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Training was conducted on 3 separate
| The Adul: Care Licensure Section conducted an ~ | dates and all Med Techs attended,
annual and fellow-up survey on Dates of training were 09/06/18, 09/11/18 and
OBZIB- BRI g 09/14/18 and were conducted by the
I Health and Wellness Director (HWD).
D273 10A NCAC 13F 0902 Ith Car : :
; (b) Health Care pars The HWD reviewed documentation of
T0ANCAC 13F 0802 Health Care orders and treatment for residents.
(b} The facility shall assure referrat ang follow-yp To assist with compliance, daily for one|month,
| to meet the routine and acite health care needs the HWD or designee will review new
i of residents, e .
eorcents orders within 48 hours to verify follow up.
Additional training and or coaching will be
provided to Med Techs as needed as .
. . _ determined by HWD or designee. This Will be
This Rule is not met as gvidenced by: completed by 10/31/2018. This will be reviewed
Based on observations, interviews, and record . :
reviews, the facility failed to assure physician t ©onamonthly basis by AED or designes
; nofification for 1 of 7 residents (#7) observed to insure compiiance.
I during the medication passes regarding not
administering ipratropium-albtere] nebules.
The findings are:
i Review of Resident #7's current FL2 dated
12/21/17 revealed diagnoses inciuded demantia,

hypertension, and rheumatoid artiritis,

l

.l Review of Resident #7's record revealed a

J physician's amder dated 08/23/18 jor
ipratropium-zlbuterpl 0.5 mg-3 mg per 3 milkliters
nebulization soiution, inhale contents of one vigd

| via nebulizer every 6 hours for 7 days.

' (Ipretropium-atbutero! is used to mprove

breathing by dilating airway Dpenings.)

Cbservaticn of the 11:00 am medication pass on |
08/29/18 reveaied: i

/ At 11175 am, Resident #7 was administered one :

| oral medication by the medication aide (MA). | |

L
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<ipratropium-gibuteroi 0.5 mg-3 mg per 3
millilters nebulization solution was not
administered.

Review of Resident #7's August 2018 electronic
medication adminisiration record (eMAR}
revealed:
| ~There was no entry for ipratropium-aibuterol 0.5
mg-3 my per 3 milfliers nebulization solution,
inhale contents of one vial via nebulizer every &
hours for 7 days transcribad on the eMAR.
-lpratropium-albuterol 0.5 mg-3mg per3
milliliters nebulization solufion was not
documented as administerad from 05/23/18 to
08/29/18.

Interview on 08730418 at 8:10 am with the

| Resident Care Coordinator (RCC) revealed:

| -The facility entered the physician orders for
medications into the computer electronic
medication administration record.

-The facilty reieased orders {o show up for
medication aides to administer when the
medication was available, and in the case of
Resident #7°s ipratropium-albuterol nebules, and
when the apparatus for administering the nebuies
‘ was available; however, the nebulizer apparatus
to administer the nebules was not in the facility. |
-There was a computer generated note to the
prescriber (smart note) on 08/25/18 alerting the
prescriber regarding no nebulizer apparatus wasg
available for Resident #7. (The provider
requested corespondence be by smart notes for
quicker response).

~The prescribing Nurse Practitioner (NF) came to
the faciitty every week.

-The RCC decided to wait untii the NP retumed fo
the facility (due 08/30/18) to inform her the
nebulizer was not ordered for Resident #7.

-The RCC did not inform the NP, priorto
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| 0B/28/18, that Resident #7 was rot recefving
| ipratropium-albuters! 0.5 mg-3 mg per 2 miiliiters
nebulization selution as ordered on 08/23/18.

| Telephone interview on 08/29/18 at 3:45 pr with
a representative for the contract phamacy

| revealed:

-The contract phamacy dispensed 30 of the 3 mi

Ipratropium-albuters! nebulzer sclution (nebules)

for Resident #7 on 08/24/18 when *he order was

recedved.

-The contract pharmacy did not supply nebulizer

apparatus to the facility (the facility was

responsible o arrange for a nebulizer from the

facifty's durable medica) equipment provider).

———

Interview on 08/30/18 at 3:35 pm with the Nurse
Practitionar (NP) reveaied:
| -She was contacted on 0B/29/18 by the Health
| and Wellness Director {HWD) regarding Resident
#7's ipratropium-albirtero! nebules not being
administered because the resident did not have a
" nebufzer apparatus.
r -She did not receive information sent by the
| fachity on 08/25/18 regarding needing an order for
| the nebulizer apparatus.
-The ifformation sent by faciitiss was sometimes
reviewed by on-call staff for after hour and
" week-end nofification,
| -The facility had a phone number fo reach the NE
as well as the computer messages. !
-Ifthe facifty had not heard back from the
computer message, they should have calied her
phone and left 2 message,
-She should have been notified Residert #7 did
net recetve medication as ordered.
-She wanted Resident #7 to have the medication
due to thick mucus building up in her chest,
-Resident #7 sl needed the medication to help ;
| clear her chest i
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Interview on 08/31/18 at 11:30 am with the HWD
revealed:

i =The HWD or the RCC would be responsibie fo

assure medications were administered as
ordered, including obtaining Resident #7s
nebulizer apparatus.

~She was not aware Resident #7 was not
recelving ipratropium-sbuterol nebules as
ordered uril 08/26/18 when she was quesiioned
about Resident #7's nebulizing apparatus by the

" RCC.

-She dig not natify the NP until 08/29/18
regarding Resident #7 not receiving
ipratropium-albuterol nebutes when she
requested an order t¢ hold the nebules until
Resident #7 received a nebulizer apparatus.

