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Responses to the cited deficiencies do not constitute an
admission or agreement by the facility of the facts alleged

The Adult Care Licensure Section conducted an e cr?nclusfsions. s:-gt forth In the sgs\terlmlantof deﬁctitenci?s,
% € plan of correclion 1S prepared solely as a mafierg
gglréuza;hgnd follow-up survey on 03/18/18 through complfance by the aw,
D074 10ANCAC 13F .0306{a)(1) Housekeeping And Do74 Housekeeping staff will be hired and trained
Furnlshlngs to mop, sweep, and disinfect all common 442119
: areas daily. Clean hand rails and dust high
areas and |ow areas weekly.Deep clean
- _ _ ggf‘niNBﬁlﬁgsEF .03967H9LI§7SR§¢E|I19 ﬁn,d, N _ _ residentrooms monthly.. _ _  _ _ _ _ _ _|_ _ EE

4121119

(a) Aduit care homes shall: Housekeeping schedule will be developed and
ure an
(1) have walls, ceilings, and floors or floor implemenled to ensure all areas are cleaned

coverings kept clean and in good repair; routinely by 4/21/18.

The ED will supervise housekeeping
tasks. Revised 05/06/19. KMP

This Rule ‘is not met as evidenced by:

Based on observations and interviews, the facility
failed to maintaln clean floors as evidenced by
dirt and dust accumulation on the floor for 1 of 5
samplad residents' rooms {Resident #2).

The findings are;

Review of Resident #2's current FL2 dated
0212619 revealed:

-Diagnoses included demeantia and epilapsy.
-Resident #2 was incontinent of bowel ang
bladder.

-Resident #2 was ambulatory.

Observation of Resident #2's room on 03/20/19 at
2:33pm revealed:

~There was a thick accumulation of dirt and dust
under Resident #2's bed.

-There was dirty tissue under Resident #2's bed.
~There was dirt on the floor behind Resident #2's
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dresser,

Interview with Resitlent #2's Responsible Party
{RP) on 03/20/19 at 2:37pm revealed:

-She vislted Resident #2 three to four times per
waak,

-She always ohserved dirt/debris on the floor in
Resident #2's room under his bed and on the
floor.,

=She expressed her-concerns to the Administrator
in the past and the Administrator would get a staff
member to come and clean up the room,

~"There should be a schedule, | sheuld not have
to ask for his room to be clsaned".

~Tha Adminlstrator told her that thers was only
ohe housekeeper for the entire facility.

intarview with a personal care aide (PCA) on
03/21/19 at 11:04am revealed:

~She was filling in as a housekeeper on 03/21/19.
-The facility previously had a housekeeper and he
stopped working a week ago.

-She filled in as a housekeeper the week of
March 18, 2018 week to assist with cleaning
resident rooms.

-Bhe had nof cleaned Resident #2's room since
she worked as a housekeeper, she thought
ancther PCA had cleaned his room.

~Ghe was not responsible for persenal care duties
while completing hotisekeeping duties.

~Whan completing housekeeping duties she was
responsible for cleaning all of the resident floors
daily.

-There was no ¢leaning schedule that she
followed.

Interview with another PCA on Q3/21/19 at
11:50am revealed:

~The housekesper hired to clean the building had
been gone for 2 wesks,
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PCAs were allowed to slgn up for an extra shift
to serve as a housekeeper,

-She had served as a housekeeper twice since

the housekeeper left.

~She was not given any instruction, she cleaned
as many rooms as she couid when she worked.

Interview with the Administrator on 03/21/119 at
12:58pm revealed:

~There was previously & contract with an agency
to provide housekeeping services which ended
on 03/01/19.

-She found out the week before the contract
ended that the housekeeper would no longer be
employed. '

~There was cirrently no housekeeper smployed
to assist with housekeeping duties.

~Staff hava been filling in to assist with light
housekeeping such as cleaning toilets, removing
the trash, ansuring rooms have soap, paper
towels, and clganing incidents as they occur.
-There had bean no daep cleaning for the month
of March 2018,

~The facility had two deep cleanings with another
contractor due to a low sanitation score.

- 8he did not know Resident #2's room had dust
and dirt until alerted by his RP.

Based on observations, interview, and record
review Resident #2 was not interviewable.

10A NCAG 13F ,0802(b) Health Care

10A NCAC 13F .0802 Health Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care neads
of residents.

Do74

D273

Training was completed on 3/26/2019 on FSBS
testing, FSBS readings, and documenations of
readings by LHPS nurse.

3/26/19
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scheduled rapid acting insulin and a long acting
insulin, scheduled fingerstick blood sugar (FSBS)
readings, refusals of a medication for diabsetic
neuropathy, and a blood thinner used to reduca
the risk of heart disease, (Resident #3) and not
having an anti-anxiety medication available for
administration (Regident #5).

The findings arg:

1. Review of Resident #3's current FL2 dated
10/19/18 revealed diagnoses included Alzheimer
dementia, diabetes, urinary tract infections {UTI)
and dehydration,

a, Review of Resident #3's current FL2 dafed
10/19/18 revealed:

-There was a physician's order for novolog insulin
(a fast acting insulin used to regulate blood
glucose) 100units/ml, twenty units to be
administered three times a day with meals,
~There was an order for FSBS to be chacked
three times a day.

