was a physiclan's arder for Atorvastatin
Celeium {used to lower high cholastero] levels)
40mg tablet daily at bedtims.

Revlew of a hospice provider physlcian's arder far
Resldent #2 dated 11/18/24 revealed there was a
physlcian's order to discontinus the Atorvastafin.

Ravlew of Resldent #2's Novamber 2024
electronic medication administration records
{eMARs} revealed:

-Thare was an enfry for Atorvastatin Calgium
40mg {ablet iaka ana tablet at bediime scheduled
for adminlstration at 8:00pm daily,

-Alorvastatin 40mg tablat was documented as
administered at 8:00pm on 11/19/24 through
11/30/24 except for a documented refusal on
11/23/24.

Review of Resident #2's December 2024 eMARs
ravesdled;

-There was an entry for Aforvestatin Calcium
40mg tablet take one tablet at bedtime scheduled
for administration at 8:00pm dally.

-There was documentation of administration that
Atorvastatin 40myg teblet was administerad at
8:00pm on 12/01/24 through 12/16/24.

~There was documentation the Atarvastatin was
not administered oh 12/17/24 due to drug not
available,
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Observation of Resldent #2's medications on
hand on 12/18/24 at 3:30pm revealed there were
no Aforvastatin 40mg tablets on hand In1he
medication cart for adminlstration.

Observation of Resident #2's medications on
hand on 12/19/24 at 11;19am revealed:

-There was a pharmacy labeled blistor packege
of Atorvastatin 40mg tablets, quantity of 30
tableis dispensed on 12/03/24.

-Thera wera 29 of the Atorvastalin 40mg tablets
on hand.

Interview with the medication aida (MA) on
12/19/24 at 11:18am revealad:

~She ramoved Resldent #2's Atorvastatin 40mg
billster package of medication from the backup
medieation cablinet the moming of 12A19/24,
-She administered one of the Atorvastatin 40mg
tableta to Resident #2 on 12/19/24 In the
moming.

-She administered medication according fo
eMARs.

-If a medication was on hold or disconfinuted, she
would know only when the order changed on tha
eMAR.

-Sha did not ever see the hard copy of physician
ardars,

~The Health and Wellness Directar (HWD) and
Resident Care Coordinator {RCC) were
rasponsible for completing orders.

-She did not know how the HWD or RCC
received physician ordars,

[ntervisw with tha RCC on 12/19/24 at 11:25am
ravealoed;

-She was responsible for verifying new orders.
-The HWD and 3rd shift supervisorfmedication
aide asslsted with verificatlon of new orders.

b 358
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-if a rasident racaived hosplce sarvices, the
hospice agency scanned the new order to the
contracted provider phamacy.

-Tha hospice nurse "usuzlly” called the facllity
wilh notification of new orders,

-The contracted provider pharmacy was
responsible for transctiption of new orders to tho
eMARs,

-She did not know Resident #2's order for
Atorvastatin 40mg fablet at bedtime had been
discontinued on 11/18/24,

-Either she or the HWD would recalve the
physleian orders.

-She had no [dea how the physlcian's order to
discontinue the Atorvastatin 40mg tablet got filed
In Resldent #2's record,

~She was responsible for fillng in the residents
racord.

~She was recently promated Into the RCC
poslfien and had only baen In the position *maybe
one or two months®,

Inferview with the HWD on 12/19/24 at 12:05pm
revealed;

-Sha was responsible for physician orders.

-She and the RCC sent orders to the pharmacy,
-She did not think there had been another
physician's order to restart Atorvastatin 40mg for

Resldant #2.

Telsphone Interview with the hosplce agency
Clinlcal Manager on 12/198/24 at 12:23pm
revealed:

-Resident #2 was currently recelving hoespics
semvices from thelr agency.

=0n 11/18/24, the Atorvastatin 40mg tablet was
discontinued.

-{f Resldant #2 was still belng adminlstered the
Atorvastatin 40mg tablet, it would not affect the

resldent negatively.
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-Resldent #2 was in "active decline®.