Interview on 08/31/18 2t 5:00 pm with the
Executive Director {ED) and Assistant Executive
Director (AED) revealed:

! -The RCC and HWD were responsible to assure
. medications were administered as ordered

including obtaining and devices needed for
administration.

-The RCC or HWD would be responsible to notify
the prescriber if a medication was net
administered as ordered.

Basad on observation, interviews, and record
reviews 1t was defermined Resident #7 was not
interviewable,

10A NCAC 13F .0904(2)({1) Nutition and Food
Service

10A NCAC 13F 0804 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care

‘ Homes:

D273

D282

{
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(1) The kitchen, dining and food storage areas
shal! be clean, orderly and protected from
contamination.

This Rule is not met as evidenced by:

Based on observations ang interviews, the facility
failed to assure the kiichen and food storage
areas to include the shelves of a metal slorage
rack, refrigerator and freezer door gaskets and a
rofling can helder were kept clean and protected
from contamination,

The findings are:

Review of the sanitation report dated G1/08/18
revealed:

-There were clean pans stored on rusty shelves
that could not be cleaned and sanitized properly.
-Replacement of the "corroded shelves was
indicated under comective actions.

-The rolling can holder was indicated as not
deaned and nesded to be deaned.

Review of documentation provided by the Dietary
Manager (DM) revealed:

~There was an order placed on 08/29/18 for
twelve new metal shelves,

-There was a refrigeration epaitman scheduleg
on 0B8/30/18 to exarnine the refngerator and
freezer gaskets.

Observations of the feezer on 08/29/1 8al 11:03
am revealed:
" -The freezer had three doors that opened into
| three areas of the fleszer

~There were black stains and evidence of
| tracking along the side and top of the first door
gasket
~There were black stains and evidence of
cracking along the side and top of the middie

—————

Dining Services Coordinator or design
i will conduct a weekly walk-through of
the kitchen to verify cleanliness,
orderliness and protection from
contamination. To assist with compliahce,
AED or designee will review the

to insure plans are in place to address any
issues noted by the inspector. This wi be

on a monthly basis by AED or designes
to insure compliance.

sanitation report within 72 hours of completion

completed by 10/31/2018. This will be|reviewed

—
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door gasket

-There were black stains and evidence of
cracking along the top of the third door gasket
-There were brown stains along the side of the
third deor gasket.

| ~There was condensation above the outside of

| the freezer doors.
1

t
Observations of the refrigerator on 08/29/18 at
| 11:10 am revealed:
| -There were three doors to provide zccess into
the rafrigeratar.
~The gasket on the inside of the first door of the
refigerator was lightly stained with black stains.
-The gasket on the middle door of the refrigerator
was lightly stained with brownish stains along the
top portien.
-There were no significant stins on the third door
of the refrigerator.
-There was condensation above the outside of
the refrigerator doors.

Observations of the dry storege area on 08/29/18
at 11:12 am revealed:

~There was a metal four shelf rack behind the dry
storage area goor.

~The lower two shelves had a layer of rast.

-The lower two shelves wers used to store ciean
sliver mixing bowls, pots, canned beans, boxes of
condimerds, plastic confainer with unused trash
bags, and large plasfic bag of cereal.

-There was a rofling large can hoider beside the
metal four shelf rack.

~There were crumbs and dust on the silver fiat

1 portion of the can holder rack that held the top

] and bottom portons of the can.

|

I Review of the montily dietary cieaning schedule
revezled:

-The can racks were 1o be clezned weekly on
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each Wednesday of the month.
~The refrigerator and freezer wers to be cieaned
weekly on each Wednesday of the month.

Interview with the fead cook on 0B/28/18 &t 11:20
am and 08/30/18 at §:40 am and 4:25 pm
revealed:

~She and the DM were responsible forthe
cleanliness of the kitchen,

-She and a dietary aide who worked second shift
cleaned the kitchen,

~There was a monthly tleaning schedule and
deep cleaning was done on each Woednesday of
the week.

~-She checked to ensure the cieaning was
completed both daily and ance a wesk,

-She checked the sinks, siove, avens, floors, and
food preparafion counters on & daily hasis.

~She checkad the tems on the cleaning schedule
to ensure the zssigned task were complets.

-The last time she completed 2 weekly check was
0B8/22/18.

-She was given the sanitsfion report in January by
the county inspector and she did review the
report

-She gave a copy 1o the Business Dffice Manager
and kept a copy.

-She teld the DM about the items listed on the
sanitafion report.

-She did notice the condensafion above the doors
of the freezer and the refrigerstor.

-She did know about the black stains along the
refrigerator and freezer door gaskets.

~She thought that if the gaskets were sufficiently
scrubbed the black ztains wouid be removed.
-She did nct knew the freezer gaskets were
cracked and appeared o be dry rotted,

-She did know about the dust o the can holder

| rack and that it was dusied on a weskly basis.

! -She did not know the metal rack had two shetves
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which were rusted.
| ~She did know thet the rusied metal shelves was
| noted on the sanfiation Teport, but due to budget
constraints another metal rack was not
purchased right away,

Interview with the DM on 08/26/18 at 1:00 pm and
08/20/18 at 9:45 am revealed:

-He was responsibie for the kitchen at the facility
and another adjacent facility.

-He had given a deaning schedule to the Kitchen
staff

-He checked 1o ensure the assigned tasks on the
cleaning schedule were completed daily and
weekiy.