Review of Resident #3's record revealed a
physicians order dated 10/30/18 Increasing
novolog insulin to 23 units three times a day with

med pass audits on all shifts once every thirty
days for six months beginning 3/26/19.
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Training was completed on 3/26/19 on medication 3126/19
refusals and FSBS refusals by LHPS nurse.
-| Beginning 3/26/19 Director of Resident Care to 3/26/19
approve all orders and crder changes. Executive
. , . Director to review and approve all orders and
This Rule is not met as svidenced by: order changes to ensure all changes have been
TYPE A2 VIOLATION transcribed correctly on the MARS,
- - - — -| Based on-observations, intervlewsandrecord - + — - —- | - - - — - Tt T o -
reviews, the facility failed to assure physician
notification for 2 of 5 sampled residents
(Residents #3 and #5) as related to refusals of a Director of Resident Care to complete random 3/26M9
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01/01/19-01/31/19revealed: - —

meals.

Review of Resident #3's physician's crder
summary (POS) dated 02/26/19 revealed thera
was an order for novolog 100units/ml, 23 units to
be administered three times a day with meals.

Review of Resldent #3's January 2018 electronic
medication administration record (eMAR), from
~Thera was an entry for novolog 23 units to be
administered threa times a day with meals, at
7:00am, 12:00pm and §:00pm.

~There were nine documerited refusals of the
navolog insulin.

~Thers were no documeanted FEBS readings on
the eMAR.

Review of Resident #3's Fabruary 2019 eMAR,
from 02/01/19-02/28/19 revealed:

-There was an entry for novelog 23 units to be
administered three times a day with meals, st
7:00am, 12:00pm and 5:00pm.

-There were seventeen documented refusals of
the novolog insulin.

~There were na documented FSBS readings on
the eMAR,

Review of Resident #3's March 2019 eMAR from
03/01119-03/13/19 revealed:

-There was an entry for novolog 23 urits to be
administered three times a day with meals, at
7.00am, 12:00pm and 5:00pm.

-There wers seven documented refusals of the
novolog insulin, .

~Therg ware no documented FSBS readings on
the eMAR.

Raview of Resident #3's record revealed there
was no documentation the prescribing physician
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was notified of the insulin refusals.

Review of Resident #3's incident report dated
02/25/19 at 10:21pm revealsd:

~Resident #3 was in the day room and appeared
lethargic,

-Resident #3's level of conscliousness was rated
as "will arouse when hame is called"”.

«The FSBS recorded by the medication aide (MA)
at 8:00pm was 585 mg/dl.
~The on call physician was nctified {no time listed)
and requested Resident #3 be sent to the
emergency department (ED),

~The medics documented a blood sugar of
525mg/dl when they arrived at the facllity at
10:21pm.

Review of Resident #3's hoapital records dated
02/26/19 at 10:27pm ravealed;

~There was an ED visit on 02/25/19 with a
diagnasts of hyperglycemia,

-The medics reparted a blood sugar of 525 mg/dl
when they arrived at the ED.

-No further documentation was included in the
discharge summary,

Interview with the primary care physician (PCP)
on 03£21/19 at 8:48am revealed:

~She prescribed the insulin orders for Resident
#3.

~She had last visited with Residant #3 on
02/2719.

~She was told the resident had heen sent o the
hospital for hyperglycemia.

~She had not geen the hospital repott at that time.
~There was no record her office had been
contacted prior to the ED visit regarding Resident
#3's non compliance with her insulin medications.
-If she had been informed of her medication
refusals, she would have intervened with
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medication adjustments, based on hear review of
the eMAR documesntation.

-She expsacted the siaff to inform herwhen a
resident Is routinely refusing medications,
especially insulin,

~She was very concerned Resident #3 was not
recelving her insulin as prescribed due to her
cognitive decline and her inability to accurately
describe symptoms of hyperglycemia to the staff,

— — - —~-Notrecaiving-her insulin-routinely puts Resident-

#3 at risk for future hyperglycemic episodes,
which can lead to serious complications,

Interview with the Memory Care Manager (MCM}
on 03/21/19 at 10:20am revealed:

-Her responsibilities included the supervision of
the care staff and the MAs, to oversee meadication
administration, and she was the lialson between
the physicians and agency health providers, and
the facility.

~She knew Resident #3 was sent to the hospltal
for hyperglycemia on 02/15/19.

-The on call physician knew Resident #3 had
been sent to the ED on 02/25/19, and she
thought the primary care physician would have
been informed by her office staff,

-She did not know until "last week and the week
before" Resident #3 was refusing her insulin
medications and FSBS checks,

-Tha MCM thought the staff had informed the
physician when she made her rounds the
following week.

-~She knew Resldent #3 was compliant with her

medications when administered by some staff
members, and not compliant with other staff,
-She had not completed staff training regarding
“approach to challenging residents",

~The MAs should cantact her and the physician
when a resident routinely refused medications or
treatments.
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-She did not know why the MAs had not infarmed
her or the physician regarding the insulin refusals.

Review of the facility policy for madicaticn

refusals an 03/21/19 at 10:30am revealed:

-The prescribing physician was to ba notified If a
medication was refused three times.

