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D 000| Initial Comments

The Adult Care Licensure Section and Wake

_County Dapartment of Social Services conducied
an annual survey and follow-up survey on April 2,
2Q19 through April 3, 2018,

D 167] 10A NCAC 13F .0507 Training On
Cardio-Pulmonary Resuscitation

10A NCAC 13F .0507 Training On
Cardio-Pulmonary Resuscitation
Each adult care home shall have at lsast ona
staff parson on tha premises at all imes who has
complaied within the Jast 24 months a course an
_cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by tha American Heart Association,
American Red Cross, Nationel Safety Council,
American Safaty and Health Institute or Madic
First Ald, or by a trainer with documented
_certification as a trainer on these procedures
from one of these organizations. The staff
person trained accormding ta this Rule shall have
accass at all tmes in the facility to a ona-way
valva pocket mask for usa in performing
cardio-pulmonary resuscitation,

“This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on racerd reviews and interviews, the

facility failsd to agssura at least one staff was on
_the premises &t all imes that had complated a

course on cardiopulmonary resuscitation (CPR)

D 000

organizations.

training in March 2019.

that are CPR certified.

List will be uﬂdated monthly and

Brovided tot
irector or designee.

designee will identify all staff that a

that at least one person per shift m
the CPR requirement,

staff member per shift meets the C

Admhl\lsf}rator [mmed(atelt veriﬁedi that .
one staff person was on the premises a
all times who had completed within the 04/03/2019
last 24 months a course on cardio-pulmonary
resuscitation and choking management, _
including the Heimlich maneuver, provided by
the American Heart Association, American
Red Cross, National Safety Council, -
American Safety and Health Institute or
D187 Medic First Ald, or by a trainer with

documented certification as a trainer on
these procedures from one of these

Previously scheduled American Red
Cross training was held on April 16, 2019
for staff that did not attend previous

Business office manager or designee
will maintain expiration dates of staff

e Health and Weliness

The Health and Wellness director or
CPR certified on the schedule to veri

re

eels

Administrator or designee will review the
schedule daily to verify that at least one L A

PR _

and choking management within the last 24 LGS
months on third shift for B of 11 shifts sampled in
February 2019, March 2019 and April 2018.
_The findings are: = )
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Review of stafiing assignments and time punch
detail reports ravaalad:

~The facility had 3 shifts: first shift was 7:00am -
3:00pm, second =hift was 3:00pm - 11:00pm, and
third shift wasa 11:00pm - 7:00am,

“=Thare wera no staff on third shift who had
training on cardiopulmonary resuscitation (CPR)
for 8 of 11 days including 02/25/19, 02/27/19,
02/28M19, 03/25M19, 03/28/18, 03/28/19, 03/30/18
and 04/01/19.

“Intarview with a Madication Aide (MA) on
04/03/19 at 7:12pm revealad:

<He had been doing the schedule for & long time
and it was then assigned to another staff to do.
-He recently started back helping with the
schedule; ha did the scheduls for March 2019
-and April 2018.

-He did not know each shift was raquired to have
at lsast one person with current CPR training on
duty.

-He did not know who had currant CPR training to
be able to use that information for scheduling.

interview with the Health and Wellness Director
{HWD) on 04/03/12 at 4:40pm and 6.30pm
revealed:

-One of the MAs had been schaduling staff,
-Ha thowught third shift may not have CPR
-coverage, but he was not sura.

-1he Business Office Manager (BOM) was
responsibla for auditing personnel records.
=Tha BOM would notify the HWD of staff whose
CPR was axplring,

~The phammacy provided CPR classes quarterly,
--He expacted all MAs and personal care aides
(PCAs}io have CPR tralning.

Interview with the Administrator on 04/03/18 at

7:00pm revealed.

D167
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-She glready had a CPR class schedulsd for
D4/1618.

-Shae would have the facility coverad with CPR for
all shifts from today (04/03/18) forward.