-He was able to check daiily if his schedule
allowed, based on the events and activities he
was responsible for overseeing for the week.
-The second shift dietary aide and the lead cook
l perionmed the tasks on the dietary cleaning
schedule.

| -He did know about the black angd brown staing
along the refrigerator and freezer door gaskets.
-He had reporied the need for mere gaskets fo
the former maintenance person at the end of May
2018,

-He thought ihe former maintenance person
would determine if he couk? addrass the repair or
if another repair comparry needed to address the
repair.

-The former maintenance person no lenger
worked at the facility and he did not enter & new
work order for the refrigerator and freszer door

gaskets.

[ -He did know about the dust on the can holder

" rack

i -The can holder rack was an kem that needed
cleaning and it was placed on the weekly cleaning
schedule.

-He did know abaut the rusi on the meta) rack

282
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shelves in the dry storage area. r
-This was not addressed after the 01/08118 :
sanitation report because the kitchen stove hood
- had o be repaired and this used the availahie
money in the budget 2t the time for the Kitchen,
. -He expected to order two metal racks at one
frne depending upen the budget for the Kitchen.
-The former maintenznce persen had taken the
metai rack and painted it in February 2018 after
the sanitation report but it rusted again.
~He did not know that the metat rack lower
shetves were rusted again untl 0B/29/18.
-He planned to order a new mets] rack and
request a refrigerater repair man to corme and
examine the door gaskets,

Interview with the Administrator on 08/30/18 at
12:20 pm revealed:

~She visited the kitchen and kitehen staff daily, o
taste fest the food, inguire if the staff need
anything, and determine ¥ thera was anything she !
needed fo address.

-The DM reparted directly to her and sometimes

| the lead cook reported issues to her as well.
-The DM was respansible for the kitchen and
dietary services.

-She did not know about the findings from the
01/08/18 sanftation report.

-The DM I3 her about the refrigerator and
freezer gaskets, dust on the can holder and the
rusty shelves on the metal rack on 08/29/18.
-She expected the Kitchen ang dining atea to be
. clean and dust free.

-The kitchen staff were expacted to follow the
cleaning schedule that was provided to them.
-New shelves were ordered 1o repisce the rusty
shelves in the dry storage area and a refrigerator
; repairman was coming fo examine the
refrigerator and freezer gaskets on 08/30/18 in
the aftermoon. J
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Interview with the refrigerator repairman on
OB/30/18 at 4:20 pm revenied:
-All three door gaskets for the refrigerator and all
i three door gaskets for the freerer needed fo be
| replaced.
| -They were worn and had mold in some spots.
-There was condensation above the doors on the
J refiigerator and freezer because the gaskels
 were N longer efective.
D 338 1DA NCAC 13F .0909 Resident Rights D338

, 10ANCAC 13F 0809 Resident Rights

' An adutt care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be: exercised without hindrance.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed {0 assure 2 resident had 4 ounces of wine
available as ordered by the provider, zs needed
at hour of sleep for Resident #5.

The findings are:
Observation of medications on hand on

08/3072018 at 10:17 am revealed there was no
wine in the locked fridge in the medication room.

| Review of documentation revealed no
; documentztion could be located abeut contacting
!
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: the Responsibie Party (RP) of the resident to
ﬂ provide more wine.

. Review of the July 2018 Medication
Adminisiration Reocord (MAR) of Resident 5
revealed the wine was documented as
administered on 7/20/2018.

| imterview with 2 medication aide on 08/30/2018 &t
10:23 am revesled:
-t had been a while since she had seen wine in
; the fridge, and she could not recall specifics.
f ~She only worked first shift, and the wine was
administered on second shif,

nterview with Resident #5 on 08/30/2018 at
12:20 pm revealed:

-She would like wine every night, but had not had
any for a while since it had been gone.

-She was unable to recall the [ast tima she had
wine.

| -She had asked about it in {he recert past.

! Interview with Executive Director (ED} on
08/30/2018 at 1:02 pm revealed:

-3he expected any missing as needeg
medications for the medication aides to nofify the
phamnacy or family, depending on who supplied
the item.

-5he specified in the case of an as nzeded wine
order the wine was fo be supplied by the family;
therefore, the family had fo be notified.

Telephone interview with Resident #5's RP on
08/30/2018 at 2:17 pm revealed:

-She was unaware the resident was out of wine.
-She had been called in the past by medication
aides when the resident was getiing low on wine.
| -She was unable o recali 3 specific ime she was
; last nofffied, except it had bean quite some time
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D 338} Continued From page 10 D38 |HWD, Health and Welness Director, AED | Associate

Executive Director or designee will condudt weekly
walk through to verify Resident Rights are
being honered and in compliance with rul
area. This will be reviewed menthly to insure
compliance.
On 09/08/18, 09/11/18 and 09/14/18 train
were conducted with all of the Med Techs
by the HWD, which addressed
the noted deficiency. All Med Techs attented this
meeting. Additional training will
be offered as appropriate as determined
by the AED or HWD or their designee. This will be
reviewed on a monthly basis by AED cr designee
to insure compliance.

ngs

i
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ago.
- ATamily member had several botfies delivereg
in April 2018,

Interview with Health & Wellness Director on
08/30/2018 at 3:05 pm revealed;

I -She was not aware that the wine supply was
| erapty.

-She expecied the medication aiges to nofify the
Residents RP when more wine was needed and

1 document in the shift notes the rotification.

Interview with another medication aide on
0B/30/2018 at 3:35 pm revealed:

-She worked second shift when the as needed
wine order was o be sdministered, .
-When something from the MAR is empty and the
family brings in a supgly she lets her supervisors
{Associate Bxecutive Director or Health &
Weliness Director) know and records it in the 24
hour shift note.