Telephone Interview with the contracted
pharmacy provider on 12/19/24 at 2:13pm
revealed:

~Thera was a current physiclan's order for
Atorvastatin 40mg tablet ai hedtims for Resident
#2.

-He did not have a physiclan's arder to
dlscontinue Resident #2's Atorvastatin 40mg
tablet.

~The pharmacy received physielan orders via fax
from the fecllity and by e-script from the primary
cara provider.

=Thera would not be any effact to the resident I
the Atorvastatin wes continued after being
discontinued unless the resldent was having
muscle paln which would have occurred within
the first waek of starfing the medication,

Interview with the Administrator an 12/19/24 at
2:28pm revealed the medication should not be
administered by the facllity once the primary care
provider {PCP) discontinued tho modicalion,

Based on observations, interviews, and record
review, It was determined Resldent #2 was not
intervlewable.

5. Review of Resldent #5's current FL-2 dated
10/29/24 ravealed dlagnoses included
hypertenslon, cognitive Impainment,
gastroesophageal roflux digease,
hypercholesterolemia, Insomnla, and coronary
artesy disease,

. Review of a physiclan's order for Resldent #5
dated 10/28/24 revealed there was a physician's
order for Aspercreme (LIdocalne HCL) 4% toplcal
(used to treat pain} apply a small amaunt to the
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Continued From pags 101
left knee twice a day.

Review of Resldent #5's Novembar 2024
efectronlc medication edminlstration racords
(eMARg) revealad:

-There was an entry for Aspercrema 4% topleal
cream spread a small amount topically to knees
twica dally scheduled for 8:00am and 8:00pm.
~The Aspercreme 4% toplcal cream was nat
documented as administered at 8;00pm on
11/09/24 and 11/14/24,

~The Aspercreme 4% fopical cream was
documented as not avallable at 8:00pm on
1147724, 11118124, 11119/24, 11121124, 11/27124,
and 11/30/24,

Review of Resldent #5's December 2024 sMARs
revesled:

=There vas an entry for Aspercreme 4% toplcal
cream spread a small amount foplcally to knees
twice daily scheduled for 8:00am and 8:00pm.
~The Aspetcrems 4% toplcal cream was
documented as nat administered at 8:00am on
12/12/24 and at 8:00pm on 12/08/24, 12710124,
and 12/12/24.

-The Asperereme 4% topleat cream was
documented as not avallable at 8:00am on
12/09/24.

Observatlon of Resldant #5's medication on hand
on 12/18/24 at 4:00pm revealad there was no
Aspercrems 4% topleal eream on hand In the
medlcation cart for administration.

Interview with the medication alde (MA) on
12/18/24 at 4:00pm revealed;

-Resldent #5's Asporcreme was "usually”
avallahle,

-Tha Asparcreme was administered on the first
(7:00am - 3:00pm} shift.

D 358
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-She did not know too much about what
happened on first and second shifis because she
worked on third shift.

Interview with a second MA on 12/19/24 at
11:21am ravealed:

~The MAs prepared a medlcation order form
when resldents medications needed fo be reflltad.
-The MAs scanned the medication reorder form
to the Resident Cara Coordinatar (RCC).

~The RCC and Health and Wallness Director
(HWD) wera responsible for ordering
medications.

Interview with the RCC on 12/9/24 at 11:26am
revealed;

=Sha was respansible for recrdering medications.
-She called or faxad to the contracied provider
pharmacy when medications needed to be
reordered.

~The centracied phammacy provider delivered
medI(callons to tha facllity during the third shift
(11:00pm - 7:00am).

-The MA working on the third shift recelvad the
maodlcalians and mada sure tha medications
recefved matched the medications orderad.

[nterview with a third MA on 12/19/24 at 1:25pm
revealad:

-Resldent #5 was not administared the
Aspercreme 4% topical cream on 12/18/24 at
8:00am.

~There was not any Asparcreme 4% toplcal to
apply toplcally to Resfdent #5's left knee.

-She was not sure If the Aspercrems 4% topleal
cream had been reordered.

-She had not reordered tha Aspercreme 4%
topical ereem and had not ye! Informed the RCC
or HWD of medications needed.