Attampted tefephone interview with the BOM on
04/03/19 at 8:38pm was unsuccasshul,

1. Reviaw of Staff B, madication aide's (MA),
personnal record revealed:

-Siaff 8 was hired on 05/22/17,

-There was no documentation Staff B had tralning
on cardiopulmonary resuscitation {CPR),

Review of the staffing schedule dated 04/01/19
ravealed:

-Staff B worked third shift (11pm <7am} on
04/01/18.

=Thare was no staff scheduled to work with Staff
_B'who had cumrent CPR treining.

Attempiad telaphone intarview with Staff B on
$4/03/19 at 6:20pm was unsuccassful.

Intarview with the Administrator on 04/03/19 at
_5:07pm revealed sha did not know Staff B did not
have current CPR training.

2, Reviaw of Staff D, medication aide's (MA),
parsonnel record revealed.

-Staff D was hired on 04/24/12,

-Staft D's cardiopulmonary resuscitation (CPR)
expirad on 07/2018.

-Thera was no documentation Staff D had current
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-Sha did not know third shift did not have staff
with curment CPR training on duty. .-
-She wouid not intantionzfly leave the facility
without CPR coverage.
-Sha expactad the BOM 1o keep up with staff
whose CPR had expirad.
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Review of the staffing schedule dated 02/27/19,
03/29/19 and 04/01/19 revealad:

~-Staff D worked third shift (19pm -7am) on
02/27/19, 03/28/18 and 04/01/18.

~There was no staff schedulad to work with Staff
D who had currant CPR training.

Attempted telephone interview with Staff D on
04/03/19 et 6:34pm was unsuccassiul,

Intesview with the Administrator on 04/03/19 at
5:07pm ravealad:

~Sha did not know Staff D did not have cument
CPR fraining.

--She had looked at Staff D's information on the
fadiity’s CPR tracking log incorrectly; she thought
Staff D had obtainad CPR training in 2018, not
that it expired in 2018.

3. Reviaw of Staff E, personal care alde's (PCA),
-parsonnel record revealed:

-Staff £ was hired on 12/13/14.

=There was no documentation Staff E had current
CPR training.

Raviaw of the staffing schedule dated 03/26/18
-ravaaled:

-Staff E worked third shift (11pm -7am) on
03/26/19.

=Thare was no staff scheduled to work with Staff
E who had current CPR training.

-Attampted telephona Interviaw with Staff E on
04/03/19 at 8:17pm was unsuccessful.

Interview with the Administrator on 04X03/19 at
5:07pm revealsd she did not know Staff E did not

have current GPR training,
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personngl racond ravealed:
-Staff F was hired on 08/29/14.

- expired on 09/2011.

CPR training.

--Staff F worked third shift {(11pm -7am} on

F who had currant CPR training.

- 8:16pm ravealad;
have adult CPR.

-She was scheduled to take adult CPR on
0411818,

have current Adult CPR training.

personnel record raveslad:
| -Staff G was hired on 08/26/18,
-Thare was no documentzation Staff G had

_ravealed;
-Staff G werked third shift (11pm -7am) on

03/30:189.

4. Raview of Staff F, parsonal care aide's (PCA),

-Staff F's cardiopuimonary rasuscitation (CPR)
-There was no documentation Staff F had current
Review of the siaffing schedula dated 02/25/18,
03/25/19, 03/26/19 and 03/20/18 ravesaled:
02/25/19, 03/25/19, 03/29/19 and 03/30/19.
<There was no staff scheduled to work with Staff
Telephone Intarview with Staff F on 04/03/19 at
-She was CPR cartified for pediatrics; she did not

- Interview with the Administrator on 04/03/18 at
5:07pm revealed she did not know Staff G did not
5. Review of Staff G, medication aide's (MA)
tralning on cardiopulmonary resuscitation (CPR).
Reviaw nf the staffing schedule dated 02/25/18,

02727119, 03/25/19, D3/26/19 and 03/30/18

02/25/19, 02/27/19, 03/25/19, 03/26/19 and

-There was no staff schadulad to work with Staff
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-G who had currani CPR training. z 5

Telephone Intarview with Staff G on 04/03/19 at
6:12pm revealed:

-Har CPR axpired in Juna 2018,

-Someone had told her it had expired (sha did not
_recall who or when she had been told).

