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i Ihe Aduit Gare Licansure Section cuntduciad ait

antual survey, a siate involved compleint and dwo

complaint investigations from 07/08/28 to

O7H 1126, The complaint Invasligations wera

Infiated by the Hoka County Depariment of Soclal

Services on 05/28/25 and 06/20/25,

£l
D163 10A NCAC 13F .0504(d) Competency Evel & 0163

Validatlon For LHPS Tasks

10A NCAC 13F 0504 Compelency Evaluation
and Validation For Licensed Health Professional
Support Tasks

(d) ¥ a physician ceriifies thal cars can be
provided to a resident In an adult care homa ona
temporary basis in accardante with G.S.

13102, 2{a), Lhe facility shall ansura that the staff
parforming the care task(s) autharized by the
physiclan are compatent to perform the lask{s} in
accordance with Paragraphs (b) and (c) of this
Rute, For the purposa of this Rule, "temporary
basis” means a length of tima as detarminad by
Lhe resldant's physician (o meet the care naeds of
Ika proldent and nravient tha racidont'e raliration
from the adult care home,

Thic Dida le nat mat ae avddanrad bae

Based oh record reviews and Intarviews, the
faciiity fafled to oblain physician certification that
the facliity staff ware competent {o administer a
subcutanaous enlicoagulant as ordered for 1 6f §
sampled residents (#4).

The findings are:

Review of Rasidenl #4's FL-2 dated 11/20/24
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Support Tasks
{d) if 2 physician certifies that care can be
provided to a resident In an adult care home on a
temporary basls in accordance with G.S.
131D-2.2(a}, the facility shal ensure that tha staff
performing the care task(s) authorized by the
physician are competent to perform the task(s) In
accordance with Paragraphs (b) and (c) of this
Rulg. For the purpose of this Rula, "temporary
bagis" means a length of time ag determined by
the resldent's physician to meet the care neads of
the resident and prevent the resident's relocation
from the adult care homa.,

This Rule is not met as avidenced by:

Based on record reviews and intendews, the
facility failed to obtain physician cerlification that
the facility staff wers compstent to administer a
subcutaneous anticoagulant as ordered for 1 of 5
sampled residents (#4).

The findings are:

Review of Resident #4's FL-2 dated 11/20/24
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Continued From page 1

TuvEaivL Wayliveus Brduiel Al ime s diseasy,
Insomnia, anxlety disorder unspecified, and
hypertensive heart discase.

Review of Resident #4's Tranaltion of Care Viat
note dated 06/23/25 revealed additional
diagnoses inciuded transient ischemic attack,
osteoarthritts, anemia, hypoproteinemia,
dyaphasia, vitamin d deficlency, and vitamin B12
rnfirianry

Review of Resldent #4's After Visht Surmmary
Note dated 08/16/25 revealed:

-Hissidant W4 had Wi suigsiiss o repair & ek
ana a Ngnt nip Tacture aunng the nospralizanon.
-Resident #4 was started on Enoxapatin In the
hospital (Enaxaparin is 8 medication used to thin
the bload to pravent blood clotiing).

-There was an order for Enoxaparin 30mg/0.3 ml.
inject 0.3 mi under the skin one lime each day
for 24 days to bagin on 06/17/25,

glectronle med[caﬂon admlnlstratlon reamls
{eMARs) revealed:

-There was an entry for Enoxapanin 30mgi0.3 mL
syringes Inject 0.3 mL subcutaneously every day
for blood clot preventlon for 24 days at 8:00am
starting on 08/18/25 and ending on 07/11/25
{(subcutanecusly means 1o inject the medication
HYI the Tat under the skin, ipplcally ol e skin of
the stomach).

-Enoxaparin was documented as administared 22
times by facility medication akdes (MAS).

-MAs did not document the slte of administration
and there was no place available on the sMAR 1o
document the site of injection.

interview with a medication side (MA) on
07/10/25 at 1:30pm revealed:
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D163 Confinued From page 2 D163

-She was told yesterday, 07/09/25, that only
hasploe could administer Enoxaparin, but she did
nat know why.

R e Tt ot T LT P SOt | T SR DRy
REIIW FEAR SANATE 17 49w hrs Sine L e L S L R P P e R b

o Resldent #4.

-When she administered Enoxaparin, sha
pinched up an area on Rasident #4's abdomen
and administered it just like she would an inzulin
injection.

~She did not receive any tralning to administer
Enmn!\nrh and » nnirss did nak rhack hae Aff ao
skllled to administer the medication.

~She trained herself by looking up Enoxaparin
and reading how to administer the medieation.

interview with a sacond MA on 07/11/25 at
11:10am revesled:

-8he administerad Enoxaparin io Resident #4
every date that was initialed by her on the eMAR.
-She administered Enoxaparin by cleansing
Residant #4's stomach with alcohol, pinching up a
fold of the stamach, and then injecting the
medication,

-She adminlstered Enoxaparin in the same place
avery time sha gave the medication.

-She never noticed bruising or abnormal bleeding
In Resldent #4,

-She dld not recelve any speclal training or skills
validation to administer Enoxaparin.

-She used her knowledge of giving subcutaneous
Insulin when administering the subcutaneous
Enoxaparin.

Telephone interview with Resident #4's hosplse
nurse on 07/10/25 at 2:42pm revealed hospice
had never administered Resident #4's
Enoxapann oF had a discussion with the facliy
staff about administration of tha meadication being
a task hosples needed to parform,
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Interview with the faciiity's Administrator and the
Dirgclar of Quality and Education on 07/10/25 at
3:40pm revealed:

-They both expected a nurse from a home heaith
or hospice agency to adminlster Enoxaparin or
the primary care provider (PCP) to change the
medicatian 1o & form the medication aides (MAs)
could administer,

-MAs wers educated o give subcutaneous Insulin
but did not raceive any specific education or skills
validation from the PCP or quality nurse fo
administer Enoxaparin.

~The Director of Quality and Education expected
facliity staff to calt her when a madication like
Fnnvanarin wan twdared to discnss whethar MAs
were allowed to administer the medication or not.

Telaphnna intardaw with Racidant #4's POP an
O7MO/25 at 4:00pm revealed:

-The PCP did not certify that the facliity MAs were
competent to perform administration of
Enaxaparin,

-MAs should not have been administering the
Enoxaparin unless specifically tralned to
adminlster the medication and what side effects
to watch for such ag abnormal bleeding.
-Possible side effecls from Enoxaparin included
blood in stool, increased bleeding, brulsing, and
blood in the urlne.

Based on observations, record reviews, and
interviews. Resident #4 was not inferviewsable,

10A NCAC 13F .0802(b) Heaith Cara

10A NCAC 13F ,0902 Health Care

{b) The facllity shall assure refarral and fallow-up
to meet the routing and acule health cara needs
of residents.

I o inn i
bl

D273

T commun

Fouca atron
anbts 7|a115 by %aiom
/1) WhiCH \m\ude

VA~ TTMEs

ed- 1echs on

=="T_J

Lpoper

STATE FORM

Division of Health Servios Regulation

- 3K



Aug, 15. 2005 4: 08P o, 3156 P 1/65
PRINTED; 07/26/2025
FORM APPROVER
jon of Health 8 ion
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA 82) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER: i COMPLETED
R
HAL047015 B, WING 07/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SPRING ARBOR OF SAND HILLS :i’:ﬂ':f:?:f”:;:ffm
a0 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GIRREGTION o
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAQ REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 273| Continued From page 4 b | ~phFCaHoN ore OQCdUV’E&,
Covrect 1dent Aetion of

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

Based on observations, inteniews, and record
reviews, the facility falled to ansure health care
GUOIRRLIGE BNd fuliuweup fut § UE B sotipiv
resldents (#3, #4, #6, #15, #18) including falling
to repott high blood pressures to the primary care
provider (PCP) for two resldents (#15, #16);
falling to ensurs a resident with history of falls

| was seen by lhe PCP after a fall (#8); falling to
schedule a neurology referral and failing to notify
the hospice provider of the neurclogy referral
{#3): and feiling to coordinate labwork for a
rasidant (#4).

The findings are:

4. Review of Resident #16's current FL-2 dated
12/16/24 revealed dlagnoses included essential
hypertension, heart fallure, chronlc obstructive
pulmonary disease, demeantia, diabetes mellitus
type 2, ¢hronlc Kidney disease, and muscle
wozkness,

Review of Resident #16's primary care provider
lnﬁ!‘\} .mul.- dni-ul ﬂhlﬂl ﬂﬂ vnllcc‘nﬂl

+There was an orderta check blood pressure
{BP} two fimes deily and record for hypertension.
-There was an order to notify the PGP for systolic
blood pressure (SBP) greater than (>+) 160.

Review of Resident #16's PCP order dated
04111125 revealed an order to natify the PCP Jf
SEP was >160 or less than (<) 100, diastolic
blood pressure (DEBP) >100 or <60,

Review of Resident #16's June 2025 electronic
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DBP >100 or «62 {should have been <60),
~There was no documentation of BP results with
the BF medication anfry,

~There was an entry In the *Vitals” section of the
eMAR for BP with scheduled times of 8:00am,
2:00pm, and 8:00pm.

~There were no parameters llstad wilh the BP
entry undsr the "Vitals" section of the eMAR.
~The BPs ranged from 102/74 « 240/88 from
06/01/25 - 06/30/25,

«The SBP was documented as >160 on 24
accasions from 06/01/25 - 06/30/25.

<For axamnla. the rasident's BP was documented
as 240/88 on 06/18/25 at 8:00am; 236/100 on
06/14/25 at 8:00am; and 219/72 on 06/12/25 at
B:00am.

~There was no documentation the PCP was
nolified of any SBPs =160 on the eMAR.

-The DBP was documented as <60 on 5
oceaslons from 06/01/25 - 08/30/25.

For example, the resident's BP was documented
as 145/52 on 06/0B/25 at 2:00pm; 135/52 on

Ramniag L A AN L o 4AGIRA e ARMNIAL 4
VAR g e e Ay e bt mmr s a W

8:00pm.
~Thera was ho documentalion the PCP was
notified of any of the DBPg <80 on the eMAR,

Review of Resident #16's July 2025 eMAR
revealed:

«There was an entry with a BP medication
schoduled 3 times a day at 8:00am, 2:00pm, and
8:00pm to nolify provider if SBP >180 or <100 or
DBP >100 or <62 (should have besh <60).
There wasg ho documentalion of any BP resulis
with the BP medication entry,

ootouned. | |
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-There was an enlry in the "Vitals™ saction of the
eMAR for BP with scheduled times of 8:00am,

e T, T Yo el 101 b

=tolipam, =hed HO0nMA,

-Thera were no parameters listed wilth the BP
enfry under the "Vitals" section of the eMAR.
~The BPs ranged from 118/79 - 245/93 from
Q7TI01/25 - 67009125,

~The SBP was documented as »160 on 6
oceasions from 67/01/25 - O7/08/28.

-Far exarmple, the fesident's BP was documentad
25 224402 on (TNAIIE m G00am: B0 an
07102/25 at 8:00am; and 224/76 on 07/05/25 at
8:00am.

-Thare was no documentation the PCP was
notified of any SBPs >180 on the aMAR.

~The DBF was documented as <60 on 4
oceastans from 07/01/25 - 07/00/25.

-For sxample, the resldent's BP was documentad
as 149/48 on 07/08/25 at 2:00pm and 131/54 on
Q7108725 at 8:000m,

~Thare was no documentation the PCP was
notified of any of the DBPS <80 on the aMAR.

Review of Resident #16's electronic faclilly
progress notes for June 2025 - July 2025 -
revealed no documentation the PCP was notified
of any of the BPs that were outside of the ordered
paramelers.

Observation of the 8:00am medication pass on
07/09428 ravesied:

-1na mum_m:rl Hie (“'_",") CHBURDY Residei '
checked with the BP cuff upside down.

-The MA was asked by surveyor to recheck the
resident’s BP,

The MA rechecked the resldent’s BF with the 8P
cuff applied correctly at 7:59am and It was
2141111,

~The MA did not notify the PCP and continued
Division of Hesih Service Regutalion
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D273 Continued From page 7 027
with the medication pass after documenting the
rezident's BP on the eMAR,
Interview with Resident #16 on 07/00/25 at
&:01am ravealed:
-She felt okay but was a litfle dizzy.

-She thought she was dizzy becavse she did not
sleep well last night.

~She falt "wobbly" somatimes, but sha was not
sure why she felt that way.