-Last week there was no wine left; then stated “ist

: me correct that there was 2 litle bit left and | let
- the 3rd shift medication aide know there was only

= [iitle Jeft”
-When shown that the wihe had net been
documented as given on the August 2018 MAR

| she said "l documented the way | was trained. |
i don't know why it's not on there."

Interview with Assaciate Executive Direcior on
08/30/2018 at 3:55 pm revealed:

-She was aware that Resident #5 had an as
needed wine order.

-She expected the medication aide fo contact the
family and let the Health & Wellness Director
know she had contacted the family.
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D 358] 10A NCAC 13F - 1004(z) Medication D358 b
i Administration Training of all Med Techs was completed
. over 3 days on 09/09/18, 09/11/18 and
i TOANCAC 13F .1004 Medication Administration 09/14/18 by the HWD who reviewed
{ i
| (&) An acuit care home shall assure that the ‘Medication administration and
; breparation and administration of medications, ; : i i
F prescription and aon-prascription, and treatments dlabet‘es education. To EI.SSIS'[ W!Fh
| by staffare in accordance with: compliance, HWD or designee will
(1} orders by a licensed prescribing practiioner observe two med passes a week, for one
" which are maintained in the resident’s record; and month to verify compliance. Additional
(2) ties in this Section and the facilty's poicies training or coaching will be provided to
and procedures, 4 .
med tech as determined appropriate by
the HWD or designee. HWD or designee
2 ) will run and review the administration of
“'sgg;gx%gﬁ =5 svidenced by: medications repert daily for thirty (30) days,
then weekly thereafter. The HWD or designes
: Based on observations, interviews, and record will provide additional training. The ED or
reviews, the facilfty failed to assure medications designee will monitor reports ran by HWIJ to
were administered as ordered for 2 of 7 residents verify compliance for one month. This will be
(Residents #6 and #7) observed during the leted by 10/31/18. Thi il b idwied
medication passes incuding ermors with completed by : - 1S will be revie
ipratropium-albuterol nebules (#7) and citalopram on a menthly basis by AED or designee |
{#6). and 1 of 5 sampled residants for record to insure compliance.
review (Resident #3) Incluging errors with
Humalog insulin adgministration.
The findings are:;
1. The medication error raie was 8% as
evidenced by 2 erors out of 25 opportunities
observed during the medication passes on
08/28/18 &t 11:15 am and 08/30/18 =t 8:04 am.
a. Review of Resident #7's current FL? dated
t2/21/17 revealed diagnoses included dementia, |
| hyperiension, and rheumatoid arthritis.
! Review of Resident #7's record revezsled a
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physician's order dated 08/23/18 for
ipratropium-albutero! 0.5 mg-3 mg per 3 milliliters
nebutization salution, inhale contents of one vial
via nebulizer every § hours for 7 days.
(Ipratropium-albutero! is used to improve
breathing by diiafing airway openings.)

! Observation of the 11:00 am medication pass on

08/29/18 revealed:

-At 11:15 am, Resident #7 was administered one

orai medication by the medication aide (MA).

| -lpratropium-albuterol 0.5 mg-3 mg per 3

milliliters nebulizaticn solulion was not
administered,

Review of Resident #7's August 2018 electronic

medication admirstration record (eMAR)

| revealed:

-There was no entry for ipratropturm-albuters! 0.5
mg-3 mg per 3 milliliters nebulzation solution,
inhale contents of one vial via nebulizer every §
hours for 7 days transcribed on the eMAR.
pratropium-albuterol 0.5 mg-3 mg per 3
milliliters nebulzation solution was not
decumented as administered from 08/23718 1o
03/29/18.

Review of Resident #7's medication on hand for
administration on 08/29/18 at 3:00 pm revealed a
box of 30 of 3 milliiiter vials dispensed on
08/24/18 with 20 viais remaining.

" Review of documentation for Resident #7

revealed a computer message was sent ta the

i prescriber on 08/25/18 regarging a nebulizer

apparatus was not available for Residert #7 fo
administer the iprafropium-albuterol nebules.

imterview on 0872818 at 3:35 pm with the

Resident Care Coordinator (RCC) revealed:

4] 0 } SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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-The facility entered the physician orders for
, medications into the computer electronic
medication administration record.
| -The facility fexed the physicians' orders 1o the
' phamacy.
-The facility released orders to show up for
medication aides o administar when the
medication was available, znd in the case of
Resident #7's ipratropium-albtere nebules, and
when the apparatus for administering the nebuies
was avallable; however, the nebulizer apparatus
o admimster the nebules was not in the faciiity.

Telephone interview on 08/29/18 at 3:45 pm with

a representative for the condract pharmacy

revealed:

-The contract phemeacy did not generate the

eMARs for the faciiity.

-The contract pharmecy entered orders sent by

the faciiity or prescriber into the phammacy

computer system for bullding a medication profile

for the residents.

-The confract pharmacy's computer system did

: not completely interface with the facility's
computer system, thersfore the facilify's siaff was

| responsible to review the residents’ orders and

. release the orders in order for them to appear for

i the medication aides to know what to administer.

' -The confract pharmacy dispensed medications

| for residents bzsed on the orders received for

residenfs. .

-The contract phamacy dispensed 30 of the 3 ml

ipratropium-zlbuterol nebulizer sciuion (nebules)

| for Residert #7 on 0B/24/18 when the order was

| recenved.