Interview with the Administrator on 04/02/19 at
5:07pm revealed she did not know Staff G did not
have current CPR ftraining.

_B. Ravisw of Staft H, persanal care aida's (FCA),
personnal racord revesled:

-Staff H was hired on 01/1518.

-There wes no documantation Staff G had
training on candiopuimonary resuscitstion (CPR).

_Reviaw of tha staffing schedule dated 02/25/19,
02/27118, 02/28/19, 03/25/189, 03/28M9, 03/29/18,
03/30/1@ and 04/01/19 revealsd:

-Staff H worked third shift {11pm -7am) on
02725118, 0227119, 02/28/18, 03/25/19, 03/26/18,
03/28/16, 03/30/19 and 04101118,

_=There was no staff scheduled to work with Staff

Hwho had cumant CPR training.

Atsmpted telephone interview with Staff H on
04/03/12 at 6'15pm was unsuccassful.

_Interview with the Administrator on 04/03/18 at
5:07pm revealed she did not know Staff H did not
have current CPR training.

Tha facility faited to assure thera was staff on
duty who had training on CPR &nd choking
management in the tast 24 months on third shift
“for 8 of 11 days sampled, resulting in there baing
no staff available to parform current lifesaving
muasures in the event of en emergency. The
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failure was detrimental to the health, safety, and
‘walfare of the residents and constitutes a Type B . u
Violation,
Tha facility provided a plan of protaction in
accordanca with G.S. 131D-34 on 04/03/18 for
this violation.
'CORRECTION DATE FOR THE TYFE B o o
VIOLATION SHALL NOT EXCEED MAY 18,
2019.
D 282 10A NCAC 13F .0804(a){1) Nutrition and Food D 282
-Service Dally kitchen cleaning checkiist amended to =
- in:clluge d?lly sweeping aé\gl mo;I)pingx?f Igllctu;.-n
: a storage area and cleanin erior o
10A NCAC 13F .0804 Nutrition and Food Servica reﬁggator ar%d freezer doors and handles.
{a) Food Procurement and Safaty in Adult Cam Dining Services manager or designee will
Homes: verify’dtail checiélls_.lts lt)asl_(s are
(1) The kitchen, dining and food storage areas campieied on a dally basis.
-shall be clasn, orderly and protected from Deep cleaning schedule created to include regular
contamination cleaning schedula of hard.to reach areas including
' under the juice machine, ice machine, freezer,
refrigerator and stove. It also inciudes cleaning
This Rule is not mat as evidenced by: mfxt Faselboarids Infltr'\1e i:itche? ar&d dq; sitorage "
Basad on ohsarvations, racord reviews, and routing cloaamng of hie 'arge 1ot coniainars an
' . cleaning the gaskels on the refrigerator and
interviews, the facility feded to assure the kitchen feezer doors £
.m}d food ’t.omga arsas wera clsan and free of Dining services manager ordesignee will assign
contamination including the floors in the kitchen geep c{ean}n asrs;[eg?rpent:d acgilordiq t'gelhe
storag rator eep cleaning schedule and will ve
aﬁ nd drry o) m’:‘&z;:h;:g]&n?; in m:'::y comF;:Ielion of assigned tasks weekly.
storaga room. Administrator and Dining services manage or
designee r will perform sanitation audits of the
kitchen bi-monthly for 3 months and monthly
_The findings are: thereafter. . .- - -
Observation of the floor under and arcund the ice All dining services staff will be in serviced on 05/17/2019
machine, juica machine and food prep sink on new dally cleaning task list and deep cleaning
04 103119' st 8:15 aled black bits of debrt task list by Dining Services Director and
ot e A0S a o ol Executive Director on 5/17/19
and dust, a one-inch plece of a broken dish, a
_small plastic scoop and a buildup of a brown and ] =
black fitm,
Division of Health Service Regutation
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Observations of the reach-in refrigerator and
react-in freezer on 04/03/19 at 8:20 amn revealed:
<There was a yallow, sticky build-up an and
around the door handles of the reach-in freezer
and raach-in refrigaratars, insida the fraezer and
rafrigarator where the door gasket made contact
with the freazer and refrigerator, thara was a thick
black bulldup.