Interview with the MA on 07/08/25 at 9:02am
revealad:

M I AU TR DUTIBIUIL PRSI L iU o Pur
about Resident #16's high BP lhat morning.
-She was going to recheck Resident #16's BP
after the resident ate breakfast to make sura it
was scourate,

~She still planned io call the PCP after she
rachecked the resident's BP,

Second Interview with the MA on 07/09/25 at
9:22am revealed:
-8he had just rechecked Residant #16's 8P and it
was 145/70,
-She had not contacted the resident's PCP about
the high BP that morning,

Sho would reshosk tha rosidont's 8P again
bafore lunch.

-If the resldent's BP went back up, she would call
tha PCP,

Third Interview with the MA on 07/08/25 at
1:13pm revealed:

-She rachecked Resident #16's BP right bafore
unch today. and It was 139/63.

-8he did not notify Resldent #16 of the resldent's
high BP that morming, because the resldent's 8P
had come down when she rechecked it.

Divislon of Heallh Servics Reguiation
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Interview with the Resident Cara Coordinator
(RCC) on 07/09/25 at 1:50pm revealad:

~The MAs should notlfy the PCP Immediately of
any BPs that wera outside of tha ordered
parameters.

=The MA should have conltacted Resldent #18's
PGP immediately thet morning, 07/09/25, when
tha rasidant's BE was high and mutside of the
otdered parameters,

Intarview with the facility's Director of Quality and
Education / Registered Nurse (RN} on 07/09/25
at 1:48pm revesled:

«Tha MAs faifed o notify tha PCP of Resident
#16's BPs that wers oulside of the parametars.
-The MAs should nolify a resident's PCP of any
vital signs outslde of the ondered parameters.
~The MA should have called Resident #16's PCP
immediately when the resident's BP was so high
that morning.

«The PCP would have given further instrucllons to
the MA on what to do aboul the Resident #18's
high BP,

Telaphone interview with a nurse at Resident

~NESIBNL F10'8 MUK Was LNAvAIane 1or
interview,

~There was no documentation of the PCP being
notified by tha facility of Resident #16's BP heing
outside of ordered parameters In June 2025 or
July 2025

~She was not aware of the resident's BP being
214/111 on Q7/0%25,

-The resldent could have a stroke or haart attack
with her BP belng that high.

~The resident neodad 10 be sean by the PCP as
$00n a8 possible to be assessad,

2. Review of Resident #15's current FL-2 dated

#16's PCP office on 07/10/25 at 1:59pm revealed:

Pary
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-Diagnoses Included hypertension, peripheral
vascular disease, chronic kidney disease, edema,
end stage renal disease with dialysis,
gastroesophageal reflux disease, osteoarthrilis,
and history of fails,

-There was an order to check blood pressure
(BP) dally, report If systolle blood pressure (SBP)
was 180 or greater (>) and if below {<) 100,

rannet b nrimare cara neavidar (RMPY

Review of Resident #15's June 2028 electronic
medication administration racord (eMAR})
ravealed.

-There was an entry to check BP dally for
hypertension and noflfy provider if SBP >160 or
*DBP" (diastolic blood pressure) <100 (should
have read SBP <100 not DBP) scheduled al
8:00am,.

~There was a space to document the MAS' initials
but no spaco o decument the BP reading.
-Thers was anolhei sty under he "Vitals®
sectlon of the eMAR for BP.

~The BP was documented dally at 8:00am and
ranged from 121/59 - 196/87,

~The SBP was documented as >160 on 8
aceaslons from 08/01/25 -~ 08/30/25, wilh the SBP
rangirig from 161/81 = 196/87 on those B
occasions.

~There was no documentation the PCP was
contacted on 8 of 8 occasions when the
residenl's SBP was >160,

Review of Realdent #15% July 2025 eMAR dated
07/01/25 - 67/00/25 revealed:

«Theras was an enkry ta chack BP daily for
hypertension and notify provider if SBP >160 or
DBP <100 (should have read SBP <100 not PER)
scheduled at 8:00am.

-There was a space ko document the MAs' initials
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but no space to document the BP reading. ‘
~There was another entry under the Vitals"
section of the eMAR for BP with a scheduled ime
of 8:00am.

-Tha BP was documented daily at 8;00am and
ranged from 132/03 - 197/69 from 07/01/25 -
07/09725.

-The SBP was documentad as »160 on 3
occasions from 07/01/25 - 07/09/25, with tha SBP
ranging from 163/61 - 197/69 on those 8
occasions.

-Thera was no documantation the PCP was
contacted on 3 of 3 occaslons when the
resldent's SBP was »160.

Review of Rasident #15's electronic facility
progress notes for June 2026 - July 2025
ravealad no documeniation the PO wae nat

of st o A PV Bl nd ren i sk o AR = ensk s a s ol
Rl B L T (e iR i e B et by

parametars,

Obsesvation of the 8:00am medication pass on
07/09/25 ravaaleg;

-The medication aide (MA) checkad Resident
#15's BP at 7:33am and it was 169/11,

~The MA did not natify the PCP and continued
with the madication pass after documenting the
resldent's BP on the eMAR,

interview with the MA on 07/09/25 at 1:06pm
raveslad:

-if there were paramelers the PCP needed to be
notified about, she would call the PCP and
document that in the resident's electronic facility
progress notes.

-She gid not notlfy Resident #15's PCP about the
rasldant's QOD luina WA GN Haak mnm!na A
07/08/25, because she did not notica the
instructions on the eMAR to do so.
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Interview with Resldent #15 on 07/10/25 at
S:15pm revealed:
-Her BP was usually checked by staff at the
dialysis center 3 limes a waek,
-8he was not sure how often facility staff usually
checked her BP,
! lzr TA0Y ssmetalhs ran "r,r:!'!:;: gnnd® an for an aka
knaw.
-She had a headache yesterday, 07/08/25, and it
wa the first headache she had in a long time.

-She denled any other symptoms of high B,

interview with the Resident Care Coordinator
(RCC) on 07409425 at 1:50pm revealed:

«The MAs should notify the PCP immadiatsly of
any BPg that were outside of the ordered
parameters,

-The MA should have contacted Residant #15's
PGP that morning, 07/09/25, when the residents
SBP was »>160.

Interview with the facillty's Director of Quality and
Education / Registered Nurse (RN) on 07/09/25
at 1:46pm raveajed:

~The MAs falled to notify the PCP of Resident
#15's BPs that were outslde of the parameters,
~Tha MAs should notify 8 resident's PCP of any
vital signs culside of the ordered parameters.
~The MA should have called Resident #15' PCP
immediately when the resident's SBP was >180
that moming,

Telephonhe interview with a Nurss Practitioner
(NF) at Resldent #15's PCP office on 07/11/25 at
120 Tt revoabiad,

~Rsitioni # 13 wuh o few icdiuglivee o7 iy
blood pressure,

-The resident's BP needed to be checkad to
make sure the BP medications were working, and
the paramelers were to make sure the resident's
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BP did nat get too high or too low.

-Bhe did not see any documentation that the PCP
was holified of Resident #15's BP being outzide
of the ordered parameters In July 2025,

-It was important to know whether the BF was out
of the parameters to be able to adjust the
medicationa and to brevent complications of high
blood prassure such as stroke,

4. Review of Resident #6's current FL-2 datad
01/21/25 revealed:

-Diagnoses included chranic kidney disease,
hyperiipldemia, congestive heart failure, vitamin
812 defldency and retention of urine with a
cathater.

-He was admitted on 08/16/24.

Review of Resident #8's care plan dated 02/13/25
ravaaled he was fotally dependent on ambulatien
and transferring.

Review of Resident #8's accident and Incident
raport dated 02/16/25 revealed:

-He was found on the ficor,

-He stated he was reaching for something and fell
aut of his wheelchalr,

-Ha refused 10 go to the emergency depariment
{ED).

~There were no visible injuties.

Review of Resident #6's accident and incident
report dated 02/28/25 ravealed:

=i lia wind was Gidindy,

-He cemplained of pain in his groin and legs,
-He stated he wantad to go fo the ED.

Review of Resldent #6's ED after visit summary
dalted 02/28/25 revealed:

-The reasons for his visit were difftculty urinating
and ankle pain,

bz
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-The dlagnoses included closed fracture of distal

a ) » » . » ER o
L W Il fERIU e & NI Y ¥ty oisuu.

Review of Resident #6's ED after vislt summary
dated 03/02/25 revealed:

~The reasan for his visit was ankle pain.

~The diagnosis included closed nandlsplaced
fracture of shaft of the feft fibula with healing.
=The medication given was
acetaminophen-codeine (Tylenal). (Tylenol
codeine Is used to treat severe pain).

Review of Resident #6' primary care providers’
{PCP) note dated 03/03/25 revealed to continue
Tylenal for pain.

Telaphone interview with Resldent #6's family
member on 07/08/25 at 3:30pm revealed:
~She visited Resident #6 on 02/28/25 and he
complained of leg pain.

-Resident #6 notified her on 03/01/25 he had a
broken leg.

Interview with the Resldent Care Goordinator
(RCC) on U7/09f25 ot 12:47pm revealed:

~The PCP conducted an assessment on resldents
after each fall,

~She was responsible for ensuring the residents
ware saen by the PCP after a fall,

-She did not know why Resident #8 was not seen
by the PCP after his felt on 02/16/25 because the
PCP was nofified.

-Bhe found out Resident #6 had a broken leg
whien he came back from the ED on 02/28/25.

Telaphona interview with Resident #6's PCP on
07H0/25 at 1:45pm revealed:

~She expectod the facility to ensura she
completed an asseasment to datarmine level of
pain and check range of mofion after a resident

D273
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fall,

-She did not recall being notified that Resident #6
fell on 02/18/25.

-She saw Resident #6 on 03/03/25 after he was
diagnosed with a leg fracture on 02/28/25.

~She ordered Tylenol for pain to continue
03/03/25 because sha was following up with his
vislt at the ED on 02/28/25 and 03/02/25.

Intarviaw with the Adminisiratar on 07/10/25 at
2:56pm revealed:

~It was the protocol of the facHily to ensure the
PCP saw a resident after a fall,

-The RCD and/or tha RCC were responsible for
ensuring the PCP completed an assessment on
Resident #8 after his fall on 02/16/25,

«8he was not gure why the PCP did not see
Resident #6 after he fell,

Attempted telephone Interview with Resident #6
an QTMO/25 at 11:1%am was unsuccessful,

4. Review of Resident #4's FL-2 dalsd 11/20/24
reveaitd disgnoses iiviuded Aldwine s disease,
insomnia, anxisty disorder unspacified, and
hypertensive heart dissase,

Review of Residenl #4's Transition of Care Vislt
Note dated 06/23/25 revealed additional
diagnoses included transient ischemic attack,
astsoarthritiz, anemla, hypoprotelnemia,
dysphasia, vitamin d deficiency, and vitamin B12
deficiency.

Review of Resldent #4's progress note dated

DA TINE wansion el ol bl oo s smivm Bl oo e Lo v e
VAREY R T BAmd A ARG W b S H D e e s SO

complete bload count (CBG), comprehensive
matabollc pansl (CMP), and vitamin B12 level.

Review of Resident #4's record revealed there

Dars
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were no CBC, CMP, or Vitamin B12 leved results.

interview with the Administrator and the Director
of Quality and Education on 07/10/25 at 10:40am
ravealed;

-Resident #4's ordered Mareh 2025 labs ware not
perfarmed.

The Spedial Corm Canedinatae (SO ae nesistant

DAnEdiRRRAr AR AL WAL o atEas Faa Ao taw teine I 1
TRONIS MPLFMALASS SPENAS WA 1 PN NAARANIE L WA PR AN A s ar 1 A

8ha senl 10 INe fackity coniractea MRboratory,
~The facility contracted laboratory would then
send a staff member to draw the Jabs once they
recelved the order.

~They were unsure If the resident lab order was
passed along to the laboratory.

-If & resident was out of the facility for any reason
when the laboratory employee arrived, the SCC
should have rescheduled the lab work,

~The primary care provider (PCP) naver inquired
about the stalus of the jabs,

-They received an order today, 07/10/25, from the
PCP to discontinue the fab order.

5. Review of Resident #3's current FL-2 dated
06/27/25 revealed:

~Diagnoses included type 2 diabetes,
hypsrtension, vitamin D deficiency, end major
depressive disorder,

~The resident was non-ambulatory.

Review of Resident #3's care plan dated 04/08/25
revealed she was tolslly dependent for tolleting,
bathing, grooming, dressing, and transfers.