-There was no reference to notifying the physiclan
more fraquently if a resident rafused their insulin.
Based on abservations, interviews and record
reviews it was determined Resident #3 was not
interviewable,

Refer to interview with the first shift MA on
03/20/19 at 11:15am.

Refer to interview with the secand shift MA on
03/20/19 at 4:01pm.

Refer to interview with the Administrator on
03/21£12 at 11:21am

b. Review of Resident #3's current FL2 dated
10/19/18 revealed there was a physician's order
for levemir insulin {a long acting Insulin used to
manage blood glucose levels) 100units/ml, 30
units to be administered twice a day.

Review of Resident #3's physician's order
summary (POS) dated 02/26/19 revealed there
was an order for levemir 100units/ml, 35 units to
bs administerad twice a day.

Review of Resident #3's March 2018 slectronic
administration record (eMAR) from
03/01/18-03/13/19 revealed:

-There wasg an entry fot levemir 35 units to be
administered twice a day at 8:00am and 8:00pm
~There were six documented refusals of the
Division of Health Service Regulation
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levemir insulin.

Raview of Resident #3's February 2019 eMAR,
from 02/01/19-02/28/19 revealed:

~There was an entry for levemir 35 units t¢ be
administered twice a day at 8:00am and 8:000m
-There were nine documented refusals of the
levernir insulin,

| Reviewof Resident #3's February 2019 progress |

notes from 02/23/19 - 02/25/19 revealed;

«On 02/2319 Resident #3 refused the scheduled
tevemir insulin injection at %:47am.

~0n 02/24/19 Resident #3 refused the scheduled
levemir insulin injection at 8:17am.

Review of Resident #3's record revealed thers
was no documentation the prescribing physician
was notified of the insulin refusals.

Review of Resident #3's incident report dated
02/25/19 at 10:21pm revealed:

-Resident #3 was in the day room and appeared
lethargic.

-Resident #3's level of consciousness was rated
as "will arcuse when name is called",

~The fingerstick blood sugar (FSBS) recorded by
the medication aide (MA) at 8:00pm was 585
mg/dl,

~The on call physician was notified (no tims listed)
and requested Resident #3 be sent to the
emergancy department (ED}.

-The medics documented & blood sugar of
525mg/dl when they arrived at the facility at
10:21pm.

Review of Resident #3's hospital recard dated
02/26/19 at 10:27pm revealed:

~There was an ED visit on 02/25/19 with a
diagnosis of hyperglycemia,
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-The medics reported a blood sugar of 525 mg/dl
when they arrived at the ED,

-No further documentation was included in the
discharge summary.

Interview with the Memory Care Manager (MCM)
on 03/21/19 at 10:20am revealed:

~She knew Resident #3 was sent to the hospital
for hyperglycemia, -

— - ——| ~The-on ¢all physician knew Resident#3bhad - |- - - |- -- - — - e it e
besn sent to the EL on 02/25/18, and she
thought the primary care physician would have
been informed by har office staff.

~She did not know until "last waek and the week
before" Resident #3 was refusing her Insulin
medications and FSBS checks.

-The MCM thought the staff had informed the
physician when she made her rounds the
following week.

~-The MAs should contact her and the physician
when arasident routinely refused medications or
freatments.

-She did not know why the MAs had not informed
her or the physician regarding the insulin refusals.

Review of the facility policy for medicaticn

refusals on 03/21/19 at 10:30am revealed:

-The prescribing physician was to be notified if a
medication was refused three times.

-There was no raference fo notifylng the physician
more frequently if a resident refused their insulin.

Interview with the primary care physician (PCP)
on 03/21/19 at 8:46am revealed:

-She prascribed the Insulin orders for Resident
#3,

-She had last vislted with Resident #3 on
0212719,

~She was tald the resklent had been sent to the
hospital for hyperglycemla,

Division of Health Service Regulation
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-5ha had not seen the hospital report at that time.
~There was na record her office had been
contacted prior to the ED visit regarding Resident
#3's non compliance with her insulin medications.
-If she had been Infarmed of her medication
tefusals, she would have intervened with
madication adjustments, based on review of the
eMAR documentation,

~She expectad the staff to inform her whan a

— | resident is routinely refusing medications, — — - [ - — —
especially insulin,

-She was very concearnad Resident #3 was not
raceiving her insulin as prescribed due to her
cognitive decline and her inahility to accurately
describe symptoms of hyperglycemia to the staff,
-Not receiving the prescribed insulin routinely puts
her at risk for future hyperglycemic episodes,
which can lead to serious complications.

Basad on ohaervations, interviews and record
reviews it was determined Resident #3 was not
interviewable.

Refer to interview with the first shift MA on
03/20/19 at 11:15am.

Refer to interview with the second shift MA on
03/20/19 at 4:01pm.

Refar to interview with the Administrator on
03/21/19 at 11:21am.

¢. Review of Resident #3's current FL2 dated
10/19/18 revealed thers was a physician's order
for fingerstick blood sugar (FSBS) readings three
times a day.

Review of Resident #3's January 2019 electronic
medication administraticn racord {sMAR) from
01/01/19-01/31/12 revealed;
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“8:00pmr -

~There was an entry for FSBS thres times a day,
to be administered at 8:00am, 12:00pm and
8:00pm,

-There wete nine documented FSBS refusals.