Obsarvation of the dry storage pantry on 04/03/19
at 8:25 am revealed:

-Thera was a build-up of debris and dust around
the baseboards and legs of the shelving in the dry
stocrage room.

~There wers three large food storage containers
that had an opened bag of flour, brown sugar and
powdered sugar and an apened bag of
granulated sugar.

~-There was a build-up of a sticky film and brown
substance on the lids, inside and outside of the
-thrae large food storage containers; the opened
bap of flour had a metal scoop laying In tha flour.

Raview of a buiiten board in the kilchen on
04/03/19 at 8,30 em revealad;

-There was a dally cleaning schedule hanging on
‘tha door to the dry storage room in the kitchen
and it was dated for the week of 03/31/19.

- There was s listing down tha left side of
clganing assignmants; thera wera staff Initials
beside the assignments; the llst was cument.
-The daily clsaning schaduls included “wiping
-down the refrigerator and fraezer doors”; daily
sweeping and mopping of the kilchen floors were
not included on the schedule,

-Thers wene no other cleaning schadules or
assignments visible In the kitchen area.

-intarview on 04/03/19 at 9,00 am with the kitchen

Division of Heakh Service Reguinton
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manager (KM) revealad. -
-There was a daily cleaning scheduls that all
kitchen staff were responsible for complating on
tha day they worked.
-Mopping and sweeping the floors wera nat on - -
tha deaning schedule but the kitchen staff were
expactad to complets the mopping and swesping =
at the end of the day; the kitchen staff wara
supposad to wipe down the doors to the
refrigerators and freezars avary day.
~She assignad deep cleaning as she saw - 5
eguipment nesded to ba claaned; she did not
hava a weekly or monthly cleaning schedule to
deep cleen equipment.
-She had deep cleanad tha kitchen and dry
storage room herself in Dacamber 2018, sha
-used a dack brush and a pressura washer to
ciean the basaboard and floors undar and around
any equipment.
~The kitchen staff could do betier sweeping and
mopping of the floors at night.
-Tha large food storage containers needed to be
.deep cleaned or repiaced, the food storage
containars were deep cleaned about once a - -
week; she did not know whan thay were last
cleaned, and she did not document the deep
cleaning.

Interview with the Administrator an 04/03/19 at
7:00 pm revealed: . -
-Sha walked through the kitchen at least once a
week and made observations.

-The KM conducted menthly kitchen sanitation
sudits and submitted them ta her; the last kitchen
.Audit was dated March 2018,

-Thare shoukd have been daily, weekly and : z
monthly claaning schedules posted for the
kitchen staff to follow and sign off on once
completed.

-Sweaping and mopping of the kitchen should be
Division of Heakth Servica Regulaton &
STATE FORM o wumM21 W cantirustion shast B af 21
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Administration

10A NCAC 13F ,1004 Madication Administration
(2) An aduit care home shall assure that the
preparation and administration of meadications,
“prescripiion and non-prascription, and traatments
by staff are in accordanca with:

(1) orders by a licansed prescribing practiioner
which are maintalnad In the residant's record; and
(2) rules in this Section and the facility’s policies

and procedures.

This Rule is not met as evidencad by.
TYPE B VIOLATION

Baesed on observations, interviews, and record
raviews, the facllity failed to ensura medications
were administered as ordered and in accordance
with the facilities policies for two of three
residents (#8, and #7) abserved during the
-medicstion pass including arrors with a
medication for constipation {(#7), and a topical
antifungal cream {#8); and for 1 of 5 sampled
residents (#1) related to a blood thinner not betng

course, and tralning regarding medication emors.
These in services will be presented by a
Registered Nurse on 5/17/19.

Guidelines for new physician orders
implemented including 3 check system to ensure
accurate order transcription.