Review of Resident #3's hospital after visit
summary dated 08/18/25 revealed:

-Resident #3 was admitted for peripheral artery
disease (PAD),

-Resident #3 was to foliow up with Neurolagy in 4
waeks.
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Raview of Resident #3's record revealad thars
was no documentation Resident #3 had an
appointment scheduled or was seen by a
neurologist,

Interview with the facility's Regional Nurse on
07110/25 at 10:07am revealed the Recaptionist
scheduled resident's appointmants,

inlerviews with the Receptionist on 07/10/25 st
10:21am and 11:01am revealed:

-She scheduled resident appointments.

«She scheduled appointmants when she received
referrals from the Resident Care Coordinator
{(RCC) and the Resident Care Dirsctor (RCD).
-The referrals received were usually from a
provider or the hospllal,

-Resident #3's family member scheduled maost of
her appointmants,

~8he had not received any information regarding
a referral fo neurclogy for Resident #3 until
yesterday (07/06/25).

-The Administrator and RCD asked her about a
neutology appointment for Resident #3 yeslerday
(07/09/25).

~Rasident #3's appointment information was in a
sealed packet from the hospital addressed to
Resident #3's family member and had not been
apened.

~The hospital did send discharge paperwork with
residents for the facilily, but she did not know
what information was sent.

«She scheduled a neurology appalntment for
Resident #3 this moming (07/10/25) for 07/18/25,

interviews with the RCC on 07/10/25 at 10:30am,
11:20am and 11:50am reveaied:

-Tha Receptionist made all resldent appoinimanis
and was given &li discharge paperwork,

Division of Haakh Service Regulation
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-Bhe was unsure what discharge paperwork the
Receptionist was glven for Residant #3,
~Tha facility did not recelve a copy of Resident
#3's discharge paperwork with appointment
informatlon Hsted,
-Resident #3's neurology appoiniment Information
was sent In a sealad packet addressed 1o the
ragident's family member,

-She did not open the paoket addressed to tha
resident's family member.
~Bhe did not request discharge paperwork fram
the hospital for Resldent #3,
-The faility should have obtained a copy of
Resident #3's discharge paparwork from the
haspital,
-Tha neurclogy appolntment was schedulad
yestarday (07/00/25) for 07118125,

~Hosploe was not informed of the neurology
appointment,

Interview with the RCD on 07/10/25 at §:27pm
revealed:

-She was not aware of the neurclogy referral for
Resident #3.

~Resident #3's discharge paperwork was in a
sealed envelope addressed fo the resident's
family member,

-The facility received dischargs paperwork but
thet paperwork did not have the referrsl to
nelroloav listed,

-She could not locate the discharge papsrwork
the facility received for Resldent #3.

-D}smarge paperwork for all residents was kapt
in & stack in the RCC/RCD office,

Sacond interview with the RCD on 07/11/25 at
11:49am revealed:

«All orders and referrals were given to the
Receptionist for her to make the appointments.
-The RCD was responsible for glving the orders

Diviston of Healh Sendce Regulalicn
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and rafarrals to the Receptionist,

Telephone interview with the
Administrator/Regislered Nurse for Resldent #3's
hospice provider on 07/10/25 at 11:45am
revealed:

-She was not aware Resident #3 had boen
referred to neurciogy.

-8he did not know why Residant #3 had been
referred to nelrology

-Hospice would not have referred Resident #3 to
| neurology because il would not be covered by

i hospice and the famlly would receive 2 bill,

~The fact that the neurology senvices were not
coverad by hospica did not mean Resldant #2
could not attend the appointmant,

«If the facility had notified hospice of the
neurology refarral, they and the family would have
been informad that the service was not covered.

Interview with the Adminlstrator on 07/10/25 at
4:10pm revealed:

-8he found out about tha neurclogy referral for
Resldent #3 within the past fow days.

-She did not know when the neurology
appointment was,

-She expected the RCC and RCD to give referral
and appolntment Information to the Receptionist
because she managed the ranaportation and
appointment schadule.

-She spoke with the RCC and RCD yesterday
(07/09/25) and was Informed that the discharge
paparwork was sant from the hospital In s sealed
packet addressed to Resident #3' daughter.
~The facllity dld not recaive a copy of Resident
#3's discharge paperwork.

~The facility should have requested a copy of
Resldent #3's discharge paperwork.

Telephone Interview with & Nurse Praciitionar at

Diviglon of Heakh Servica Regulalion
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Resident #3's PCP office on 07/10/25 at 1:45pm
revealaq:
~Resldent #3 was seen by neurolagy while in the
hospital.

-She was aware of the 4 week follow up referral
to neurology due fo review of the hospitat notes.
-Neurology suspected possibla microvascular
Ischemia (spots on the brain that were possibly
dying off or not working properly).

-She was not aware Resident #3 had not
attendad the neurology appointment or had not
had an appointment sehaduled.

-Duz ta the fact that Rocidant #3 woe an haenica,
tha neurology appolntment would have had to be
approvad because hospice did not typleally
pursue aggressive fraatment,

~She did not see the need for a neurolagy follow
up due to the resident belng on hospice,

-8he had no concern with Resident #3 not
attending the newrology appeintment,

Attempted telephone interview with the Neurology
office on 07/10/5 at 8:40am was unsuccessful.

Atemptled telephane call to Resident #3's family
mamber on 07/10/25 at 11:10am was
unsuccassul,

The facility falled to ensure health care referral
and follow-up for 5 of @ sampled residents.
Resident #16's high blood pressure (BP) on 24
accasions in June 2025 and 8 oocesions In July
2025 wers not reported to the primary care
provider (PCP) as ordered, The resident reported
feeling dizzy and "wobbly” and could have caused
the resident to have g stroke or heart atack
according fo the nurse at the resident's PGP
offloe. Resident #15's high BF on 8 occasions In
June 2026 and 3 occastons in July 2025 were not

Divislan of Haslih Service Reguiation
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reported to the PCF as ordered putfing the
resldent at risk of complications including stroks,

Resicent #6 had a fall on 02/16/25 and ihe PCP
was not notified, On 02/28/25, the resident
complained of severe ankle pain, went to the
emergency depanment and was diagnosed with @
broken leg. The failure of the facilify to provide ‘
health care coordination and follow-up resulted in .
substantial risk of serious physical harm and -m@ Cbmumw WMedicdel @m*
constitutes & Type A2 Violation. 5.

| 1he. LHPS Nurse on 7|17
The facility provided a plan of protection In ' ‘ ’
acc0rdance vith G.5, 131D-34 on O7/11125 for , IAn RN Consuldanwas h\ .
this viotation. on O] 7 1»;_5 ond 0. Complete
CORREGTION DATE FOR THE TYPEA2 review of each resident
VIOLATION SHALLNOT EXCEED AUGUST 10, . + Haesy have o
2025, - Ve !':Y tha: il 1

Up +0 dote, LHPS Snal e plan.

D 2801 10A NCAG 13F .0803(c) Licensed Health 2 L HPs Nurse. Wi Wpl&\’ﬁ{
10ANCAC 13F 0803 Licensed Health VIS (1 thod-wit] Show the RS
Professional Support ' -

(0) The facilty shall assure that participation by 3 * dates Compléded and cledes

ragisterad nurss, ?mt:patmfz“ the“ra:vistor due. A Qc,p\/ @F‘-—tha—l-' Spwﬂﬁﬁ)&f‘

physical theraplst in the on-site review and 5 ; 2 .

evaluation of the resldents' health status, care will be housed Inthe Q@W“é‘ts“y,

plan and care provided, as required in Paragraph ; ' W y{ln i H{P

(a) of this Rule, is complstad within the first 30 . " NEW\' Ve MSJro 0 ¥

days of admisslon or within 30 days from the date will e.odded 1o the Soraseet

a resident develops the need for the task and at ? H‘-PS

least quarterly theveafter, and includes the m 3Nt Flﬂbmime‘ ™ s

following: by he- ARCC weekly . glalp

(1) performing a physles sssessment of the - )

resident as related to the resident's diagnosis or . -‘F\ﬂ. E])"Dtsigm Wil | Complete.

current condition requiring one er mora of the ; )(L‘- WS

tasks specified In Peragraph (a) of this Rule; A weekly Qudiy =S B’IQ‘PS

(2) evaiuating the resldent's progress to care ’Pﬂﬁh m .h;_}, unt | 51'9.“:94“. .
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belng provided;

{3) recommending changes in the care of the
resldent as nesded based on the physical
assessment and evaluation of the progress of the
rasidant; and

{4) documenting tha activities in Subparagraphs
(1) through (3) of this Paragraph,

This Rule is not mel as svidenced by:

Based on observations, inferviews, and record
ravdews the fnﬁﬂsry faliad tn ananirs the asartery
licensed health professional support (LHPS)
reviews and evsluations for 5 of 5 sampled
residents (#1, #2, #3, #4, #5) with LHPS tasks
were completed and included a physical
assessmant, evalualion of care provided, and
racommendations based on the physical
assessment and evaluation of the resldent
including tasks for assistance with ambulation
and transferring (#1, #2, #3, #4, #5), medication

Bamnsinte lnlankinm MIEY Amdd snrn af m 1adines e
e L e S ER ULV R i R e e s e

catheter (#3).
The findings are;

1. Review of Resident #3's current FL-2 dated
08/27/24 revealed:

-Diagnoses included type 2 diabetes,
fiyieriension, unspecified systolc and vilanin D
deficlenay.

«She was intermittently disorientad,

-8he was non-ambulatory,

-She waa Incontinent of bladder and bowel,
~She required personal care assistance with
bathing, feeding and dressing; total care.

Raview of Rerldent 3's Resident Reglater
reveaied she was adminred 10 the faciiity on
09M3/189,

D280

compjonce. oF-he. LIPS
@w&s 40 ensure, thatal]

ovenLs ove Deen capiued ?fﬂ\?s
bythe nwse andto hinsx_m:,
Yot all residents nave 1
tomple! Q‘)a%ﬁm
LHPS bastd on e wrﬁiﬁ‘*"
(ore. plan.
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Raview of Resident #3's curment care plan dated
04/08/25 revealad:

-Resident #3 was hon-ambuiatory.

-She was inconiinant of bowe! and bladder.
-She was sometimes disoriented, was forgetiid
and needed reminders.

~Bhe was totally depandent for toileting, bathing,
grooming, dressing, and transfers.

-8he required supervision with eating.

Review of Resident #3's Licensed Heallh
Professtonal Support (LHPS) evaluation and
quarterly review dated 05/03/25 revealed:
-Review of health status and care provided and
physical assessment included showar, drossing,
occasional feeding, wheelchalr, hoyer-2 person
assists, tolleting and hosplee.

-There was no physical assessment documentad,

-There were no recommendations documented.
-LHPS personal care tasks provided Induded

whaelchair, transfer/mobilily, bathing and feeding.

Observalion of Resldent #3 on 07/08/25 at
9:32am revealed:

~Resident #3 was abserved sitting in a high back
wheelchair in her room,

-She had s catheter bag.

-She was ciean and well groomed.

-8he was infermittently orlented.

Refer to Interview with the Special Care Director
(SCD) on 0711725 at 12:24pm.

Refer to interview with tha Administrator on
0711125 et 1:48pm.

Refer to attempted talephane interview with the
LHPS nurse on 07/11/25 at 1:36pm.

2. Review of Resident #2's surrent FL-2 dated

D280
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03/24126 revealed:

«Diagnozses included dementia, hypartansion and
hydronephrosis with renal and ureteral calculus
obstruction.

~He was constantly disoriented.

-He was ambulatary.

-He was incontinent of bladder.

-He required personal care assistance with
bathing,

Review of Resident 2's Resident Registar
revaaled he was administed to the facifity on
Q7/22120,

Review of Resident #2's current cars plan dated
10/29/24 revealed:

-Residant #2 was ambulatory with the assistive
device,

-He was oceaslonally incontinant of bowel and
bladder,

-He was oriented but forgetful and required
rerninders,

-He required extensive assistance with teileting,
ambulation and dressing. ;

-He was totally dependent on staff for transferring
and bathing.

Review of Resident #2'z Licensed Heaith
Professlonal Support (LHPS) evaluation and
quarterly review dated 02/03/25 revealed:
-Review of health status and care provided and
physical assessment included Incontinent at
times, 1 person assist with wheelchair, bathing
and dressing.

~There was no physlosl assessment documanted.

-There ware no racommendatiohs documented.
-LHPS personal care tasks provided included
wheelchalr, tolleting, bathing and dressing.
~Transferdng was not addressed on the LHPS.