E -The contract phamacy did not supply nebufizer

| apparatus to the facifity {the facility was

responsible to arrange for a nebulizer from the
facility’s durable medical equipment provider),
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Interview on 0B/30/18 at 1-40 pm with the

; medication aide (MA) administering Resident #7's
medications on 08/29/18 at 11:15 am revealed:

i ~She administered medications acconding o the

| eMAR.

) -She did not know Resident 27 had an order for

; ipratropium-albutero! nebules because the order
did not appear on the eMAR.
-Efther the RCC, the Health and Wellness
Directer (HWD), or the MA on duty when the
order was received could enter orders in the
facility' eMAR system, however the order had to
be approved and released before it showed up for

! MA staff to administer. The RCC or the HwWD

]‘ routinely approved and released orders..

Interview on 08/30/18 at 3:35 pm with the Nurse

| Pracfitioner (NP) reveaied:

| -She was contacted on 08/29/18 by the HWD

. regarding Resident #7's lpratropium-albutero!

‘ nebules not being administered because the

| resident did not have a nebulizer apparatus,

]’ -She did not receive Information sent by the

|

: facilty on OB/25/18 regarding an order for the

! nebuiirer apparatus,

| She wanted Resider: #7 to have the medication
i due to thick mucus building up in her chest, .

i -Resident #7 still nesded the medication to heip
clear her chest,

! Interview on 08/31/18 at 11°:30 am with the HwWD
| revealed:

-The HWD or the RCC would be responsibie to
assure medications were administered as

i ordered.

-The facility did not have a system in piace to
routinely audi the eMARs compared to the
nhysicians' orders for aceuracy.

-She was not aware Residert #7 was not
recening ipratropium-albuterol nebules as

-
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crdered untll D8/29/18 when she waz questioned
' about Resident #7's nebulizing a2pparatus by the
! RCC.

‘ Based on abservations, interview, and record

| reviews it was determined Resident #7 was not
[ Interviewable.

! b. Review of Residert #8's current F1.2 dateq
11/01/117 revealed:

-Diagneses included dementia with behavioral

; disturbance, and benign essential hyperfension
-There was an order for Celexa 10 mg daily,
(Celexa is used to treat depression).

Review of Resident #6's record revealed 2
physician's order dated 07/18/18 for Celexa 10
mg one and one-hzlf mblets (15 rg) every
moming.

) Otservation of the 8:00 am meadication pass on
08/30/18 revealad:

-The medication aide (MA) reviewed the
electrone medication administration record
{eMAR) computer screen, and prepared
medications for Resident #6.

-At 5:04 am am, Resident #6 was adminisiered
. seven oral medications by the medication aide
(MA).

-Resident #6 received one-half tablet of Celexs
10 my.

f Interview on 08/30/18 at 9:0% am with the MA
J revealed:

" 1 -She had prepared all the oral medications due

i for Resident #6 at this time.

-She dlicked on the medications as adminisiered
and the computer marked the medications as
administered.
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Review of Resident #6's August 2018 eMAR
revealed:

~Citatopram (generic for Celexa) 10 mg give 1.5
tabiets pne time daily for depression, total of 15
mg daily was listed on the aMAR.

-The medicatior was scheduled for administration
at 8:00 am dally.

i -Citziopram 10 mg give 1.5 tablets one time daity
! was dotumenied as administered on G8/30/18 at
| 8:00 am.

Observaiion of Resident #5's citalopram on hang
i for administration on 08/30/18 at 12:45 om
revezied:

~There was 3 bingo card of citalopram 10 mg
one-hali tablet in the bubbles dispensed on
08/27/18 for 30 fablets with 28 fehiets remaining,
-There was a bingo card of ciaicpram 10 mg one
: tablet in the bubbies dispensed on 08/27/18 for !
| 30 tablets with 30 tablets remaining,

-Thera was no additional citalopram 10 mg
availzable for administration for Resident #5.

Interview on 08/30/18 at 12:45 am with the Ma,
revealed:

~Ehe was training a new medication aide in
addiijon to being ohserved for medication
administration cn 08/30/18.

-Resident #5 had a bingo card with one
citaloprarm 10 my in the bubble, and another
binge card with cne-half tablet in the bubble,
~She had shown the MA she was training both of
the cards prior to the medication pass
observation.

-She overlooked administering a half fablet from
the one card and a whole tablet from the other
card whan she was being observed.

~She documented the administration of 1.5
tablets when she clicked on the eMAR
administration.
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-3he would notify Resident #5's physician for not
admiristering 10 mg of citaleprarn and request to
administer the dose late.

Interview on 08/30/18 at 12:45 pm with the Health

and Wellness Director (HWD) revezled:

' -Medication aides shouid administered f
medications as ordered on the eMARs. '

i -The MAs should read the orders completely

| before documentation of administation.

| She.would contact Resident #6's mental heatth

' Nurse Practitioner (NP) for information regarding

{ the administration of the additional 10 mg of
citalopram (perhaps there was still me for today

i butlate).

" ~The MA overlooked the additionsi card of

‘ citalopram.

{nterview on OB/30/18 at 2:30 pm with Resident

! #6's mental health NP revealed:

1 -She would expect the facility to administer ‘

| medications as ordered. ;

. -The faclity notified her via computer notes

| around 12:30 pm on 08/20/18 that Resident #5

. had only received 5 mg of citalopram af g:04 am;
she authorized the administration of the 10 mg ;

I around 2:15 pm. :

’ -The resident should not experience any

i medication side effects since the medication was

‘ administered close enough to the scheduled dose

' on the same day.

| Interview on 08/31/18 at 5:00 pm with the

| Executive Director (ED) and Assistant Execuiive

| Director (AED) revesled:

i -The RCC and HWD were responsible for
assuring medications were administered as
crdered.