-She Jast administered the Aspercrome 4%
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toplcal cream on 12/08/24 and documented on
12/09/24 that the Aspercreme 4% foplcal cream
wes not avallabla,

-She did not remember If she told anyone on
12/09/24 abaut the need for the Aspercreme 4%
topleal cream needing to be reordered.
-Resident #5 complained of back pain overa
week ago but no complalnts of knee paln.

Interview with Resident #5 on 12/19/24 at 1:37pm
revealed:

-He was not belhg administered the Aspercrame
4% topical cream,

-He did not remember the Iast time the
Asparcrems 4% topical croam had been applied.
-Ha ramambarad getting the eream but did not
know what the ¢ream was for,

-He did not know the names of his medications.

Telephone interview with tha phammacist at the
contracted provider pharmacy on 12/18/24 at
1:53pm revealad:

-There was an active order for Resldent #5 for
Aspercreme 4% topical cream apply a small
amount to tho laft kneo twica dally.

-The Aspercrema 4% topical cream was last
dispensed on 06/16/24, quantity of 76.5 grams.
~He could not predict how long the Aspercreme
would havs lasted because he did not know what
a small amount was.

-If the Asparcrems toplcal cream was balng used,
[t probably wauld not be avallable but could ba
purchased ovar the counter.

~Thers had heen a previous prescription filled on
05/20/24 for the Aspercreme when there was an
order for Aspercrema application fo bolh knees.

Interview with the HWD an 12/19/24 at 12:05pm
revealad;
-She was responsible for physician ordars,

D 388
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~Bhe and the RCC sent orders to the pharmacy.

Interview with the Administrator on 12/19/24 at
2:28pm ravealed she oxpacted medications to be
in the facility and available for administration at all
times [f there was a physiclan's order for the
medieation.

Telsphone interviaw with Resident #5's primary
cara provider (PCP) on 12/20/24 at 12:10pm
revealed;

-8he had no Idea the Asparcreme 4% topical
cream was not avallable,

-Resldent #5 had mentloned aches In hia lower
back.

-She would ba concemed that the Asparcreme
was not avallable if the resident was complaining
of arthritls.

-Staff had not reported any complaints of pain.
-Residant #5 liked to stay In bed, but she did not
think it was related to pain,

The facility failed to adminlster medlcalions as
ordered to 2 of 3 residents observed during the
marning madication pass en 12/19/24 resulting In
a 30% medication emor rate with 9 errors out of
30 opportunities. Resldent#8 received a double
dose of a muscle refaxant resulting in the resident
balng extremely sleepy and difficult fo awaken on
at laast two occaslons that day. Resldent #6 also
dld not recelve a controlled substancs for
agitation and anxiely as ordered resulting In the
resident continuing fo experience sundowning
(behavlors that can occur in dementia patlents
such as confuslon and pacing) and agitation In
the avenlngs. Resldent#6 did not recelvs an
Inhalar for breathing problams as ordered pulting
the resldent at risk of shoriness of breath and
worsening chronle obstructlve pulmenary

disease, Resident #4 who had a diagnos's of

D358
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dementia and a histery of behavioral disturbances
did not recelve two antipsychotic medications as
ordared and required a hospital emergsncy room
visit related to symptoms of agitation and hitting a
staff member. Resldent #3 did not receive 7
medicabions as ordered dus to the medlcations
belhg unavailable for several days for
administration. This included not recelving
medications for dementia that could lead to
further memoiy decline and affect the resident's
ability with aclivities of daily living; a medication
for overactiva bladder putting the resident at risk
for Incontinence which could lead to skin
breakdown; a medication for Inflammation which
could cause shoriness of breath and low oxygen
levels; medication for kidney stones that putthe
resldent at risk for kidney stone obstruction or
kidney damage; and medlcatlons that could affect
the resldent's mood, Resldent#2's chalssterol
medication was not discontinued as orderad
putiing the resident at risk for muscle pain. The
fallure of the facility to administer medications as
orderad rasulied In sarious negloct and
constitutes a Type At Violation,

The faeility provided & plan of protection in
aceordance with G.8. 131D-34 an 12/18/24 for
this vialation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JANUARY 19,
2025.
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