£ 280
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Review of Resident #2's LHPS evaluation and
quarterly review dated 05/16/25 revealed:
-Review of heaith status and cars provided and
physical assessment Included assist with toileting
at timea and assist with bathing/dressing.

~There was no physlcal assessment documented,
~There were no recommendation documented,
-LHPS personal care tasks pravided Included
foileting every 2 hours and assistance with
bathing and dressing.

Ohreruation of Resident #2 on 07/08/25 at
2:14pm revealed:

-Resident #2 was observed ambulating

NS IUSIRTY Wil s uad Of Sa5I3HVE GEvies.
-He was clean and well groomed.

~He was orlented o self only.

Telephone interview with Resident #2's guardian
on (7/09/25 at 1:12pm revealad:

-Residant #2 had a hip replacemant in July 2024
and returned to the facility ot the end of 2024,
-Resident #2 usad a wheelchair upon retum but
was currently able to walk independently.
-Resident#2's dementia was prograssing and he
required a lot of assistance from staff for toileting,
bathing and dressing.

Altempted telephone interview with Resident #2's
primary care provider on 07/09/25 at 4:18pm was
unsuccessiul,

Based on observation,record review and
interviews, it was delermined that Resldent #2
was not Interviewable,

Refer to interview with the Special Care Director
(8CD) on 07/11/25 at 12:24pm.

Refer to interview with the Administrator on

)
PREFIX
TAG

|
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07111125 at 1:45pm,

Refor to attemptad telephone interview with the
LHPS nurse on 07/11/25 at 1:36pm.

3. Raviaw of Resident #1's current FL-2 dated
07/23/24 revealed diagnoses includad dementia,
anorexia, hypertension, hyperiipldemia, major
depressive disorder, vitarnin defiddency, and
insomnia.

Review of Resident #1's Resident Reglater
revealad she was admitted from another facility
on 10/10/22,

Review of Resident #1's assessment and care
plan dated 03/24/25 revealed the resident was
totally dependent on lolleting, ambulation,
dressing, grooming ahd transferring.

Review of Resident #1°s record an 01/23/24
revealed:

-There was docutmentation of a Licensed Haalth
Profegsional Support (LHPS) completed an
06/09/26,

-The personal care tasks currently present were
toileting every 2 hours, asslat with shawering,
dressing, geri chair, iransfers, and feeding.

-The documentation under the review of health
status and care provided, physical assessmant as
related fo diagnoses included incontinent care
every 2 hours, assiet with bathing and dressing,
gerl chair for ambulalion, hosplca, assist with
feeding, and wouhds.

~The documentation under the changes and
fallow up recommendation included to keep the
area free of clutter for ambulation to pravent falls.
-There wag no documentatlon a physlcat
assessment wag completed,

D 2680
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Refer to Interview with the Spacial Care Diraclor
{SCD) on 07111125 at 12:24pm.

Rafar tn intarview with tha Administratnr an
A7/4I98 a¢ 4-4Fnm

" R T R} 1 v A

'
BN N LARISS L VAP W ARSI B b b iR Y ey me e ur

LHPSE nurse on 07/11/25 at 1:36pm,

4. Review of Resident #4's FL-2 dated 11/20/24
revealed diagnoses included Alzheimar's diseass,
insomnia, anxiety disorder unspecified, and
hypertensive heart disease.

Review of Resldent #4's Transition of Care Visit
on C6/23/25 revealed additional diagnoses
included transient ischemic atlack, osteoarthritis,
anemia, hypoproteinemia, dysphasia, vitamin d
deficlency, and vitamin B12 defidency.

Review of Resident #4's Resident Register
revealed she was admitted to the facility on
05431121,

Review of Resident #4's current care plan dated
06/17/25 revaaled:

~Resident #4 was non-smbulatory and utiiized a
gerichair,

-Residant #4 was totally dependent on facility
staff for eating, toitating, ambulationfocomotion,
bathing, dressing, personal hygiene, and
transfers,

Review of Resldent #4's Licensed Health
Prafessionat Support (LHPS) evaluation and
quarterly review dated 02/03/25 revealed:
-Review of haailth status and care provided and
recommended changes In care Included assist
with toileting, showering/dressing, resident used a
walker, and wheelchair at limes.

D2ao
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-There was no physical assessment documented,
~Changes and follow up racommendad to meet
the Resldent's neads included redivect resident
when confused.

~L1IPS personal care asis provided includad
toileting every 2 hours, assist with

siwwer iy essing, aid assist willn winseiu iz,

Raview of Resident #4's LHPS evaluation and
quarterly review dated 06/16/25 revealed:

= Revicw Ui ST Siaius aind o provided and
racommended changes in care included assist
with tolleting, showearing/drassing, residant usad a
walker, and wheelchalr at times.

-There was no physical assessment documented.
«Changes and folfow up recommendad to meet
the Resident's needs included radirect residant
when confused,

- WO narsnral aars banls rrm:idaﬂ inadiwlad

Baflallica muvmm e ® leceriie —mmtad bl
- .

~
" manad vtk o aalabhoiv

adm s mmlve o Falwnn oo s veln

WIS RN Y lwmvumnal WAE PN LAV MV PRI E WY IR AT o
i

Obscrvation of Nesldart &4 on O7/00/28 5t

7:.55am revealed.

Racidant #4 woe in her garlhholn In fha etlnlns
raom.

~Resident #4 was unable (o answer questions
and once stated | don't know".

interview with Special Care Coordinator (SCC) on
07/10/25 at 10:30am revealed:

-Resident #4 had very different care needs now
versus prior to her hospltalization in mid-June
2025,

-Resident #4 was walking with a walker or using a
whasichalr before hospialization and now
required total care for all personal care needs
including transfers.

Based oh obsarvations, racord review, and

STATE FORM
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interviews, i was determined that Resident #4
was not Interviewable.

Reler to interview with the Special Gare Diractor
(8CD) on 07711125 at 12:24pm.

Refer to interview with the Administrator on
07744725 at 1:45pm.

Refer to attempted telephone interview with the
LHPS nurse on 07711725 al i:50pnm.

5, Review of Resident #5's current FL-2 dated
06108125 revealad:

-Dlagnoses Included cardlac arvest and vascular
dementia.

-The resident was non-ambulatory and required
asslstance wilh bathing and dressing.

~There was an order for Repatha 140mgiml inject
140mg subcutaneously every 14 days for
hypetiipidemia. [Repatha is used io eat
hyperiipidemia (high cholesterol and high
triglyeatides)]

Review of Resident #5's Resident Ragister
revealed:

“The reeldent was sdmitted to the facllity on
Q3/24125,

-Tha resident required assistance for dressing,
bathing, nall care, shaving, ambulation, gelling
infout of bed, tofleting, hair/grooming, skin care,
and oriantation to tima and olaca.

-1 he resident had signimcant memory l0ss and
must be directed,

-The resident used a watker.

Review of Resident #5's current assessment and
care plan completed 08/03/25 ravealad:

~The resident was documented as ambulatory
with aide or device, but the type of device was not

D280

Division of Health Servica Ragulsiion
STATE FORM

] 20X i contlanghion sheel 20 of 63



———
L%
e~z

02 4:16PM

=
Lz
wE
<
S

o

P
a3

FRINTED: 07/26/2025
FORM AFPROVED

h of ice Requlation
STATEMENT OF DEFICIENCIES ]pm PROVIDER/SUPPLIER/CLIA
ARIP P AR AR AERE AR INERPTICICEY NN A5 IRAR R

l {%2) MULTIPLE GONSTRUCTION

l 1 WL,

(X3) DATE, SURVEY

documentad.

~The resldent was documented as being forgetful
and naadad remindara

-1 he resident was documented as totaily
dependent on staff assistance with toileting,
ambulation. bathina. dressing. arooming, and
transternng.

Observation of Resldent #5 on 07/09/25 al
8:00am revealed the resident was pushed in a
wheeichair to the dining room by staff.

Interview with Resident #5 on 07/11/25 at
11:44am ravealed:
«The fanliity staff assistard tha rasidant with taska

i %
i WERSTEITING.

I Oha anuilt nnd eanall i cho
i

ivad an inlactian
i

Maview uf IRESIGETT Wo'S CUITSN LICSNasd | ISR
$TOTSAGIGTE LUPDOTL {Li i D) FOVIOW GO0
05116726 revealsd:

~The nurse documsnted the resident's LHPS
tasks were ambutation using assistive davices
that required physical assistance and transfening
seml-ambutatory or non-ambulaiory residents.
~The nurse did not include medication through
injection ag a task for the resident,

-The section for vital signs and welght was blank.
~The section to document the physical
assessment noted: asslst with
showaring/drassing, wheelchalr agsistance,
tolleting every 2 hours, and hospice.

~There was no physical assessment related to
any of the resident's LHPS tasks.

-There was no physical agsessment related to the
resident's need for assistance with ambulation or
transferring Including how many staff were
required for assistance with those tasks.

-There was no physical assessment related to the

i HALO47015 Koo U7/11/2028
I :
- 8398 FAYETTEVILLE ROAD
i P RAEFORD, NC 28376
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
™ REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
D 280} Continued From page 29 D280

iislon of Health Senvica Reguilion

STATE FORM

~ Wconlinumlian sheel 30 of 83




Aug. 15. 2025 4:17PM No. 3156 P, 33/65

PRINTED; 07/28/2025

FORM ARPROVED
Division of H alion
STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIERICLIA {X2) MULYIPLE GONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULNG! COMPLETED
R
HALO47015 i 07111/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
8398 FAYETTEVILLE ROAD
RN D HILLE
TR A RAEFORD, NC 28376
oy SUMMARY STATEMENT OF DEFICIENCIRS o FROVIDER'S PLAN OF CORRECTION o)
PREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLEVE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
D 2850 Continued From page 30 0260

rasident's medication through injection including
no documentation regarding the Infection sites,
-There were no recommendations related to &
physical assessment of the rasident.

Refer to interview with the Special Care Director
(SCD) on 07/11/25 at 12:24pm.

Refer to interview with the Administrator on
0711725 at 1:45pm,

Refer to attempted telephone Interview with the
LHPS nurss on 07/11/25 at 1:38pm.

Interview with the Special Care Director (SCD) on
07/11/25 at 12:24pm revealed:

-The LHPS nurse usually came 1o the facility to
do LHPS reviews.

~The LHPS nurse would see the resldents and
assass the residents and she used the LHPS
form to document her assessmant.

«If there were any malor Issues or concerns, the
LHPS nurse would notify her or the Rasident
Gare Diractar (RCD), Speclal Care Coordinator
(SCC), or the Resident Care Coordinator (RCC).
-8he usually checked to make sure the LHPS
revisws were done quarterly and Included all
LHPS tasks for the residents.

-She had not noliced the LHPS nurse had not
Anpumanterd 8 physinal acsassmant nn tha | HPS
revIews Of that some Lasks were not INciuued on
the LHPS reviews.

Inferview with the Adminigirator on 07/11/25 at
1:45pm revealed:

~The LHPS nurse usually reviewed resldents’
orders and records and also physically visited
with sach resident.

“The LHPS review should Include a physical
assessment which should be documerited on the

Division of Mealth Service Regulation
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LHPS form,
~The LHPS review should Include an assesament
for all LHPS tasks for each resident.
~The RCN BOC QOD and SO wara
rezponsible for checking the LHPS quarterly
reviews to make sure the reviews were complete.
Attempted telephone interview with the LHPS
nurse on 07/11/25 at 1:36pm was unsuccessful,
D 358 10A NCAC 13F 1004 () Medication D358 . ~Techs and \
Administration . Th& med‘ le
bor oFSanghills
10A NCAC 13F 1004 Madication Administration e
{8) An aduit care homea shall assure that the m'\mmi edl.l_ﬁﬂi'd o iy
preparation and administratlon of medications, v
prescription and non-prescription, and treatments appropnge ord&f'"s ang, %H(;W "
by staff are in accordance with: mbdﬁfs 0s wriden on 7, 0[2«‘57
(1) orders by a licensed prescribing practitioner ‘ R N
which are maintained In the reslkdent's record; and b‘{ 4he- rfgiw -
{2) rulas in this Seclion and the facility's policies i{ ¢ J_lea {
and procodures. » bd m.——-!—gch 5adwﬂa re &
{nistrahon
This Rule s not met s evidenced by: on medi Gtion 'f:.‘nl\‘\ on 7[iof2&
TYPE A2 VIOLATION b‘! -hm,?dgiom | F’
HASEE On ODSErVAUBhS, INtBNVIEWS, ana recora ¥ Oh ok OX
reviews, the facility failed to ensure medications " A‘ C’l d’ﬂ.h Ca‘h ) o
ware administered as ordered for 2 of 4 residents neler wWas 2ent 0 '\‘W:.-'p'\ 1Qany
(#16, #17) observed during the medication pass oo
including errora with an eye drop for glaucoma, on Mipes. the @V\YSI A .
an eya drop for dry eye disease and a medication 0N Order 1o d l'Bth Nt
for constipation (#18), and a madication for high - ; ety ) .
blood pressure and a toplcal pain patch (#17); medicedhon. ‘h& meclicahion was
and for 4 of 8 sampled residents (#4, #5, #15,
#17) including errors with  bload thinner and s moved o the med Cartion
antiblotic (4), and medications for high blood '1] i ‘,15* ‘
pressure (#5, #15, #17).
* [Tne. meg-4echs were. v&- edicated
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used to measure the dosage at the top of the
white section of the inner cap.)