-The ED and the AED did not knaow residers
were not recening medications as ordered.

Division of Health Service Regulation

STATE FORM saee MOHN IF eortinuation sheet 19 of 29




PRINTED: 08/21/2018

o ‘ - ) FORM APP
Division of Health Service Requlation nrrove
STATEMENT CF DEFICIENCIES (X1} PROVIDER/SUPPLIER: 2 RVEY
AN PLAN OF CORRECTION . DENTIFJCATION N&!Mé(é-:s P, ?;ﬁjiu_i consmmucnon OG)ESLEPS;ED
HALD410633 B. NG 5
DB/31/2018
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, $TATE, nP o0DE
BROCKDALE HIGH POINT NORTH 1554 SKEET CLUS ROAD
HIGH POINT, NC 27265
04 1D SUMMARY STATEMENT OF DEFICIENCIES i I PROVIDER'S PLAN B2
PREFTX, (EACH DEFICIENCY MUST RE PRECEDED BY FuLL fiaggmx (EACH CORRECHL\?ENAUH((;}%R;{EC[);ITL%NBE l couotg?ae
Ta | REGULATORY CR LSC (DENTIFYING INFORMATIGHN) | TAG CROSS-REFERENCED TO THE APFROPRIATE ‘ DATE
: DEFICIENGY)
) J
D 358'{ Continued From page 19 f

2. Review of Resident #3's current FL2 dated
08/01/18 revealed:

-Diagnoses ncluded dementia, type 2 diabetes,
hypertension, and anemia.

-There was an order for Lantus (fong acting)
insulin 55 units (subcutaneously) at bedtime.
-There was an order for Humalog (rapid acfing
insuiin) KwikPen insulin.

Review of Resident #3's Resident Register
revealed an adimission date of 08/02/18.

| Review of Residant #3's record revealed orders

_ from Resideni #3's Endocrinology Nurse

| Practitioner (NP) dated 08/02/18 and 08/03/18 for
Humalog KwikPen inject info the skin 3 fimes

) daily. inject 10 units with breakiast and lurch,

‘ plus 2-10 units per siiding scate {> 300 ada 10

* units). Inject 12 uniis with supper, plus 2-10 units
| per sliding scale (> 300 add 10 units).

: Continued review of Resident #3's record

revealed 2n order from the facility dated 08/06/18

faxed o the NP as follows:

-"Please review, sign, and retum sliding scale

order. DHHS requires parameters for when 1o

notify the MD™.

-"Humalog KwikPen. Injact 10 units with breakfast

and lunch. If FSBS (fingarstick blood sugar) ~

[higher than sp] 300-400 add 10 units, Injact 12

enits with supper. If FSBS » 300400 add 10

units." Contact MD i FSBS lower than 80 or

higher than 400.

-The arder was not signed.

~There was a physician's order dated 08/25/18 for

Humalog KwikPen insulin, discontinue sliding

scade insulin, and inject 10 units subcutaneously

| (SQ) with braakfast and lunch, and 12 units at
supper. (No sliding scale insulin was documerted

Dass ’

|

|
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as administered after 08/29/18).

8. Review of Rasjdent #3's August 2018
eleclronic medicetion administratian record
(eMAR) revealed:

| ~An entry for Humalog KwikPen insulin inject 10

i unfts subcutansecusly two times a day related to

‘ Type 2 Diabetes Mellitus, inject ) units
subcutaneously at breakfast and at lunch was

‘ preprirted on the eMAR and scheduled for 800

i am and 12:00 noon.

I -An entry for Humalog KwikPan nsutin inject 12

| units suboutaneously one time 2 day related to

| Type 2 Diabetes Mellitus, inject 12 units
subcutaneously at dinner was preprinted on the

T eMAR and scheduled for 5:00 pm (1700),

i -There was a separste entry preprinted on the

| eMAR for Humalog KwikPer Insulin Inject as per

l sliding scale if 301400+ =10 units. 407+ = 10

| units if FSBS is ever 400 give additional 10 units

’ and notify MD preprinted for each fime 8:00 am,
12:00 noon, and 5:00 pm daily.

| -There was an entry for FSBS 3 fimes a day

| before meals. Notify MD f FSBS is under 80 or

: over 400 was preprinted on the eMAR with Smes

| of documentation listed at 6:30 am (changed to

7:30 am 08/18/18), 11:30 am, and 4:30 pm daily.

Continued review of Resident #3's August 2018
eMAR revealed:

~There were 87 opportunities for FSBS checks
from 08/03/18 to 08/31/18 and 87 opportunities
for scheduled Humalog KwikPen insulin
injections.

~There were 10 doses of scheduled Humalog
insulin not documented as administered; 4 doses
at 8:00 am (8/8/18, 08/16/18, DB/24/18, and
08/27/18) and 5 deses at 12:00 noon {08/13/18,
08/19/18, 08/24/18, O8/27/18 and 08/28/1 8y, and
4 one dese (0B/07/18) at 5:00 pm.
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! ﬁThe‘re were two doses of Humalog insulin

| documented as heid at 12:00 noon per comparny
| policy for a ow FSBS value of 58 on 08/9/18 at
11:30 am, and a low FSBS value of 54 on
08/28/18 at 11:30 am.