Chart Audits completed of resident charts by
pharmacy consultant, Health and Wellness
Director, RN consultant and Administrator.
Guideline for Ordering and Receipt of
Medication implemented.by 5/17/2018

Health and Wellness Director or designee will_
audit 10 percent of resident charts monthly for
omissions or discrepancies to verify that
physicians’ orders are being followad. Daily
topicat medication times will be evaluated to
delermine a more suitable fime of day or shift
per recommendation of community pharmacy
consultant and allow staff sufficlent timeto -
apply medication. Physicians for residents #1,
#5, and #7 contacted to ctarify physician
orders. Resident #7 order to keep Colace in
apartment was discontinued by physician.
Staff will administer per physician order.

Coumadin flow sheet implemented and in use-
daily. Coumadin orders will be listed on a
separate MAR and counted by Med Tech each
shift to verify given per physician orders. Any
discrepancies will be reported immediately to the
Health and Wellness director and Adminisicator.
Coumadin Audit form will be implemented and
assessed monthly and with gach INR by Health
and Wellness Director, RN or designee.
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administered, and changing tha dosagae for 2
diuretic.

Tha findings are:

1. The madication arror rate was 7% as
evidenced by the obsesvation of 2 errors out of 27
opportunities during the 8:00 am medication pass
on 04/03/19.

a. Raview of Resident #6's cumrent FL2 dated
02/08/19 revealed diagnoses included Type 2
Diabetss Mallitus, and primary malignant
naoplasms of prostate.

Review of Resident #8's dermatologist’s
physician order dated 03/20/19 revaaled an order
for ciclopirox 0.77% craam {(an anti-fungal cream)
apply to toas on Monday, Wednesday, and Friday
one fime a day for 60 days.

Obeservation of medication administration for
Resident #6 on 04/03/19 {Wednasday) from 7:51
am to B:20 am ravealed the MA did not apply
cicloplirax 0.77% cream to the rasidents’ toes.

Review of Resident #6's April 2019 medication
administration racord {(MAR) revealed:

-Thara was an antry for ciclopirox 0.77% craam
apply to toas on Menday, Wednesday, and Friday
ona time a day scheduled for administration at
8:00 am.

Cldopirox 0.77% cream was blank for
administration on 04/03/19 at 8:00 am whan
reviewed at 10;00 am on 04/03/18,

Interviaw with the first shift MA on 04/03/19 at
11:42 am revealed:

-Hs had administerad Residant #8's medication
during tha 8.00 am medication paas on 04/03/19.
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-Residant #8 received several madications
Including oral medications and topical creams, as
-orderad to his stomach, back, and legs.

-He did not document administration of the
ciclopirox cream 0.77% at B:00 am when ha
documentad administration of Resident #8's other
medications.

-He did not administer ciclopirox cream 0.77% to
-Resident #8's faet at 8.:00 am as scheduled on
the resident's eMAR.

-He had not administerad the ciclopirox cream
0.77% to Rosident #6's feet as of 11:12 am, but
would adminisier the craam now.

-He must have overocked removing the creem
+rom the medicafion cart when he applied the
resident's other cream.

Interviaw with Resident #8 on 04/03/1S at 3.46
pm ravealad:

-The foot cream (ciclopirox} hed not been
-administarad prior to the recaiving his moming
oral madications and topical creams around 8:00
am.

-Ha was not administered tha craam between hig
toes until later jn the moming when the MA came
back to his room.
-He was not cartgin what time it was when the MA
applied the anti-fungal cream o his toes,

Interview with the Health and Weliness Diractor
{+HIWD) on 04/03/18 at 6:50 pm revaaled:

-MAs wera supposed to administar madications
-sccording to the orders on the eMARs.

-He was informad by the moming MA that
Residant #6's ciclopirox cream 0.77% was not
administered during the 8 00 am madication pass
by the MA around lunch time,

Jnterview with the Administrator on 04/03/19 at
7.00 pm ravealed:

D 358
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-She was not aware Resident #8's ciclopirox

cream 0.77% was omitted during the moming
medication pass.

~=The MAs should bs laoking at the MAR and

administering medications as ordered and at

schisduled times.

b. Reviaw of Resident #7's current FL2 dated
07/06/18 ravealed:

-Diagnoses included ostaoarihritls, rheumatoid
arthritis, hyperiansion, and spinal stenoais.
-Therae was an order for Colace 100 mg (used to
traat constipation} one capsule daily as needed
for constipation. May self adminlstar.