Review of Resident #3's Fehruary 2019 eMAR,
from 02/01/19-02/28/19 revealed:;

~Thare was an entry for FSBS thres times a day
to be administered at 8:00am, 12:00pm and

-There wera twanty-four documented FSBS
refusals.

Review of Resident #3's March 2019 eMAR from
03/01118-03/19/19 revealad:

-There was an entry for FSBS thres times a day
to be administered at 8:00am, 12:00pm and
8:00pm.

~There were six documanted FEBS refusals.

Review of Resident #3's record revealad there
was no documentation the prescribing physician
was ever notified of the FSBS rafusals.

Review of the facility policy for medication
refusals on 03/21/19 at 10:30am revealed the
prescribing physlclan was to be notified if a
medication was refused three times.

Interview with the primary care physician (PCP)
oh 03/21/18 at 8:45am revealad,

-She prescribed the FSBS orders for Resident #3.
~Thera was no record her office had been
contacted regarding Resident #3's non
compliance with het FSBS.

~If she had been informed of har FSBS rafusals,
she would have mades some adjustments, based
on her review of the eMAR documantation.

-She expected the staff to inform her when a
resident was routinely refusing medications ar
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treatments,

Interview with the Memory Care Manager (MCM)
on 03/21/19 at 10:20am revealed:

-8he did not know until "last week and the wesk
before" Reslident #3 was refusing her FSBS
checks,

-The MGM thought the staff had Informed the
physician when she made her rounds the
following week, — - S
-She knew Resident #3 was compliant with her
medications when administered by some staff
members, and not compliant with cther staff,
~The MAs should contact her and the physician
when a resident routinely refused medications or
treatments.

~She did not know why the MAs had not informed
her or the physician regarding the FSBS refusals.

Based on obsetvations, interviews and record
reviews it was determined Resident #3 was not
interviewable,

Refer to interview with the first shift madication
gide MA on 03/20/19 at 41:15am.

Refar to Interview with the second shift MA on
03/20M189 at 4:01pm.

Refer to interview with the Administrater on
0372119 at 11:21am

d. Review of Resident #3's current FL2 dated
10f19/18 revealed there was a physician's order
for clopidogre! {a blood thinner used to reduce the
risk of heart disease) 75mg daily.

Review of Resident #3's physician's order
summary (POS) dated 02/26/18 revealad there
was an order for clopidogrsl 76 mg daily,
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Review of Resident #3's February 2019 electronic
medication adminisiration record (eMAR), from
02/01/18-02/27/19 revealed:

~Thers was an entry for clogidogrel 75mg to be
administered daily at 8:00am.

~There were four documented clopldogrel
refusals.

- - - — Review of Resident #3's-March-2019eMAR, from |- - -~ - -~ - - - - - - - - — — — 1 - - -
03/01/18-03/19/18 revealed:

-There was an entry for clopidogrel 76mg to ba
administered daily at 8:00am.

-There wera three documentad clopidogrel
refusals,

Review of Resident #3's record revealed no
documentation the prescribing physician was
ever notifled of the clopidogrel refusals.

Interview with the primary care physician (PCP)
on 03/21/19 at 8:45am revealed:

-She prescribad the clapldogrel madication for
Resident #3.

«There was no recard her office had been
contacted to notify her of the clopidogrel refusals.
-If she had been informed of the refusals, she
would have made some adjustments, based on
her raview of the eMAR documentation.

-She expscted the staff to inform her when a
resident was routinely refusing medications or
treatments.

Intetview with the Memoary Care Manager {(MCM)
oh 03/2119 at 10:20am revealed:

-She knew Resident #3 was compliant with her
meadications when administered by soma stalff
members, and not compliant with other staff.
~She did not know Resident #3 had been refusing
her clopidogre! medication.
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~The MAs should contact her and the physician
when a resident routinely refused medications or
treatments.

~8he did not know why the MAs had not informed
her or the physician regarding the medication
refusals,

Review of the facility policy for medication
refusals on 03/21/19 at 10:30am revealed the

- prescribing physiclan was to be notifisd ifa — -

meadlcation was refused 3 times.

Based on observations, interviews and record
reviews it was determined Resident #3 was not
interviewable,

Refer to interview with the first shift medication
aide {MA) on 03/20/19 at 11;15am.,

Refer to interview with the second shift MA on
03720119 at 4:01pm.

Refer to Interview with the Administrator an
03/21/19 at 11:21am.

a. Review of Resident #3's current FL.2 dated
10/19/18 revealed thars was an order for
gabapentin, (used to treat diabetic naurcpathy),
300mg daily in the evening.

Review of Resident #3's physician's order
summary (POS) dated 02/26/19 revealed there
was an order for gabapetin 300mg twice a dav.

Review of Rasident #3's subsoguent physician's
order dated 03/14/19 revealed an order for
gabapentin 800mg three times a day.

Review of Resident #3's January 2019 electronic
medication administration record (¢MAR), from
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01/19/19-01/31/1¢ revealed;

-There was an entry for gabapentin 300mg to be
administered at 8:00pm.

~There was documentation the gahapentin was
nat available to be administered on seven
occasions.