-There were 2 opportunities when FSBS value
were greater than 400 and i could net be
determined the amount of sliging scale insulin
that should have been administered as Tollows:
On 08/20/18 at 4:30 pm FSBS was 5085 and 10
unis of Humalog sliding scale msulin was
documented administered 2t 5:00 am, and on
08/21/18 af 4:30 pm FSBS was 417 and 10 units
of Humalog shiding scale insulin was documented
administerad at 5:00 pm

Interview on 08/31/18 at 11:30 am with the Healih
and Weliness Director MWD) revealed:

~She did not know medication aides were not
administering Resident #3's scheduled Humalog
insulin as scheduled. .

-She ivoked for documentation in the Resident's
progress notes regarding administration of
Humalog insulin in case there was documentaton
for {ate entries or missed documentations on the
eMAR,

~The HWD and the Resident Care Coordinator
(RCC) were rasponsible o assure medications
weTe administered as ordered.

-She did not-have a system in place to routinely

; audtt the residents’ eMAR for missed medications
or incomplete documentation.

-There was not a system in place for compaorate
audits of residents’ records and eMAR for
accuracy and completeness.

-Resident #3 was the only resident receiving a
fast acting insulin before meals.

Iterview on OBI31/18 at 12:00 noon with the RCC
revealed:

D 358
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f -She was not aware Resident #3 had missed

-She had not audited Resident #3's eMAR for
accuracy of insulin administration.

-She worked as a medication gide to assist with
scheduling shortages and was not aware of
missed insulin doses,

-Medication aides were trained to administer
medications, including insufin according to the
scheduling on the eMAR.

|
| doses of scheduled Humalog inswin. ‘

interview on 08/31/18 at 4:00 pm with a evening
shift medication aide {MA) revesled:

-She had worked at the facility for 4 weeks.

[ ~She worked the evening shift as the only MA for
- several days of her shift

; -She may not have administered insulin as

' ordered to Resident #3 because she did not have
time to administer the insulin before the one hour
after scheduisd time of administration had
passed. She may have not have property
documenied the missed dosas on the sMAR.

Interview on 08/31/18 at 5:00 pmwith the
Executive Director (ED) and Assistant Executive .
Director (AED) revesled:

-The RCC and MWD were responsible to assure
medicafions were administered as ordered.

-Tha ED or the AED did noi know residerts were
net receiving medications as orderad.

~The RCC and HWD were supposed to use
compuier generated audits for administration of
medications fo monitor administration.

b. Review of Resident #3's electronic medication
administration record (8MAR) for August 2018
revealed Humalog {rapid acting) insulin was net
administered according to the physicians' crders
dated 08/G2/18, D8/03/18, and 08/06/18 for 10 ;
units with breakfast and funch and 12 units with |
Division of Heaith Servize Reguiation
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l dinner. (Medicaiions ordered to be administered
¢ with a meal should be administered with the first
J bite of food up to one hour after eating.) (The

| manufacturer of Humalog insulin recommends

| administration within 15 minutes of o meal or
immediately after a meal).

[ nterview with the Dietary Manager on 08/20/18 at
: 11:00 am reveated the residents were served
| dinner at.5:00 pm daily.

Interview on 08/30/18 at 4:45 pm with an evening

shift medication aide (MA) revealed:

~She had acministered Resident #3's Humaiog

insulin around 4:15 pin.

-The resident's order for FSBS (fingersiick bioad

sugar) checks was stheduled for 4:30 pm and

started appaaring on the eMAR at 3:20 pm which

was ong hour before the scheduled time.

-The facility policy was medications could be

administered starfing one hour before scheduied

fime up fo 1 hour after the scheduled fime and

silll be within the administration parameters of the

regulations.

-She checked the FSBS and administered

| Resident #3's Mumalog insuilin dose of 12 units
because it was scheduled for admmistration at

. 500 pm and started appearing on the eMAR

screen at4:00 pm,

-She did not administer the insulin according to

' the directions on the sMAR with regards fo “with

dinner” because she was taught that insulin could

be administered iike other madications when she

was trained on the madication cart.

Continued review of Resident #3's August 2018
eMAR revealed:

-Humalog insulin 12 units with dinner was

i scheduled for administrafion =t 5:00 pm and

; docurmented as administered 27 times from

|
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! CBfO3/18 to 08/30/18.

-Humzlog insulin was documerntad 28
administered more than 30 minutes before dinner
(prior to 4:30 pm) on 18 days.

-Humalog insulin was documented as
administered more than 1 hours after dinner
{after 5:00 pmj on 12 days.

-Humalog insulin was decumented as
administered as ordered with dinner {within 20
minutes of dinner on 7 days.

Exarnples of Humalog insulin administration more
than 30 minutes before dinner were as follows:

. -On 08/04/18, 12 units documented administered
at 4:00 pm,

-On 08/05/18, 12 units decumented administered
at 4:00 pm,

-On 08/11/18, 12 units documented adminisfered
"at4:23pm,

-On U8/12/18, 12 units documented administered
at 4:20 pm, ’

~On 08/22/18, 12 units documented administered
at 420 pm, and

-On 08/24/18, 12 units documentad administerad
=t 4:02 pim._

Examples of Humeiog insulin administration more
than 60 minutes after dinner were as follows:

-On 08/05/18, 12 units documentad administered

| i 6:2% pm,

~Cn (08/08/18, 12 units documented administered
at 6:39 pm, !
-On 08/09718, 12 units documented administered
at8:17 pm,

-On 08/16/18, 12 units documented administered
at 10:00 prm,

-On 08/18/18, 12 units documented administered
" at 801 pm, and

i <O 08/19/18, 12 unfts documented administered
| at 832 pm.
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progress notes, reveziad no documentation the
| Tesident was trested for iow biood sugar values
’ after recejving Humalog insufin injections outsice

| the ordered administration parameters.