_Review of Resident #¥7"s physician's order dated
02/15/18 revaaled an ordar for for starting Colace
100 mg one capsule daly for 80 days.

Obsarvation of medication administration for
Resident #7 on 04/03/19 at 8:40 am revealed the
_MA did not administer Colace 100 mg.

Review of Resident #7's April 2018 medication
administration record (MAR) revealed.

~Thare was an entry for Colace 100 mg one daily
as needed for constipation, may self administer
Jisted on the MAR.

-Thare was no entry for Colace 100 mg on daily
listed for scheduled administration,

Latar interview with the second moming MA on
04/03/19 at 1,29 pm revealed:

_-She did not administer Resident #7 Colace 100
mg during the moming medication pass.
-Golace 100 myg did not show on the MAR as a
medication for scheduled moming administration.
~Resident #7 had an order for Colace 100 mg
daily as needed for constipation,
-Resident #7 routinely asked for pruna juice avery
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morming ta help with her constipation,
Intesview with Resident #7 on 04/03/19 at 1:40
pm revaaled:
~She did not know she had colace scheduled
every day for constipation. o T
-Sha had as needed medication she mixad with
water for her constipation.
-Sha did not like prunes but drank prune juics
occasionally for constipation.

Interview with the Health and Wellness Director - -
{HWD) on 04/03/19 at 2:14 pm revealed:
~Hs did not know Resident #7 was not recelving
Colaca 100 mg daily.
-Resident #7 praviously had an order for Colace
100 mg if needed daily. 3 i
“=The MA on duty was responsible to transcribe B -
the order on the nesident's MAR whan the order
was received and order tha medication from the
pharmacy.
~The MA transcribed the new order to the
resident’s MAR. .
~The MA faxad the order to the contractad - -
pharmacy, and placed the ordar in a medication
order box.
-The night shift lead MA was responsible to
double check the medication ordar antry an the
MAR for accuracy and complatensss. A s
“-Whan the meadication arrived, the medication - -
was placed on the medication cart and
administered as ordered,
<Tha lead MA must have ovarlooked the order
whean she rsad tha discharge information,
~The HWD worked with the lead MA on duty whan ) -
“8n order wag racaived. - -
-The HWD had not done record audits for
medications ordared comparad to medications
administerad sinca he came to the facifity eight
weaeks 8go.
Division of Heah Secvice Reguition
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Intervigw with tha Administrator on 04/03/19 at
7:00 pm ravealed:

-She did not know Resident #7 had not been
recajving a scheduled medication (Colace) as
ordered,

~The HWD would bs responsible to assure
medications ware adminisiered as ordered.

2. Raview of Residant #1's cumant FL-2 dated
02/07/19 revealed diagnosas included atrial
-fibrillation, back pain, hip pain, astacarthritis,
hypertansion, hypercholesterolemia, chranic
venous embolism and thrombosis of the leg,
trigaminal neuralgia, and hypothyroidism.

a. Review of Resident #1's curment FL-2 dated

02/0719 revealed thare wes an order for
Coumadin {a blood thinnaer} 5 mg half a tablet on
Monday, Wednesday and Friday; whole tablet on
all other daya.

Review of Resident #1's February 2019

-medication administration record (MAR) revealed:

=Thare was an antry for Coumadin 5 mg one lima
a day with administration scheduled at 8.00 pm
on Tuasday, Thursday, Saturday and Sunday.
-There was a second entry for Coumadin 2.5 mg
ane time a day with administration scheduled at
-8:00 pm on Mondsy, Wednesday and Friday.
-Coumadin 5 mg was not documanted as
agdministered on 02/01/19 through 02:03/19 and
on 02/10/19; there was no documentation on the
MAR for thosa dates.
-Based on Resident #1's MAR review for
~February 2018 it could not be determined i the
dosags of Coumadin had baen administared for
four days; 02/01/18, 02/02/19, 02/03/19 and
021011s.

D358
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Review of Resident #1's March 2019 MAR
revealed:

-Coumadin § mp was documantad as
administarad 23 out of 23 days and Coumadin
2.5 mg was documentad as administarad four out
of four days.