Review of Resident #3's February 2019 eMAR,
from 02/06/19-02/28/19 revealed:

-~There was-an antry for-gabapentin300mg tobe |

administered twice daily at 8;00am and 8:00pm.
«Thera were seven documented refusals.

Review of Resident #3's Fehruary 2019 eMAR,
from 02/09/19-02/28/19 revealed:

-There was an entry for gabapentin 300mg, two
capsules, to be administered at 8:00pm.
-There was documentation the gabapentin was
not available to be administered on four
ocecasions.

-There were six documented refusals of
gabapentin.

Reaviaw of Resident #3's March 2019 eMAR, from
03/01/19-03/19M19 revealed;

~There was an entry for gabapentin 300mag, to be
administered at 8:00am and 2:00pm.

~There were six documented refusals,

Review of Residant #3's record revealed thera
was no documentation the prescribing physiclan
was ever notified the gabapentin was not
administered as prescribed.

Intarview with the primary care physician {PCP}
on 03/2119 at 8:45am revealed:

~She prescribed the gabapentin madication for
Resident #3 for neuropathy pain.

~3he had last visited with Resident #3 on
02127119,
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-Resident #3 had been complaining of increased
foot pain.

-She had increasad the gabapsntin to 800mg
three times a day in an attempt to provide
Resident #3 with relief from the pain in her foet,

~There was no record her office had been

contacted regarding Resident #3's non
compliance with her gabapentin medication.

-If she had been informed of her medication
refusals, she would have intervened with- — — -
medication adjustments, basad on her raview of
the eMAR documentation,

-She expected the staff to inform her when &
resident was routinely refusing medications.
-She was very concerned Resident #3 was not
receiving her pain medication as prescribed.

Interview with the Memory Care Manager (MCM)
on 03/21419 at 10:20am revealed:

-She did not know Rasident #3 routinely refused
soma of her medications.

-She knew Resldent #3 was compliant with her
medications when administerad by some staff
members and not ather staff,

-She did not know Resident #3 was refusing the
gabapentin medication.

-She expected the medication aides (MAs) to
inform her when a residant routinely refused
medication and to inform the prescribing
physician, per facitity policy.

~She did not know why the MAs had not informed
her or the physician regarding the medication
refusals,

Review of the facility policy for medication
refusals on 03/21/19 at 10:30am revealad the
prescribing physician was to be notified if a
medication was refused 3 times.

Attempted telephone interview with the
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responsible party on 03/21/19,

Based on observations, interviews and racord
reviews it was determined Ressident #3 was not
interviewable

Refer to inferview with the first shift MA on
03/20/19 at 11:15am.

-~ — | Referto inferview with the second shitMAon ~+ - — — ST s s o - - R
03/20/15 at 4:01pm.

Refer to inferview with the Administrator on
0372119 at 11:21am.

Interview with the first shift medication aide {(MA)
on 03/20/19 at 11:15am revealed:

-Resident #3 refused her medications "a lot."
<"You sometimeas have to ask her (Rasident #3)
more than once (to administer the prescribed
medications)."

~8hea dacumented refusals and informed het
supervisor,

-She did not contact the physician for Resident
#3's refusais - "l think she already knews."

-8he thought the Memary Care Manager (MCM)
contacted the physician,

-The MC and Administrator knew Resident #3
was refusing her medications.

Interview with the second shift MA on 03%/20/19 at
4:01pm revealed:

-If there were three or more refusals of a
medication staff should contact the physician.
-Staff were responsible for documenting all
physician natification on the eMAR progress
notes.

-She informed her supervisors, the Memory Care
Manager and the Administrator, when a resident
Division of Health Service Regulation

STATE FORM €399 K20311 If continuation sheet 18 of 86




Division of Health Service Regulation

PRINTED: 04/11/201¢
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING: COMPLETED
HALOB0125 B. WING (0312112019

NAME OF PROVIDER OR SUPPLIER

THE PARC AT SHARON AMITY

CHARLOTTE, NC 28205

STREET ADDRESS, CITY, STATE, ZIP CODE
4025 N SHARON AMITY DRIVE

refused their medications three times or more.
~She had not contacted the physician because
Resident #3 had not refused her medications
three times for her.
-Rasident #3 could be challenging to administer
medications.
~Sametimes it was the approach of the MA.
-Sometimes staff had to have ancther MA
approach Resident #3 at a later time to
“administermedications, — - — -
~The Memory Care Manager and the
Administrator knew she refused her medications
fraquently.

Interview with the Administrator on 03/21/19 at
11:21am revealed:

~-She assisted the Memory Care Manager in the
supervision of the care staff.

-She knew Residant #3 refused her medications
at times.

-It was her expectation the MAs and the MCM
would notify the physician if this occurred
regularly.

-The medication policy statad after 3 refusals the
physician was to be nofified,

-Natification of physicians should be documented
on the eMAR progress nates.

2. Review of Residant #5's current FL2 dated
01/22/19 revealed:

-Diagnoses Included deprassion and dementia.
-There was an order for lorazepam 0.5mg (used
to treat anxisty) tablet three times per day.

Review of the hospital discharge summary dated
01122119 revealed:
~The discharge summary was electronically

slgnad by the attending physician,
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-Resident #5 was hospitalized from
01/20/18-01/22/19 due to atrial fibrillation,
shortness of breath, chast pressure, and
hypertensicn.