, Interviaw on 08/31/18 at 11 107 am with tha Heaith
and Wellness Director {(HWD) revealed:

i ~She started her current position in March 2018.

-She had not started providing training for the i

medication aides (MA).

-MAs received fraining which was incorporated in

the medication aide training class concucted by

the treining nurse at a diferent bulding en the

| Sa&me campus 25 the facility.

-The MA staff should be giving insufin as

schediled.

-The HWU and the Resident Care Cuoordinator

(RCC) were responsible to audit the eMARs for

accuracy of medication administration.

-The HWD had not stared the aydit process,

-The HWD had not discussed insulin

. administration times with the Mas,

-The HWD will start looking at the eMAR more

dosely 1o assure medications are being

administered according to the scheduled and

| ordered times. y

-She did not know MAs were not administering

Resident #3's Humalog insulin according o

physician's orders.

j
|
Review of Resident #3's recard, including ' ,‘

Telephone inferview on 08/31/18 at 12:10 pm with ' !
Resident #3's Endocrinologists office staff
revegied:

-The facility should be administering rapid acting
insulin with a meal as ordered.

-Not administering the insudin correctly could
cause hypoglycemia (low blood sugar).
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Interview on 08/31/18 at 4:00 pm with an evening -
shift MA revealed:
—She had been working at the facility in eary
i August2018.

-She was the only MA on the evening shift.

~The MA staff were required to assist with serving
dinner in the dining room, znd she was not able
ic complete medication administration prior to the
dinner mesl.

-She routinely worked the medication cart in room
order starting on the front side of the hall where
Resident #3's room was located.

. -Resident #3 was at the end of the hail and would
| not receive madications before the MA had fo
step passing medications and assist with dinner
meal,

-She was aware Humalog was 2 short acting
insubin with rapid anset.

-She was able to abtain the Resident #3's FSBS : i
before dinner. '

~She administered several of the fate Humalog
insulin injections because she did not have an
cpportundy to administer the insulin before the
resident ate dinner.

-After the dinner meal, she continued to pass
megications all the way through the medications
scheduled for administration in the evening.

-She had received diabefic fraining at a previous
Tadiiity.

-She had primarily worked as the only evening
shift medication aide since she was trained on the
cart

-The HWD had instructed her yesterday to be
sure 1o acminister Resident #3's dinner Humalog
insulin fitst, then work the residents' medications
in order of the rooms.

Atternpied telephone interview with Resident #3's
Power of Attorney (family mermber) on 08/31/18 :
weas unsuccesshul, i
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STATE FORM L ZMOH If continuation shuat 27 of 29




PRINTED: po/21/0018

T , . FORM v
Division of Health Service Requlation SHEFPROED
STATEMENT OF DEFICIENGIES (X7 PROVIDER/SUPPLIER/CLIA, - {X2) MULTIPLE CONSTRUCTION RVEY
AND PLAN OF CORRECTION TEHATT : ' e DR E Sy

= : DENTIFICATION NUMBER: A BULDIG: - s . COMPLETED |
e o o w  §
R
HALD41033 BN e 08/31/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE, ZIP CODE
BROOKDALE HIGH POINT NORTH 1584 SKEET CLUB ROAD
HIGH POINT, NC 27265

g | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION { x5

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE

TG REGULATORY OR LST IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
D358 Continued From page 27 D358

The failure of the facility to administer
medications as ordered to 2 of 7 residents
pbserved during medication passes related to
ipratropium-albuterol nebules (Resident #2},
increasing the risk for difficult breathing,
citalopram (Resident £8), Increasing the risk of
depression symptoms; and one sampied resident
related to administration of Humalog insutin
(Resitent #3) which placed the resident at risk for
dizziness, falls, low blepd sugar levels, and loss
of consciousness, was detrimental to the health,
safety, and welfare of the residents and
consiiites a Type B Vialation.

The faciiity provided a plan of protection in
: accordance with G.S. 1310-34 on 08/31/18 for
this viclaticon.

' CORRECTION FOR [HE TYPE B VIOLATION
. SHALL NOT EXCEED OCTOBER 15, 2018.

D912 G.S. 131D-21(2) Declaration of Residents' Rights Dg12

G.8 131D-21 Declaration of Residents’ Rights
Every resident shall have the foliowing rights:
2 T receive care z2nd services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and nules and
regulations.

This Rule is not met as evidenced by:

Based on chsarvations, nterviews, and record

. reviews, the fadility failed to ensure residents

received care and services which ware adequate,
appropriate, and in compliance with refevant
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F

federal and state laws and rules and regulations

" related to medication agministration.

The findings are:

Based on abservations, interviews, and record
raviews, the faciiity failed to assure medications
wefe administered as ordered for 2 of 7 residents
{Residents #6 anid #7) observed during the
medication passes including errers with
Tpratropium-aibutersl nebules (#7) and citalopram
#6), and 1 of 5 sampled residents for record
review (Resident #3) including errors with
Humalog insulin administration. {Refer to Tag
DC358, 10A NCAC 13F .1004(2) Medication
Administration (Type B Viotation) ]

A training was conducted by
the HWD on three separate
dates (09/09/18, 09/11/18. and 08/14/18)
on Medication Adminisiration and all Med ;

the HWD or designee will observe two
med passes a week, for one month,

1o verify compliance. This will be review
on a monthly basis by AED or designee

i to insure compliance.

Techs attended. The assist with compliange,
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