~Coumadin was held by the physician for four
days in March 2018,

Raview of Resldent #1's lab repornts dated
02/06/19 and 02/14/19 revealed

~There was documentation Resident #1's
intemational normalized ratio (INR) (used to
monitor how well the blood thinning medication is
working to pravent blood clots) on 02/08/19 was
1.00 {(normal range s 1.0 to 1.5).

~The next INR was obtained on 02/13/19 and the
result was 1.38.

Telephone infarview with a represaentative at
Resident #1's physician's offica on 04/03/18 at
4:55 pm ravealed:

-There was documentation for an arder on
02/07/19 that Resident #1 was ordered Coumadin
5 mg Tuesday, Thursday, Friday, Saturday and
Sunday, and Coumadin 2.5 mg on Monday and
Wednesday only.

-Tha physician's office had not been notified
Resident #1 had any missed dosages of
Coumadin; the physician's offica axpacted to be
natifiad by the facllity staff of any missed doses of
Coumnadin,

b. Review of Resident #1's current FL-2 dated
02/07/19 ravealed there was an order for
spironolactons (a diurstic used to treat elavated
biood pressure) S0 mg daily,

Raview of Resident #1's physicians orders dated

D3ase
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03/14/19 ravealed an order to reduce
spironolactone from 50 mg daily to 25 mg daily.

Raviaw of Resldent #1's March 2019 medication
administration racord (MAR) revealad there was
documantaticn spironolactone 50 mg tablet was
administered at 8:00 am from 03/15/19 to
03/31/19; there was no change in dosage noted
on the MAR.

Review of the April 2019 MAR revealed:

-Thera was an entry for spironolactone 25 mg
tablet avery day, schaduled to be administarad at
8:00 am.

~Thare was documentation of administration of
“Spironolactona 256 myg tablet evary day &t 8:00 am
from 04/01/18 through 04/03/18.

Obsarvation of medication on hand for Resldent

#1 on 04/03/18 at 10:30 am revealed:
<Thare ware two medication cards for
Spironolactone on the cart; thay wera wrappaed
togathar with a rubber band.

-The first card was spironolactone 50 mg ona
tablet every day; it had a dispense daie of
03/05/18 for 30 tablets and nina tablats ramained
in the card,

“+The second card was spironolactons 25 mg one
tablet evary day, it had a dispanse dats of
03/15/19 for 30 tablets and all 30 tablats
rémainad in the card.

Intarview with the medication aide (MA) on
04/03/19 at 10:50 em revaalad:

-He compared each medication card to the MAR
before administering medication; he knaw
Resldant #1's spironolactone had chanped frem
50 mg to 25 mg but he did not remember when
the change had basn made.

+He thought he had administered Resident #1 the

Dass
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last spiranolactona 25 mg table out of a card that
moming and had destroyed the empty card,

-He had not edministered spironolactons 50 mg
out of the card with the nine ramaining tablets
-since It had been discontinued.

-He should have sent the spironolactone 50 mg
back to the pharmacy whan there was a
medication change; the spironclactone 50 mg
should not have been on the cart.

Intarviaw with the Health and Waliness Diractor
(HWD) on 04/03/18 at 2;14 pm revealed:

-The HWD worked with the lsad MA on duty when
an order was received.

-The MA transcribed the new order to the
rasidants MAR.

~The MA faxed the order to the contracted
pharmacy, and placed the omder in the medication
ofder box,

-The night shift lead MA was responsible for
double checking the madication order eniry on
the MAR for accuracy and complataness.

—~Whean the medication amived from ths contracted
pharmacy, the medication was placed on the
medication cart and administared as ardared.
-The HWD had not done record audits for
medications ordered comparad to madications
administared since ha came to the facility eight

weeks ago.

Telephone Interview with a representative from
the faciiity’s contracted pharmacy on 004/03/19 at
12:20 pm ravealed;

-The pharmacy had received an order change for

Resident #1's spironolactona on 03/15/18; the
change was to decrease the spironolactone from
50mg to 25 mg one tima every day.