-There was an order for lorazeparn 0,5mg tablets
three timas daily,

-There was a signature of the primary cara
provider (PCP} on summary dated 01/29/18.

Review of the January 2019 electronic Medication

Administration Record (eMAR) revealed:

~There was ann entry for lorazepam 0.5mg 3
timas daily at 7:00am, 12:00pm, and 5:00gpm for
anxiety, hold for sedation.

~The lorazepam 0.5mg was not administerad 21
out 81 opportunities from 01/01/19-01/31/19 with
"discontinuad" and "hold" documented as
reasons.

~Resident #1 was not available from
01/18/19-01/22M18 dus to hospitalization.

Review of a subsequent physician's crder dated
02/19/19 revealed an arder for lorazepam 0.5mg
three times daily,

Review of the February 2019 eMAR revealed:
-An entry for lorazepam 0.5mg 3 times daily at
7:00am, 12:00pm, and 5:00pm for anxiety, hold
for sedation.

-The lorazepam 0.5mg was not administered 53
out of 84 opportunitias from 02/01/19-02/28/19
with "discontinued” and "hold" documented as
reasons.

Review of the March 2019 eMAR revealed;

~An entry for lorazepam 0.5mg 3 times daily at
7:00am, 12:00pm, and 5:00pm for anxiety, hold
for sedation,

-The lerazepam 0.5mg was administered as
ordered from 03/01/19-03/2019.
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Review of Resident #5's record revealad:

~-There was no documentation of an order to hold
or discontinue lorazepam.

-Thera was no documentation staff had
requested a hard copy prescription for the
lorazepam.

Telephone interview with the pharmacist at the
tontracted pharmacy om 03/21/19 &t 10:20am
revealed:

-Lorazepam 0.5mg was originally ordeted onh
09/05M8 and it included & refllls,

-The lorazepam was filled on 11M11/18, 12/07/18,
01/04/19 for a 30 day suppiy.

-The last refill that could be filled with prascription
dated 09/05/1 8 was an 01/04/18.

-All controfled substances required a hard copy of
the prescription,

~The pharmacy received an FL2 from the facility
on 01/22/19, but could not fill the lerazepam
because it was not a hard copy of the script.
-There was a note In the computer system that
the Memory Care Manager (MCM) had been
notifled that a hard copy of the script was neaded
on 1/23M8.

~The pharmacy did not raceive an order to hold or
discontinue the lorsizepam 0.5mg.

~The hard copy script was not received until
02/18/19,

-A 30 day supply of lorazepam 0.5mg was filled
oh 02/19/19,

Interview with a first shift medication aide (MA) on
03/21/19 at 11:30am revealed:

-If a medication was discontinuad it would be
removad from the eMAR by the MCM or the
pharmacy.

-She administered Resident #8's medications
whan she worked,
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~3he thaught Resident #5's lorazepam was
discontinued when she returned from the hospital
in January 2019.

~She was told during shift change by another MA
that the lorazepam was discontinued,

«She could not remamber if she discussed
Resident #5's lorazepam with the MCM.

-She had net seen a discontinue or hold order for
Resident # 5.

—<She-had not contacted Resident #8's primary— — -

care physician {PCP) regarding the lorazepam.

Interview with the MCM on 032419 at 2:34pm
revealed:

~8he knew Rasident #5 was ordered lorazepam
0.5mg three times daily.

~The hosgpital did not give a hard copy prescription
fo allow the pharmacy to fill the lorazepam.

~Sha could not remember if she contacted the
physician to get & hard copy of the prescription.
~She and the Administrator were responsible for
contacting the physlcian for a hard copy of a
prescription,

-She could not find a discontinue or hald order for
the lorazepam 0.5mg three times daily for
01/24/19-02/18F19.

-She could not remamber what happenad with
Resident #5's lorazeparn order from
01/24/19-02/18M18.

Interview with the primary care provider {(PCP) on
03/21/19 at 5:58pm revealsd:

-She ardered lorazepam 0.5mg three times dalily
for anxiety.

-Resident #5 was hospltalized in January 2018
and she thought she put the lorazepam on hold
after being discharged, until she saw her but she
could hot remember,

-8he thought she gave a verbal order to hold the
lorazepam tntil she had a follow-up appointment
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with Resident #5,

-She saw resident on 01/29/19 because she read
and signed the discharge summary.

-She did not discontinue the lerazepam 0.5mg
threa times daily.

-She did not remember sighing an order to hold
the lorazepam for 01/24/19-02/20/19.

-She was not notified that & hard copy of the
prescription was heeded for the pharmacy to

Interview with the Administrator on 03/21/19 at
12:58pm ravealsd;

-She thought the lorazepam was on hold for
Resident #6 until the PCP completed a follow-up
appointment.

~The PCP provided a verbal order to hold the
lorazepam when Resident #5 returned from the
hospital, but she could not remember the date,
-She thought the lorazapam was on hold until the
hard script was writien, but could not find an
order to hold the lorazepam for Resident #5.
~8he and the MCM would be rasponsible for
obtaining an order to hold or discontinue a
medication,

-She and the MCM would be responsible for
obtaining a hard copy of a prescription.