Clooe valiivag ul lir 8.00u1 tmiivetivn pass un
07/09/25 revealed:

-There was a white section lining the inside of the
purpie cap on the Miralax botlie,

~There was "17g" limprinted near the top of the
white seclon with an arrow pointing up to Indicate
the measurement for 17g was at the top of the
whits section inside the cap.,

-The medication alde (MA} poured the Miralax
powder haifway below the marking for the 17g
dose,

-The MA mixad the Miralax powder in water and
gave It to Resident #16 to take with her oral
medications at 7:.49am.

-Tha resident drank all tha water with Miralax.
~The MA did nat measure the Miraiax correctly
and the full dosage was not mixad In the cup of
waler.

-The resident did not receive the full dosage of

Miralax.

pdministenng medicrtions Wi
Completed %’P@Wl“‘
dLthB Community VISHS,
Prarmacy Education was
ompleded on s s with

enphisis On appropriocte e
ute.

The, lcadership feam will o

Randomn Goservaion & Sk
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The findings are: PVOPCI’ ¢ OF miralox C!L
1. The madication enor rate was 16% as 7"2 "2.5 ond 7’“) !25 ensun ﬂﬂ
evidenced by 5 errors out of 30 opportunities
during the 8:00am medication pass an 07/08/25. all red)cation do%tSngye;
\ eread 0N Wih
&. Review of Resldent #16's current FL-2 dated Ql Ven as D'd C.d
12/16/24 revesled: Appropricte d&h\f&'\/ .
-Diggnoses included essential hypertension, heart i Aen ta!
failure, chronic cbstructive pulmonary disease, an Quou+ of all yeside
dementia, diabetes mellitus type 2, chronte kidney Med | codron Orders WO (‘ﬂ@iﬂﬁbd
disease, and muscle weakness. l \
-There was an order for Miralax 17 grams (g) on 71 J\Dlﬂ.g b\[ ait céepar: +ment”
every morning and at badtime. (Miralax s &
laxative used fo weat and prevent constipation. ‘Cad% 'Tb ensure -an:ka»ﬁ,
Mirgjax is 2 powder and the inside of the cap on @rd&" 5 WEL
the bottle has a marking for 17g that should be rreclt CCL'hOﬂs

on
icnhon
mp\:i&

a_dﬂ.![\/ fevien) o~ redhi qadion [order.
X4 week S with parm

Hme. \imnﬁd_mzdsmhmsﬁ | oz

Givieion o Hasilh Sarvics Raguiabon

STATE FORM

QX1

It continuaiion ahsel 33 of 83



Aug, 15. 2025 4:18PM Ne. 3156 P 36/65
PRINTED: 07/28/2025
FORM APPROVED
lation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE GONSTRUCTION (3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING: COMPLETED
. R
HALO47015 i 07/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
SPRING ARRNR OF SANN HI & S FAELAEVLLE R
RALFORL, NU 28376
0D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION
PREFIX (EAUH UEFCINUY MUS Bt FREGEMEY 57 Pyl FREFIX \EAGR GURRLCTIVE ACTION SHSULS BT oo
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERRNCED TO THE APPROPRIATE DATE
D 358| Continued From page 33 0358 appmpnajg; comple;h‘on aro\ 5‘ ib IQE
on. e auder
Raview of Resident #16's July 2025 electronic dlocurmendtation h’ LL%
medication administration racord {eMAR) will ntnhué. unftl Sgniink
revealed: iance s Obaired.
-Thers was an entry for Miralax, mix 17 grams in G@mp\ anc
fluld and drink twice a day for constipation
scheduled at 8:00am and 8:00pm.
-Miralax was documented as administared daily
from 07/01/25 - G7/09/25,

Observation of Resident #16's medications on
hand on 07/09/25 at 1:11pm revesied there was a
bottle of Miralax dispansed on 05/30/25 with &
direction change sticker placed ovar the
instructions on the medication labsl,

intarview with the MA on 07/09/25 at 1:13pm
revealed:

-8he was taught to measure the Miralax dosage
using the whitg inner cap.

-She usually measured the Miralax powder below
the *17g" marking.

-5ha had not noliced the marking for 17¢ pointing
ta the top of the inner white lining of the cap.
-She thaught the mariing for 17g was the groove
below the ™ 7g".

-Resident #16 usually had bowel movements
every day and tha resident did not compiain of
constipation.

intonviow with Roaidont #4€ on 07H00/08 ot
1:22pm revealed:

-She usually recelved Miralax evary day and she
usually drank al of it

-Bhe felt like she was currently constipated
because her last bowal movement was a couple
of days ago.

Intervisw with the Resident Care Coordinator
{RCGC) on 07/09/25 at 1:50pm revealed:

QTATE BN
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-The MAz were supposed to use the white inner
lining of the Miralax cap to measure the correct
dosage,

~There should be a marking to measure 17 grams
on the whits inner lining of the cap.

interview with the Administeator on 07/08/25 at
1:58pm revealed tha MAs should use the correct
marking for 17 grams to measura the correct
amaotint of Miralax for Resldent #16.

Telephone interview with a nurse at Rasidant
#16's primary cars provider (PCP) office on
O7/10/25 at 1:59pm revealed:

-The resident's PCP was unavailable for
interview,

-Not receiving the full dose of Miralax could cause
conslipation,

~Resident #16 had congestive heart failurs and
did not nasd to ba constipatad,

-The additional straln of belng constipated could
cause increased blood pressure,

b. Review of Resident #16's current FL-2 datad
12/16/24 revealed:

~There was an arder for Gombigan 0.2-0.5%

instill 1 drop in both eyes 3 times a day,
{Combigan is used to treat glaucoma,)

“Thee wos an wie iu Syuiuspaie Swaian
0.05% instifl 1 drop in both eyes every 12 haurs
for tear production. (Cyclosporine is usad to treat
dry eve digease.)

Raview of the facility's eye madication
administration policies and procadures (revision
date of 05/2021) revealed:

-The facllity provided a capy of the Medication
Administration Skills Validation Form and
highlighted aye drops and ointmants,

-The Medicatlon Administration Skills Vialidation
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Form referenced the Guidelines for Complating
thia Maniratinn Adminietratinn Sidlla \ialiciatinn
Form.

-According to the Guldefines, when two or more
different eye drops must be administered al the
same ime, a 3 to §-minute period should be
allowed betwsen each,

Observalion of the 8:00am medlsation pass on
07/00/25 revesled:

~The medication aide (MA) administersd 2 drops
In each eye of Cyclosporine .05% (o Resident
#16 at 7:50am instaad of 1 drop in each eye as
ordered.

~The MA immediately administered 1 drop in each
aye of Combigan 0,2-05% o Resident #16,
cauging the resident's eyes to overflow and the
eye drops ran out of the resident's eyes and down
her face.

~The MA did nioi waii 3 v 5 minuies bebweon
drops.

Review of Resident #16's July 2025 elecironic
medicalion adminisiration record (eMAR)
revesled;

~There was an entry for Comblgan 0,2-0.5% instill
1 drop in each eye 2 times dally for glaucoma
scheduled at 8:00am and 8:00pm.

~Comblgan was documentsd 2s administered
from Q7/01/25 - 07/09/25 (8:00am).

~There was an entry for Cyclosporine 0.05%
place 1 drop In each eye 2 times dally scheduled
at 8:00am and 8:00pm.

-Cyclosparine was documented as administared
from 07/01/25 - 07/08/25 (B:00am),

Ohservalion of Resldent #16's medications on
hand on 07/09/25 at 1:41pm revealed: '

-There were 130 single use vials of Cyclosporine
0.05% eve drops dispansed on 03/18/25,

D358
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-The instructions were to inskill 1 drap in both
ayes (wo times & day.

-There was a boltle of Combigan eye drops
dizspensed on 06/02/25,

~The instructlona were to instill 1 drop into
affected eye(s) wo fimes a day as diracted,

intarview with the MA on 07/08/25 at 1:13pm
revealed:

-Bhe thought she only administered 1 drop in
sach eye of Cyclosporine to Resident #18, but the
drops sometimes came aut of the single use vials
very fast,

-She administered both of Resldent #18's eye
drops at the same time bacause they wera both
scheduled at the same time on the eMAR.

-She did not remember belng trained to wait
hatween differenl eye drops.

Interview with Resident #18 on 07/09/25 at
1:22pm revealad:

-She usually recelved Gombigan, and ane other
aya drop at the same time.

-The MAs ware supposed to wait 5 minutes
between the drops, but they "never do”.,

-The eye drops usually ran out of her eyes.
-Her eya doctor had foid her thay should wait 5
minutes between the aye drops.

~She was not currently having any lssues with dry
ayes,

Interview with the Resident Care Coordinator
(RCC) on 07/09/25 at 4:50pm revealed:

~The MAs were supposed o wall 3 to & minutes
batwaan different eye drops,

-If 1 drop in each aye was ordered, ths MA should
adminlster 1 drop in each sy, not 2 dreps in
each eye.

INervisw wim the Adminisirgior on O7/0WED «i
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1:68pm revealed:
-The MAs should walt 3 ta 5 minutes betwean
each different eye drop.
=The MAs should only administer the amount of
aya drane arrered

| telopnane iterview wim a mage sam person ac , I
i r{:\-:fl.i?nhll -Ifﬂ S n:m Aduway ‘V\M\MAI“I" AMIAS AW i (]
07110i2F at 3:08am revealed:

~The eye care provider was unavailable for
intarview.

-Resident #16 shauld only recelve 1 drop in each
eye of Cydosporine.

~There should be a 5-minute wait period between
the administration of different eys drops to
bravent the eye drops fror running out of the
eye, which would lower the dosage received and
make the medication less effectivs.

¢. Review of Resident #17's current FL-2 dated
05/12/25 revealed diagnoses included

Alzheimer's dementla, tyne 2 diabetes mellitus,
ostecarthritis of the knees, and hyperiipidemia.

Review of Resident #17's primary care provider
{PCP) order dated 05/30/26 revealad an order for
Hydralazine 10mg 1 tablet 3 imes a day, hold it
systollc bicod prassurs (SBP) is less than (<) 110
ar diastolic blood pressure (DBP) is <60 and/or
heart rate (HR) Is <60. (Hydralazing is used to
lower blood prassure, )

Observation of the B:00am medication pass on
07/08/25 ravesaled:

-The medication aide (MA) prepared and
administered moming medications to Resident
#17 including Hydralazine 10mg at §:23am.
~The MA did not check Resident #17's BF or HR
pricr to administering Hydralazine to determine if
the medication should have been held,
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Lbsarvation on 0//usr2s at %12 /am revesled the
MA echecked Resident #17's BP and HR, after
Hydralazine was administered, and the resldent's
BP was 162/86 and the HR was 78,

Review of Resident #17's July 2025 electronic
madication administration record (eMAR)
reveaiad:

~There was an entry for Hydralazine 10mg take 1
tablet 3 times a day for BP, hald if SAF <1410 or
DEF ,60 or HR <60,

-Hydralazine was scheduled at 8:00am, 2:00pm,
and 8:00pm.

-Hydralazine was documented as administered
from 07/01/26 - 07/09/25 (8:00am).

Observation of Resident #17's medications on
hand on 07/09/25 at 12:52pm ravealed:

-There was a supply of Hydralazine 10mg tablets
dispensed on 06H4/25,

~The instructions were to iake 1 tablet 3 fimes a
day for BP, hold f §BP <110 or DBP <60 or HR
<60.