-The phamacy last dispansed 30 tablets of
spironolactone 50 mg on 0305/19; the card was
not retumed to tha pharmacy afier the
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spironolactone 50 mg was discontinued.
-Tha pharmacy dispensed 30 tableta of
spironolacione 25 mg on 03/15/19 to the faclity
for Rasident #1.

-The MAR for March 2018 should have been
changad by the facility staff to reflact the . -
discontinuation of spironalactona 50 my; the
faciiity staff should have returned the unused
medicstion to tha pharmacy onca it was
discontinued.

_Telephone interview with a reprasantative from
Resident #1's physician's offica on 04/03/18 at
1:25 pm revealad:

-Resident #1's spironolactone was decreased on
03/14/12 from 50 mg to 25 mg; Resident#1's
blood pressura was too low. . =

_~The physician's office axpacied the facility to
follow all medication orders; failure to change
Resident #1's spironolactone from 50 mg to 25
mg coukd have contributed to a fall,

Interview with the Administrator on 04/03/19 at - -
_7.00 pm revealed:
=The facility staff ware in the process of
conducting MAR audits; about half of the MAR
audits were completa,
=She wantad the MAs to conduct weekly cart
addits to raview what medications were on the - -
_carts and compare the MAR to the actual
maedication; she had not had a chanca to bagin
cart audits,
-Any changes made in medication orders should
be sant to the pharmacy, and "D/C" for
discontinuad ahould ba writtan on the MAR; the z z
 new orders should be written on the MAR and the
unused medication should ba retumed o the
pharmacy.
=The MAs and the HWD were responsibla for
taking care of the changes on the MAR and
Division of Health Sarvice Reguation
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Jetumning madication to the phamacy.

-She was not familiar with Resldent #1's
medications and was not aware Resident #1 had
bean administared the wrong dosage of
spironolactona.

_Tha failure of the facility to administar
medications &s ordaned for ona residant with
atrial fbrillation and hypertension not recaiving a
bloed thinnar, and the carrect dosage of diuretic
which placed the rasident at risk for a bleod clot
and electrolyta imbalance, This failura was
detsimenta! to the haalth, safsty, and welfare of
the residents, and constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 1310-34 on 04/03/18 for
this violation.

'CORRECTION DATE FOR THE TYPE B
V&OLAHDN SHALL NOT EXCEED MAY 18,
2018,

D813 G.S. 131D-21(2) Declaration of Rasidents’ Rights

G.S. 131D-21 Declaration of Residanis’ Rights
Every rasident shall have the following rights:
2. To racelve care and servicas which are
adequats, appropriate, and in compliance with
relevant federal and state laws and rules and
Jequlations,

“This Rule is not met as evidenced by:
Basad on observations, intarviews, and record

D 358

Da12 Mandatory Resldent Rights Train|

staff presented by Ombudsman 04/30/2018.
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raviews, the facllity failed to assure all residents
racaived care and services which wera adsquate,

“afipropriate, and In compliance with ralevant
federal and siats laws and regulations as relatad
to cardio-pulmonary resuscitation and medication
administration,

_Tl.\a findings are:

1. Based on record raviews and interviews, the
facility failed to assure at least one staff was on
the premises at all imes that had completed &
course on cardiopulmonary resuscitation (CPR)
and choking management within the last 24

“months on third shift for B of 11 shifts sampled in
February 2019, March 2019 and April 2019,
{Refer to Tag 167, 10A NCAC 13F .0507 Training
On Cardio-Pulmonary Resuscitation (Typa B
Violation)).

2. Based on observations, intanviews, and record
reviews, the facllity failad to ensure madications
ware administered as ordered and in accordance
with the facilities policles for two of threa
regidents (#6, and #7) observed during the
medication pass including errors with a

“medication for constipation {(#7), and a topical
antifungal cream (#8); and for 1 of 5 sampled
rasldents (#1) related to a blood thinner not baing
administered, and changing the dosage fora
diuretic, [Refer io Tag 358, 10A NCAC 13F
.1004(a} Medication Administration(Typa B

“Violation)).

D12

STATE FORM

Division of Haalth Service Raguiston

WUM211