Based on observations, interviews, and record
review, it was determined Resident #5 was nat
interviewable.

The failure of the facillty to assure referral and
follow up to meet the routine and acute haalth
cara needs of the residents as related to a
diabetic refusing Insulin, scheduled fingerstick
hlood sugar (FSBS) readings which resultad in a
a blood sugar of 586 mg/dl, increased lethargy,
and hospitalization, and related to refusals of
gabapentin and clopidogrel, (Resident #3) and
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not having lorazepam available for administration
(Resident #5) resulting in the resident missing 74
doses of the medication, This failure resulted in
substantial risk of serious physical harm and
injury and constitutes a Type A2 Violation.

The facllity provided a plan of protection In
accordance with G.S, 131D-34 on 03/021/19 for
this violaticn.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT £EXCEED April 21,
2019.

10A NCAC 13F .0804(e}(4) Nutrition and Food
Service

10A NCAG 13F .0904 Nutrition and Food Service
{&) Therapeutic Diets in Adult Care Homes:

{4) All tharapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by:

Based on observations, record reviews and
inferviews, the facility falled to assure therapeutic
diets were served as ordered for 1 of 2 sampled
residents with diet orders for a mechanical soft
entire dist (Resident #1).

The findings are: -

D273

D 310 All Dietary staff to be refrained by ED with
knowledgeable Dietary Manager on Therapeutic

Diets

Daily monitoring from ED or DRC to monitor
meals for Therapeutic Diets daily form
4/22/19 - 5/6/1¢ and randomly there after.

421119

421119
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Review of Resident #1's current FL-2 dated
D6/05/18 ravealed diagnoses included
Alzheimer's disease, Asperger's syndroma, and
tardive dyskinesia.

Review of a subsequent physician's order dated
08/21/18 revealed an order for a mechanical soft
entire meal diet,

Revlew of the therapautic diet list dated 03/19/19
revealed Resident #1 was to be served a
mechanical soft diet.

Review of the therapeutic dist menu for lunch on
031919 revealed:

~Residents on a mechanical soft diet should be
servad ground balsamic tomato glazed meatloaf,
lima beans with no bacon, a moistan baked roll,
and mechanical soft baked apples.

-There was no alternative meat listed on the
menu.

Observation of the lunch meal service in the
dining room on 03/19/18 from 11:48am tc 1:00pm
revealed:

-Resident #1 was served a ham and cheese
sandwich cut into halves, baked apples, water,
and tea.

-Resident #1's bread was not molstened and the
ham was sliced and not mechanically altered.
-Resident #1 did not eat his bread, he consumed
the rest of his meal without difficulty.

Further review of the theraputic menu for lunch
revealsd there was no recipe to references for
preparing a ham and chesse sandwich for
residents ordered a mechinical soft diet,

Interview with the Dietary Manager (DM) on
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03/20119 at 2:40pm revealed;

-She prepared the lunch meal for all the
residents.

~She used prior knowledge and the diet menu to
prapare meals.

~She received training for two weeks when she
started over a year ago by the previous DM,
-She served Rezident #1 a ham and chease
sandwich because that was what she cffered as
-~ —tanalternate.— —— ———— —— ~— -~~~ -
-She did not have a menu o recipe to reference
for how to prepare a ham and cheese sandwich
for a mechanical soft diet.

-Resident #1 did not want food seivad on the
men.

-3he choppad the ham with a knife to make it
easier for Resident #1 fo eat.

~She did not moisten Resident #1's bread, she
did not know if it needed to be moistened,

-She thought Resident #1 could have a ham and
cheese sandwich because it was soft.

Telephone interview with Resident #1°s Primary
Care Physician (PCP) on 03/21/19 at 5:59pm
revealed:

-Resident #1's current diet order was mechanical
soft for the entire meal.

-The current diet order was recommendead by
speech therapy, "over a year ago”.

-Resident #1 would be at risk for chaking
episodes if ha was not served a mechanical soft
diet,

Interview with the Administrator on 03/21/19 at
12:58pm revealed:

-8ince the previous survey, she sat down and
reviewed menus and instructions with the dietary
manager.

~8he expected the DM to follow the menu and
provide alternatives as provided by the contracted
Divisian of Mealth Service Regulaticn
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-5he thought the DM was following the
instructions or the menu to prepare the
mechanical soft meal.
Based oh observations, inferviews, and record
reviews it was determined Resident #1 was not
interviewable.
| D358 10ANCAC 13F ,1004(a) Medication @~ | D3s8 | |
Administration Director of Resident Care to approve all orders
L . . and order changes. Executive Director to review
10A NCAC 13F 1004 Medloaﬂon Adminlstl'atlon and approve that a“ orders and order changes 4/21/19
(@) An adult care home shall assure that the have been transcribed correctly on MARS.
preparation and administration of madications,
prescription and non-prescription, and treatments ED and/ or DRC lo complete random med
by staff are in accordance with: 4/21/18

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 3 of 8 residents
(Residents #5, #10, and #12) observed during the
medication passes, administering a medication to
be taken with food fo a resident in bed returning
to sleep (Resident #10), eye drops prescribed for

pass audits on all shifts once every thirty days
for six months and randomly there after.
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the right eye for increased pressure were
administered to both eyes, and not having a
second eye drop available for administration
(Resident #12), and for 2 of 5 sampled residents
(Residents #3 and #5) related to medicafions not
administered as ordered, related to the incorrect
dose of a medication for nauropathy pain
(Resident #3), and lorazepam not administerad
as ordered {#5),

The medication error rate was 21% as evidenced
by the cbhservation of & errors out of 29
opportunities during ths 11:30am medication pass
on 03/19/19, and the 8:00am meclication pass on
03/20/19.