Intgrvigw with the MA on 07/09/25 at 12:53pm
revealad:

-She usually checked the Resident #17's BP prior
to administering the Rydralazine.

«Thig marning, G7/09/25, she was in a hurry and
moving too fast with the medication pass
because she was late getting to work that
morning.

-Resident #17°s BF usually ran high,

Interiew with Resldent #17 on 07/09/25 at
12:46pm revealed:

~iTiG WMAG CHOTRED ReT Uiaol praasuis Svary day.
-They sometimes checked it before she got her
medications and sometimes It was after she got
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STATE FORM L] SaxXIN it eonlinuation sheet 30 of 83




Aug. 15. 2025 4:20PM

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

No. 3156 P, 42/65

PRINTEN: NT/9819008
FORM APPROVED

{X1) PROVIDERISUPPLIERICLIA
IDENTIFIGATION NUMBER:

HALO47015

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING:! COMPLETED

B. WING

R

07/11/2025

NAME OF PROVIDER OR SUPFLIER
SPRING ARBOR QF SAND HILLS

STREET ADDRESS, CITY, STATE, 2IP GODE

8398 FAYETTEVILLE ROAD

RAEFORD, NG 28376

(x4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

IC
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 5)
(EACH CORRECTIVE ACTION BHOULD BE COMPLETE
CROBE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

D358

Continued From page 39
her medications,

Interview with the Special Care Diractor {8CDjon
Q7108125 at 1:34pm revealed:

~The MAs had been trained to raad the eMAR
and madication labals and administer the
medications as ordered.

~The MAs should check Resident #17's BP and
HR prior to administaring Hydralazine io
determine if it should be held.

Interview with the Administrator on 07/08/25 at
1:56pm revealed:;

-The MAs should read the Instructions on the
eMAR and medication label,

~If thera were orders for parameters, Resident
#17's BP and HR should be checked prior to
administering the Hydralazine.

falonbang mtoeaone weth o Misen 1raphhnner
Fhd U LRI A e

-Resident #17's BP and HR should be checked
prior to administering Hydralazine.

-if Hydralazine was adminlistered when the
resident's BP or HR were below the parameters,
it could cause low BP and |ead to dizziness and
falls,

d. Review of Resident #17's primary care provider
(PCP) order dated 05/30/25 revaaled an order for
Lidocalne 5% topical patch, apply 1 patch
toploatly (for fracture of one rib, right slde) one
time each day; remove and discard patch within
12 hours or a= directed, (Lidogaine 5% patch is m
topleal medication used to treat pain.)

Observation of the 8:00am medication pass on
07/08/25 revealed:
-Resident #17 was sitting up on the side of har

D358
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-The medication aide (MA) applied & Lidocalne
5% patch to Resident #17's lower midback at
8:26am.

~The residant did not complain of pain In her
back,

-The MA did nat apply the Lidocaine palch o the
resldent’s right side as ordered,

Raview of Resldent #17's July 2025 alactronic
medication administration record (eMAR)
revealed:

~There was an entry for Lidocaine 5% patch,
apply 1 patch to affected area of right side for
fractured rib once daily for pain; remove old patch
before applying a new patch; on for 12 hours and
off for 12 hours.

-Uidecaine patch was scheduled for 8:00am and
8:00pm (removal),

~Lidoeaine patch was documented as appiled to
the right side at 8:00am from 07/01/25 » 07/08/25.

Observalion of Resident #17's medications on
hand on 07/09/28 at 12:52pm revesied:

-Thera was a box of Lidocalne 5% patches
dlspensed on 06/04/25,

~The inslructions were to apply 1 pateh to
affected area of right side for fractured rib once
daily for pain.

Interview with the MA on 07/08/25 at 12:53pm
ravealed:

-3he usually applied the Lidocaine patch to
Resident #17's loft side or bagk, wherever the
resident complainad of pain the most.

-She had not noticed the Instructions indicaled to
put the Lidocaine patch on the resident's right
side,

H Intanisie with Rocidant #17 an NTNOME aF
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12:46pm revealed:

~8he had pain at times on efther her left or right
slde.

«The MAs sometimes put & paln patch on her
back or gither her left or right side.

~The paln palch usually helpad with her pain.

Interview with the Special Care Director (SCD) on
0/709/25 at 1:34pm revealed:

~The MAs had been Irained to read the sMAR
and medication labels and administer the
medications as orderad.

-Resident #17's Lidocaine patch should be
applied fo the Hght slde and Indlcated in the
inslructions on the eMAR and the medication
label.

-If & MA had questions, the MaA should come to
her or the Special Care Coordinator (SGGC).

Interview with the Administrator on 07/08/28 at
1:58pm revealed:

-The MAs should read the instruations an the
eMAR and medication label.

-Regident #17's Lidocaine patch should be
applied according to the Instructions on the
aMAR, '

Telephone Interview with a Nuree Practitoner
(NP} at Kestioent #1 /7S FUF ONCe ON U/iryes at

12:01pm revealed if Resldent #17's Lidocaine
patch was not appliad 1o the correct lavation, it
could cause the resident pain dus to not reating
{he affacted area.

2. Review of Rasident #15's current FL-2 dated
01/08/25 revesled:

-Diagnoses included hypertension, peripheral
vascylar disease, chronic kidney disease, adema,
end stage renal disease with dialysis,
gasiroesophageal reflux disease, osteoathrltle,
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and history of falls,

~There was an order for Hydralazine 100mg 1
tablet 3 times a day for hypertension, hold of
blood pressure (BP) is loss than (<) 120/60.
{Hytiralazine lowers blood pressure.)

Review of Resldont #15's June 2025 electronie
medication administration record (sMAR)
revealad:

-There was an entry for Hydralazine 100mg 1
tablet 3 tmes dally for hypertension, hold for BR <
120/60,

-Hydralazing was scheduled for administration at
8:00am, 2:00pm, and 8:00pm.

«Hydralazine was documented as administered 3
times daily from 06/04/25 - 08/30/25,

-Thera was no space designated with the entry
far Hydralazine to document the resident's BP,
-There was an entry under the "Vitals" seclion of
the eMAR for BP with scheduled imes of 8:00am
and 2:00pm.

~There was only one BP documanted at 2:00pm
from 06/01/25 - 06/30/25 which was 123/63 on
06/14/25,

-The resident's BP was documented daily at
8:00am and ranged from 121/59 - 196/87.

-Thera was no docurnentation of {he resident's
BP being chacked prior lo the adminlstration of
Hydralazine at 2:00pm and 8:00pm from 06/01/25
- 08/30/25, except for one BP check at 2:00pm on
06/14/25,

-It could not be determined if Hydralazine should
have been held when the BP was not checked at
2:00pm and 8:00pm.

Review of Residant #15's July 2025 eMAR
revealed:

~There was ah enfry for Hydralazing 100mg 1
tablet 3 times daily for hypertension, hold for BF <
120/60,
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-Hydralazine was scheduled for administration at
8:00am, 2:00pm, and 8:00pm.

-Hydralazine was documented as administered 3
times daily from 07/01/25 - 07/09/25 at 8:00am.
-There was no space designated with the enlry
for Hydralazine to document the resident's BP,
-There was an entry under the “Vitals" section of
the eMAR for BP with a scheduled time of
8:00am.

-There was no schaduled BP check for 2:00pm or
B:00pm.

~The resident's BP was documened at 8:00am
and ranged from 132/93 - 197/69 from 87/01/25 -
07109425,

~There was no documentation of the resident’s
B being checked prior to the adminlstration of
Hydralazine at 2:00pm and 8:00pm from 07/01/25
- 07/08/25,

«It could not be determined if Hydralazine should
have been held when the BP was not checked at

2:00pm and &:00pm,

Interview with a medication alde (MA) on
07/09/25 at 1:06pm revealsd:

-She usually workad first shift,

-She usually checked Resldant #15's BP when it
popptd up On e eMAR [0 be dhecked af
8:00arn,

-Sometimes she checked the rasident's BP
before she administered the resident's
medications and somelimes after,

-She had not naticad the instructions to hold the
Hydralazine based on the resident's BP,

~She did not recall anything POpPRINg up on the
eMAR at 2:00pm to check the restdent's BP,

interview with Resident #15 on 07/10/25 at
B5:15pm revealed:

-She received medieations for high BP.
-Her BP was usually checked by staff at the
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dialysis contar 3 tmes 2 week.
-She wag not sure how aften faclity staff usualiy
checked her BP,
-Her BP usually ran “pretty good” as far as she
knew,
Interview wilh the Resldent Care Coardinator
{(RCC) on 07/09/25 ai 1:50pm revealed:
~The MAs should check Resident #15's BP prior t
& admilnlstorng snch doss of Mydmlaming,

-The BP should be checked and documentad 3
UMes & dry for i wdnioisiaton of riyd giaging
onthe eMARs,

-8he was not aware Resident #15's BP wags not
DRING GHIGUREG 2id UUGU enited i v e
adminlstration of Hydralazine at 2:00pm and
8:00pin.

-The pharmacy entered arders Into the eMAR
system.

Telephone Interview with a pharmacist 2t the
facility's contracied pharmacy on 07/10/25 at
3:57pm revealed:

~The pharmacy staff ypically entered orders into
the eMAR system, Including hours of
administration.

-It appsared thera had been some problems with
haurs of administration in the facliity's eMAR
system.

~The facilily was supposed to review and approve
WIUEID Wi 0 U1e widior by sl

~The facllity could have rejected the Hydralazine
entry and let the pharmacy know )t heedad 1o be
fixad or the facility could have flxed It on thair ond,

Interview with the faclity's Director of Quality and
Education / Registered Nurse (RN) on 07/08/25

| at 1:46pm ravealed:

{ -The pharmacy ususlly entered orders Into the

| eMAR syster,
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The Residont Core Biroatar {RC, Rce,
Special Care Director (SCDY, and Special Cara
Coordinator (SCC) had access to enter orders
into the eMAR system, and they were also
responsible for verifying all orders prior to the
arders becorning active In the sMAR systom.
=The order for Resident #15's Hydralazine should
have been chacked to make sure it was set up
correctly In the system to includa a space for the
resldent's BP to be documented for the
administration of Hydralazine.

-They could not locate any documentation of
Resident #15's BP being checked at 2:00pm or
8:00pm.

-Resident #15's BP should have been checked
prior to administering Hydraiazine to determine if
the medication should have been held,

Telephone interview with a Nursa Praclitioner
{NF) at Resident #15's PCP office on 07/11/25 at
12:0%pm revealed:

-Resident #15 toak a few medications for high
blood prassurs.

-The resldent's BP needed to be checked before
administering Hydralazine o determine if the
medication needed to be administered or held.
-Adminlstering Hydralazine when the resident's
BP was below the ordered parameter could
cause the resident's blood pressure to be too low
which could cause dizziness and falls.

3. Review of Resident #17's current FL-2 dated
05/12/25 revealed diagnoses included

mieme ool o e e b e Rl Lol DRy yeRapRe | 1
Alzhizimers doments, Ses 2 disbatos FRamiLG,

osteoarthritis of the kness, and hypetlipidemia,

Review of Resident #17's primary care provider
{PCP) order dated 05/30/25 revealad an order for
Hydralazine 10mg 1 tablet 3 imes a day, hold if
systolic blood pressure (SBP) Is legs than (<) 110

D 45a
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or diastolic blood pressure (DBP) is <60 and/or
heart rate (HR) is <60. (Hydralazine is used to
lower blood pressura.)

Review of Resident #17'g July 2025 elactronic
medication administration record {eMAR)
revealed:

There was an entry for Hydralazine 10myg take 1
tablet 3 times a day for BP, hold If SBP <110 or
DBP <60 or HR <60,

~Hydralazine was scheduled at 8:00am, 2:00pm,
and 8:00pm.

-Hydralazine was documenled as administered 3
times a day from 07/01/25 - 07/08/25 (8:00am).
«There was no spaces for BP or HR to bs
documented with the Hydralazine entry.

~There was an entry in the "Vitals" section of the
eMAR for BF dally at 8:00am.

-Tha resident's BP was documented as being
checked daily at 8:00am from 07/01/25 - 07/00/25
and ranged from 123/75 - 166/82 but there were
na HR¥ documentad,

=There were no BP checks documentad for
200 =r :00Em,

-There were no HR checks documented at
8:00am, 2:00pm, or 8:00pm.

-It could not be determined If Resldent #15's
Hydralazing should have been held ot
administered without BP and HR being checked.

Obsarvation of Rasident #17's medieations on
hand on 07/09/26 at 12:52pm revealed:

~There was a supply of Hydralazine 10mg tablets
dispenzed an 08MA/28.

-The instructions were o take 1 tablet 3 times a
day for BP, hold if $BP <110 or DBP <80 or HR
<60,

intarview with a medication alde (MA) on
07/09/25 at 12:63pm revealed:
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-Bhe usually checked the Resideni #17's BP prior
to adminiztering the Hydralazine i tha mornings.
~The HR was alsc noted on the electronic BP
machine when the resident's BP was chesked.
~The resldent's BF usually ren high.

-Bhe usually checked the resldent's BP when it
appeared on the eMAR. |

-She did not recall cheoking the resident's BP or
HR other than during the 8:00am medication
pass because she did not recall 8 specific eniry
popping up on the eMAR to check it and
document it at any other time,

interview with Resident #17 on 07/09/25 at
12:48pm revealed:
=The MAs checked her blood pressura svery day,

B R T pv By DI I T Ao Foretelietotdl i Tote
PRIMY SAL vermi s e Wil 1L e G s Jas 1 eT

medications and somatimes it was after she got
her medications.

interview with the Spacial Care Dlte_r.‘:tor {SCD)on
07109125 at 1:34pm revaaled:

-The MAs had been frained o read the eMARS
and medication labels and administer the
madications as orderad.

-The MAs should cheok Resident #17's BP and
HR prior to administering Mydralazine at each
tima it was scheduled to datermine if It should be
held,

~If there were any questions about the eMARs,
tha MAs should nolify her or the Spacial Care
Coordinator (SGC),

Intervlew with the Administrator on 07/09/25 at
1:58pm revealed:
-The MAs shauld read the Instructions on (he

ARIAFE o vn o slimedine bl
AT BN AN AR N W M ARAVIARL ¢ SRS R re

«If there were orders for parameters, Resident
#17'= BP and HR should be checked prior to
administering the Hydralazine,
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Intarview with the faciity's Diractor of Quality and
Educalion / Registered Nurse (RN) on 07/00/25
at 1:46pm revealed:

~The pharmacy usually entered orders into tha
aMAR systam.

-The Rasident Care Director (RCD), Resident
Care Coordinalor (RCG), SCD, and SCC had
access ko enter orders into the eMAR system,
and they were aisa responsible for verifying all
orders priot to the orders becoming active in the
eMAR sysiem,

-The order for Resident #17's Hydratazine should
hava baan chackad to make sure it was set up
carrectly In the system to include a space for the
resident's BP and HR to be documented for the .
administration of Hydralazine.

~She could not locate any documentation of
Resident #17's BP and HR being checked at
2:00pm or 8:00pm.

-Resident #17's BP and HR shauld have been
checked prior to administering Hydralazine to
determine If the medication should have besn
haid.

Telephone interview with & Nurse Practiioner
(NF) at Resldent #17's PCP office on 07/11/25 at
12:01pm revealed:

-Resident #17's BP and HR should be checked
prior to adminlstering Hydralazing.

-If Hydralazine was administered when the
resident's BP or HR were below the parameters,
It could causa low BP and lead 1o dizziness and
falls.

4, Review of Resident #5's current FL-2 datad
06/03/25 rovaaied:

-Diagnoses Included cardiac arrest and vascular
dementla.

-There was an erder for Carvadilol 25mg 1 tablet
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2 fimes a day with meals, hold for systolic biood

pressure (SBP) less than or equal to (<} 100 and
heart rate (MR) <55, (Carvedilal is used to lower i
BP and HR.)

Review of Resident #3's May 2025 electronic
medication administration record (sMAR)
revealed:

-There was an entry for Carvedllo] 25mg take 1 |
tablet 2 times a day with meals, held for SBP

<100 and HR <58,
=Gt veiilvi was suhisuuiod oi G.00am ot
8:00pm.

~Carvedllo} was documented as administered 2
times a day from 05/01/25 - 05/31/25,

-Thera was no space for BP or HR to be
documented with the Carvedilol entry,

«There was an entry In the "Vitals” soction of the
aMAR for BP at 8:00am.

-The residenl's BP was documented ag being
chiecked one day on 05/11/25 at 8:00am and was
128/80 and the HR was 68,

-There were no other BP checks documentad at
8:00am or B:00pm,

=Thete were no other HR checks documented &t
8:00am or 8:00pm.

-It could not be determined i Resident #5's
Carvedilol should have been held or administerad
without BP and HR being checked.

Review of Residant #5's June 2025 eMAR
revealed:

~There was an eniry for Carvedilol 25mg take 1
toblet 2 imes a day with meals, hold for SBP
<100 and HR <55,

-Carvediiol was scheduled at 8:00am and
8:00pm.

-Carvedilol was documenitad as administered 2
UGS o day from COMOAI0E  DSA0NE nunant on I l

06/12/25 and 06/25/25 at 8:00pm with no reason
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noted.

-There was na spacs for BP or HR to be
documented with the Carvedfiol eniry,

~There were no BP or HR checks documented at
8:00am or 8:00pm.,

-It could not be determined i Resident #5's
Carvadilol should have been held or administered
without BP and HR being checked.

Review of Resident #5's July 2025 eMAR
revealed:

~There was an entry for Carvedliol 25mg take 1
tablet 2 times a day with meals, hold for SBE
<100 and HR <55,

-Garvedilol was scheduled at 8:00am and
8:00pm.

-Carvedllol was documented as administered 2
timas a day from 07/01/25 - Q7/07/25,

~There was na space for BP or HR 1o be
documented with the Carvedilol enfry,

«There were no BP or HR checks documentad at
&:00am or 8:00pm,

-t could not be determined if Resident #5's
Corvadial shaudd hovs baaw hald ae adminintaead
without B8 and UB kains nhaslind,

Cbservation of Resldent #5's medications on
hand on 07/10/25 at 11:26am revealed:

-There was a supply of Garvedilol 25mg tablets
dispensad on 06/11/26 with 4 of 30 tablats
remalning.

~There was a supply of Carvedilol 25mg tablets
dispensed on 07/02/25 with 17 of 22 tablets
remalning,

~The insbructions were to take 1 tablet 2 times a
day, hold for SBP <100 and HR <55.

interview with a medioation aide (MA) on
07110425 at 11:18am revealed:
-A block dld not always pop up on the eMAR to
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check Resldent #5's BP and HR.

-She usually tried fo check the realdent's BF and

HR prior to administaring the Carvedilol,

-Ifhe block ponpad up with tha Carvedil! antry,

she would document the BP and HR In the vifal

Signe sogtion of the aMAR when cha cherkad i,

-She did not know why there were no BPs or HRs
documented on the eMARS for Resident #4,

Interview with Resident #5 on 07/11/25 at
11:44am revealed:

~The MAs checked her biood pressure, but she
could not say how oftan,

-She denled any current symptoms of high or low
BP,

Talsphone intarview with a pharmacist at the
facllity's contracted pharmacy on 07/10/25 at
3:57pm revealed:

~The pharmacy staff typically entered arders inty
the eMAR system, including hours of
admintstration,

-t appeared there had been some problems with
hours of administralion in the faciily's eMAR
system,

-She could see blooks for Restdent #5's BF and
HR 1o be checked and documented on the eMAR
for the pharmacy's eMAR system but not an the
facllity's sMAR system,

~The facllity was supposed to review and approve
arders prior {o the ordar bacoming active.

-The facility could have rejected the Carvedilal
entry and let the pharmacy know It needed to be
corrected or the fadllity could have corrected it on
their end,

interview with the Speclal Care Coordinator
(SCC) on 0THM0/25 at 4:28pm revealed:

-8he cauld not locate BPs or HRz on the eMARSs
for Resident #5's Carvadilal.
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«She 2nd the Special Care Directar {8CDY,
Resident Cara Director (RGD), and Residant
Care Coordinator (RCC) wera responsible for
checking orders and approving the In the eMAR
system,

-She usislly chacked tha aMAR rashhoard daily
for accuracy,

-She had not naticed any problems with Resident
#5's Carvedilol parameter not bsing followsd.
-The fachiity Just started using eMARs in April
2025, so they were sfill learning the eMAR
system.

interview with the faclily's Director of Quailty and
Education / Registered Nurse (RN) on 07/08/25
al 1:46pm ravealed:

-The pharmacy usually antered orders into the
eMAR system,

=The RCD, RCG, SCD, and 306G had access fo
onter orders into the eMAR systam and they ware
algo responsible for verifying all orders prior to
the orders becoming active in the eMAR system,
~Vital signs for medication orders with parameters
should ba checked prior to administaring the
medication and documented on the eMARS.

Telephone intarview with the Clinicat Manager for
Resident #6's hosplce provider on 07/11/25 at
10:56am revealed:

-Resident #5's BP and HR needed to be ata
rartain lovol nrinr tn Conadilng haina
administered.

~The resident could become hypotensive (low BP)
if Carvedilol wag administared when it should
have baen hald,

-Low BP could cause the resident to feal
lightheaded, weak, dizzy, and fatigued.

5. Review of Resident #4's FL-2 datad 11420024
ravealod diagnoses Included Alzhelmer's dlseasa,
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Insomnla, anxlely disorder unspecified, and
hypertensive heart disease,

Review of Resident #4's Transition of Care Visit
Note dated 06/23/25 revealed additional
diagnoses included transient lachemig attack,
osteoarthritis, anemia, hypoprateinemia,
dysphasia, vitamin d deficlency, and vitamin B12
deficiancy,

Review of Resident #4's currant care plan dated
06/17/25 revealed:

-Residant #4 was non-ambulatory and utlized a
getichalr,

-Resident #4 was totally dependent on facility
staff for eating, tolleting, locomotion, bathing,
dressing, personal hygiene, and transfers.

a. Review of Resident #4's After Visit Summary

Boerite o pemcmesines

-Resident #4 was hospitalized from 08/08/25 to
06/18/25 for left and right femur fractures after an
unwilnessed fall at the facliity on 06/06/25 {the
femur is the bone in the thigh).

-Resident #4 had surgery for the left femur
fracture on 06/08/26 and for the right femur
fracture on 08110425,

-Resident #4 started on Enoxaparin In the
hospital (Enoxaparin is a medication used to thin
the blood that prevente blood clotting).

~There was an order for Enoxaparin 30mg/0.3 mL
inject 0.3 mL under the skin one time each day
for 24 days to begin or 06/17/25.

Review of Resident #4's June 2025 elactronic
medication adminisiration record (eMAR)
revealed:

~There was an entry for Enoxaparin 30mg/0.3 mL.
syringes inject 0.3 mL subeutaneously every day
for blood clot prevention for 24 days at 8:00am

D358
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starting on 06/18/25 (subcutanaously means to
inject the medication into the fat under the skin,
typlcally into the skin of the stomach),
-Enoxaparin was documented as administered 12
of 13 opportunitles.

~Enoxaparin was documented as “drug not glven®
on 06/18/25,

Review of Resident #4's July 2025 sMAR
revealad;

-There was an entry for Enoxaparin 30mg/0.3 mL
syringes inject 0.3 mL subcutaneously every day
at 8:00am. :

~The last dose was schaduled to ba adminlstered
on 07M1/25.

~Enoxaparin 30mg/0.3 mL was documented as
administered on 10 out of 10 opportunities,

Qbservation of Resldent #4's medications on
hand on 07/10/25 at 1:20pm revealed:

~There were 6 single dose syringes of Enaxaperin
on the medication cart for Resident #4.

~The pharmacy dispensed 7.2 total mL of
Enoxaparin which was the equlvalent of 24 single
dose syringes on 06/17/25,

~There should have only been 2 syringes left of
Enoxaparin on the medication oart to account for
the inadministered dose on 06/18/25 and the
upcoming 07/11/25 dose.

interview with a medication aide (MA) on
07110125 at 1:30pm revealsd:

-She documented administration of Resident #4's
Enoxaparin dose due at 8:00am that moming,
0710125, but did nat actually adminlster it
because she was told that administration of
Enoxaparin should be performed by a hospice
nirss

-She had administered Enoxaparin multiple fimes
10 Resident #4,
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Interview with & pharmacist from the facility's
contracted pharmacy on 07/10/25 at 2:46pm
revealed;

~Enoxaparin was dispensed for Resident #4 an
08M7/25 with a total quantity of 7.2 mL and the
pharmacist confirmed that 7.2 mL was the
equivalent of 24 doses.

~Resident #4's missing doses of Enoxaparin
could have led to the development of blood clots,

Interview with the Administrator and Director of
Quality and Education on 07/10/25 at 3:40pm
revealed:

-Inltialed medication on the eMAR indicated that
the medicafion was administarad.

*Missed doses of madication and the reason for
the missed dose should be documented on the
eMAR.

«Staff should not documant administration of 8
medication uniess they administered the
medication,

Interview with Resident #4's primary care providsr
(PCP) on 07/10/25 at 4:00pm revesled misslng 5
doses of the ordered 24 doses of Enoxaparin
could have caused a biood clot, stroke, or death
of Resident #4,

b. Review of Resident #4's Physician's Order
Sheat dated 06/30/25 revealed an order for
Sulfamethoxazole! Trimethoprim 400/80my give 1
{ablet by mouth every 12 hours for 1 week
(Sulfamethoxazole/Trimethoprim is & medication
used to breat infection).

Review of Resldent #4's July 2025 electronic
medication administration record (eMAR)
revesaled:

~There was an entry for

i H Saervice Remulalion
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Sulfamethoxazole/ Thmethoprim 400/80mg give 1
tablet by mouth every 12 hours for 7 days at
8;00am and 8:00pm starting on 07/01/25 and
ending with the 8:00pm dose on 07/07/25.
-Suffameﬂwxazolerrrfmthopﬂm was
documented as administarad 14 out of 14
opportunities,

Observation of Resident #4's medications on
hand on 07/10/25 at 1:20pm revealad:

~There were 14 tablats of
Sulfamethoxazole/Trimethoprim 400/80mg
dispensad by the facility's cantracted phamacy
on 06/30/25,

-There were 2 of 14 tablets of
Sulfamethoxazole/Trimethoprim 400/30mg stilf
present on the medication cart,

Telephone Interview with Resident #4' hospice
nurse on 07/08/25 at 3:50pm revesled:

-She visited Resident #4 three times a week to
perform wound care to her Stage If wound on her
sacrum,

-Resident #4's sacral wound was 2 Stage two
pressure ulcer and the size of a fifty-cent pleca,
-She recelved an order for
Sulfamethoxazole/Trimethoprim on 06/30/25 after
nalicing that Residant #4's wound had a foul odor
which Indicated Infaclion.

Interview with a pharmacist from the facifity's

SOTNESISS phamnasy o OTMOMAC G B dtens
revealed:

-Sulfamethoxazole/ Trimethoprim was dispensed
on 08/30/25 in a quantity of 14 tablets.
-Rasident #4's missing doses of
Sulfamethoxazole/Trimethoprim coutd lead o
reoccurrence of infectlon. -

Interview with the facility's Administrator and
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Director of Quality and Education on 07/10/25 st
3:140pm revealed:

-Medicalion aldes (MAs) should have
administered all 14 doses of the
Sulfamethoxazole/ Trimathoprim as ordared.
-MAs should not have decumented administering
the medication if they did not administer it

~MAg were taught ta review the eMAR at the and
of their shift to ensure all medications werg
documented as ordered and could have
potentially documented administration of a
medication they did not give at that review time.

interview with Resldent #4's primary care provider
(PCP) an 07/10/25 at 4:00pm revesled that
missing 2 of the 14 ordered doses of
Sulfamethoxazolemimathopﬁm could have
cauged reocourrence of infection,

The facility failed to administer madications as
orderad to 2 of 4 residents observed during the
medication pass on 07/09/25. Resident £16 did
not receive a full dosage of a madication used 1o
treat constipation dus to the medication aida (MA)
not measuring the dosage cotrectly and the
resident complained of constipation. Resident
#16's ays drops for glaucoma and dry aye
dissase were administered too closs together
causing the eye drops fo run out of the residents
eyes thereby decreasing lhe dosage causing the
eye drops 10 ba less offective. Resident #5,

| Resldent #15, and Resldent #17 had parameters

for blood pressure (BP) and/or heart rate (HR)
that were nof checked priar to administration of
iheir BF imedivations, puting e residearis ai sk
of low blood pressure Including symptoms of
lightheadedness, weakness, dizziness, and
fatigue, Residant #17's Lidocaine patch was
applied to her back instead of har right side for 2
fractured rib putting the resldent at risk of her

D 358
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pain baing unireated. Resident #4 missed 5
doses of an Injectable blood thinner after surgery
which collld have resuited In blood clots, stroke,
and death. Resident#4 missed 2 doses of an
antiblotic for a sacral wound infection which could
have led to & reoccurrence of the wound
infection. The failure of the facility to administer
Medications as orderad put the residents at
substantlal risk of serlous physical ham or death
and constitutes a Type A2 Violation.

The fadllity provided & plan of protection In
accordance with G.S. 1310-34 on 0710/25 for
this violation.

CORRECTION DATE FOR THE TYPE A2
VIO ATION SHALTE NNT EXOFRED Al IGEHST if,

! v v By,
- ] Tﬁe, Cpommulty if“mt‘lﬂ"mtut\f ,

' ‘de responsivle

D 367 10A NCAC 13F .1004 (j) Medication pser| [had mecli ceion ald o E:?

i for eors-Susgenged

10ANCAC 13F 1004 Medication Administration med administration Re- ducation

() The resident's medication administration  rebrouni occurrtd- )

;:lm ;ngR} shall be accurate and include the i 3,\ wiFniin 28-hours.

(1) resident's name; ' . -ﬁ : »P"Ns‘ G ans were. noti ga:\

(2) name of the medicstion or treatment arder; \{ ; o arianctes and

{9) strength and dosage or quantity of medlcation 01: e medicat on Vo

admirdstered; :

{4) Instruotions for administering the medication missin parumréﬁ'ﬂ‘ . '

T - ¢ Mhe. Reaional Quality ond Eddeahion

{5) reason o justification for tha administration of .4l al el Tah s

madications or treatments as neaded (P:;)j an{u NUrse. &"‘ﬂj| oate I

documenting the resulting effect on the resident: 5 ~ o

(6) date and time of adminlstration; [ Oa\ AOLIDWINg Por amci‘- ol

{7) documantation of any omission of L elQn l‘ﬂ'ﬁ'ﬂﬁ- fm’&: Cord _

madications or treatmants and the reason for the : .

omission, including refusals; and, nd med veview WaS (I)ld&(il‘fd
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{8) name or initials of the parson administering
the medication or treatment, I Inltials are used, &
slgnature equivalent ko thase initials is io be
documanted and maintained with the madication
administration record (MAR),

This Rule s not met as svidenced by:

Basad on racord reviews, interviews, and
observations for 1 of 5 sampled residents (#4),
the faclllty did not ensure that the medication
administration record (MAR) was accurate and
included documentation of the omission of
medications, Including the reason for the
omisslon,

The findings are:

Review of Resident #4's FL-2 daied 1 1120124
revealed diagnoses included Alzheimer's disease,
nsomnia, anxiely disorder unspecifled, and
hypertensive heart disease.

Review of Resident #4's Transition of Care Visit
Note dated 06/23/25 revealed additional
dlagnoses Included Iransient ischemic attack,

| osteoarthritis, anemia, hypoprotainemia,
dysphasia, vitamin d deficiency, and vitamin B12
deficlency.

a. Review of Resident #4's After Visit Summary
Note dated 06/16/25 ravealed there was an order
for Enoxaparin 30mg/0.3 mL {Enoxpatin Is &
medication used to thin the blood and prevent
blood clots) inject 0.3 mL. under the skin one time
each day for 24 days to begin an G6/17/26,

Review of Resldent #4's June 2025 electronic
medication administration record (eMAR)

T}

LT

oy Wil vedadation das |
fo Verify that-he oo
Weve, COVIECH On the EMA
ana inCluded ony e
k- weve, odered by the

Pryscion.
* A medrartion Yechnicigrs
were. re-eduaded oOn ruig
A0 Medicihon Nivinisuiion
DY e Phan Cisk on g5,

* Al FI2 were audited 0 Vien
that all orders were,
(orrecty Hranscn’bed

Without OMISBIONS: |

« Rec| Tesignee, witl complete
daily EMPR checksforz. 8[ar/¢s
all Pamm’re!s conecHy

decumented have, been Rl ibwed
Ond -documentzd,
‘A new Fs will e, reviewed _

05+ Mars for anoudncy B
Weekly for weeks or Ly | shpdut

Ly
£2
=)

Division of Hepllts Sarvice Eegdaliun
ETATE FORM

PRt mp‘laﬂcﬁ oot hcd' # cantinyatlon sheat 60 of 43



hug, 1

Division of Health Se

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

5. 2025 4:26PM

ion

No. 3156  P. §3/65

PRINTED: 07/28/2025
FORM APPROVED

{X1) PROVIDERISUPPLIERICUIA
IDENTIFICATION NUMBER:

HALO47815

{X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
A BUILDING:

8 WING

COMPLETED

R

07/11)2025

NAME OF PROVIDER OR SUPPLIER
&PRING ARBOR OF SAND HILLS

STREET ADDRESS, CITY, STATE, ZIP GODE

8398 FAYETTEVILLE ROAD

BABEOBD, MO 20778

(44} 1D
PREFIX
TAG

SUMMARY STATEMENY OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

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

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 367

Continued From page 60

revealad:

-There was an entry for Enoxaparin 30mg/0.3 mL
syringes Inject 0.3 mL subcutanecusly avery day
for blaod clot preventlon for 24 days at 8:00am
starting on 06/18/25 (subcutanesusly means to
inject the medleation into the fat under the skin,
typically into the skin of the stomach),
-Enoxaparin was documented as "drug not given"
on 06/18/265.

~Enoxaparin was documented as administersd 12
out of 13 opporiunities.

Review of Resident #4's July 2025 aMAR
revealad:

-There was an sntry for Enoxagarin 30mg/0.3 mL
SYHNYED MO e 111k Purmmssion Wy Lylry oy
at 8:00am.

~The last dose was scheduled to be administersd
on 07/11/25,

-The medication was documentad as
administered on 10 oul of 11 oppertunities in Juty
2025,

Observation of medications on hand on 07/10/25
at 1:20pm revealed:

~There were 8 single dose syringes of Enoxaparin
oh the medication cart for Resident #4.

«The pharmacy dispensed 7.2 mL which equaled
24 doses on 06/7/25.

interview with & medication aide (MA) on
07/10/25 at 1:30pm revealed:

-She documented administration of Resident #4's
Enoxaparin dose due at 8:00am that maming,
07/10/25, but did nol actually administer it.

~Ghe shouid not have documented administration
of Enoxaparin since she did not adminlster the
madication,

Refer to Interview with the facility's Administrator

D 3e7
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and Director of Quality and Education on
07/10/25 at 3:40pm.

Reler to telaphone interview with Resident #4's
Wimary care provider (PCP) on 07/10/25.

b. Review of Resident #4's Physiclan's Order
Sheet dated 06/30/25 revesled an order for
Sulfamethoxazole/ Trimethoprim 400/80mg give 1
tablat by mouth every 12 hours for 1 week
{Suifamethoxazole/ Trimethoprim Is a medication
that treats infection).

Review of Resident #4's July 2025 electronic
medication administration record (eMAR)
revealed:

~There was an entry for
Sulfemethoxazole/Trimethoprim 400/80mg give 1
tablet by mouth every 12 hours for 7 days at
8:00am and 8:00pm starting on 07/01/25 and
anding with ihe 8:00pm doss on 07/07/25.

-The medication was documented as
administered 14 of 14 opportunities,

Qbservation of medications on hand on 07/10/25
at 1:20pm revealed:

“Thara wiars 14 tahlabs ~f

Sulfamethoxazole/ Trimethoprim

dispensed by the facllity's contracted pharmacy
0Oh 06/30/25.

~There were 2 of 14 tablets of
Sulfamethoxazole/ Trimethoprim 400/80mg stif
present on the medication cart,

Interview with the Administrator and Director of
Quality and Education on 07/10/25 at 3:40pm

ravealad:
-Medication sldes (MAs) were Instructed to

document sccurate administration of medicaltions,

-Iif a medication was omitted, MAs shouid

N AR7
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dosument why the medication was pmitted.
~MAs should not have documentsd adminlstering
a madication If they did not administer i,
Interview with Resident #4's primary care provider
{PGP) on 07/10/25 at 4:00pm revesied:
-Accurate documentation on the eMAR is
important because it reflects the care of the
resident and determines fulure care of the
resident.
-Inaceurate documentation can lead to
complications for residents and changes to a
resident's medication orders that were not
needed or are dangerous for the resident.
Division of Heslth Senvice Raguialion
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