1. Review of Resident #3's current FL.2 dated
10/19/18 revealed diagnoses included Alzheimer
dementia, diabetes, urinary tract infactions (UTI)
and dehydration.

Review of Resident #3's current FL2 datad
10{19/18 revealed there was an order for
gabapentin, (usad to treat diabetic neurcpathy)
300mg daily in the evening.

Review of a subsequent physician's order dated
02/2719 revealed:

~There was an order to administer gabapentin
300mg datly at 8:00am and 2:0Cpm.

~There was an order o administer gabapentin
600mg daily at 8:00pm

Review of an additional physiclan's order on
03/14/19 revealed an order for gabapentin 600mg
to be administered 3 fimes a day.

Ohservation of Resident #3's medications on
hand revealed:
-There was a bubble card of 30 tablats of
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gabapentin 300mg, administer at 8:00am and
2:00pm, 13 tablets remaining. .

-There was a bubble card of gabapeantin 600mg,
administer three times a day, 21 tablets

-| remaining.

Revlew of Resident #3's March 2019 electronic
medication administration record (eMAR) from
03/14/19-03/19/19 revealad there was an entry
“for gabapentin 600myg three times a day, tobe ~
administered at 8:00am, 12:00pm and 8:00pm.

Interview with the medication aide (MA) on
03/20/12 at 2:10pm revealed:

<The gabapentin order was for 300mg at 8:00am
and 2:00pm and 600mg at bedtime,

-She administerad 300mg of gabapentin at
8:00am and 2:00pm,

-8he administared 300mg of gabapentin this
morning with with Rasident #3's other 8:00am
medications.

~Ghe did not know the order had changed six
days agoe to 600mg three times a day.

~She had not noticed the order change an the
eMAR.

~She had not noticed the directions on the bubble
card for gabapentin 600mg.

| thought the 600mg (bubble card of
gabapentin) was her (Resident #3's) nighttime
dose 80 | did not jook at the abel."

-"We have to look at the eMAR to know a
medication order has been changed.”

~Tha MAs were to remove the bubble card from
the medication cart when an arder changed and
return it to the pharmacy.

Interview with the Maemory Care Manager (MGM)
on 03/20/19 at 3:47pm revealed:
-The MAs were responsikle for removing expired

or discontinued medications frorm their medication
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cart,

~-The MAs were responsible for checking the
medication labsi and directions with the sMAR
entry for each medication before administration.
-The MAs wera responsible for weekly cart audits
of & residents.

-She did not perform cart audits.

-She did not know the MAs were not checking the
medication labe! with the aMAR entry before
administering medications,” — — — —
-5he did not think the MAs were following the
carrect process for medication administration.

Interview with the Administrator on 03/21/19 at
10:09am revaaled:

~The Memory Care Manager (MCM) supervised
the medication aides (MAs) and the care staff.
-The MAs were responsible for re-ordering
medications on their carts when needed,

-The MCM had instructad the MAs to contact the
pharmacy for refill medications before the
meadication "runs out",

-The MAs performed weekly cart audits with &
residents on each cart.

-8he did not know there were MAs who ware not
following policies and procedures regarding
medication administration.

2. Review of Resident #10's FL2 dated 07/117/18
revealsd:

-Diagnoses included Alzhsimer dementia,
hypertension and right great toe amputation.
-There was an order for meloxicam, (used to treat
pain and inflammation), 7.5 mg tablet to bhe
administarad with food daily.

Review of Resident #10's March 2012 electronic
medication administration record (eMAR) from
03/01/19-03/19/19 ravealed an entry for
meloxlcam 7.5mg, 1 tablet with food, o ba
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administered at 9:00am.

Observation of Resident #10's medication pass
on 03/20/19 at 8:45am revealad:

«The medication aide (MA) preparad 4 oral
medications, including meloxicam 7.5mg, in &
medicine cup to administer to Resldent #10.
-Resident #10 was sleeplng in bed when the MA
brought the medicationg to his room.

-The resident sat up inthe bed to take his™ —

medications and asked if breakfast was over.
-The MA responded breakfast had finished.
-Resident #10 laid back in bed, after swallowing
his medications, and closed his eyes.

Intervisw with the MA on 03/20/19 at 8:45am
revesled:

-Rasldent #10 rarely gats up for breakfast In the
maorning.

~She usually administered his medications in the
bedroom while he was in the bed.

-She did not know the meloxicam needed to be
administerad with food.

~She did not remembar seeing those Instructions
on the eMAR entry.

Interview with the Memory Care Manager (MCM)
on Q3/20/19 at 3:47pm revealed:

-Bha provided in service training for the MAs
regarding tmedication administration and infection
control throughout the year.

-The pharmacist and the hospice registered
nurse facilitated the in service trainings.

~The MAs were responsible far checking the
medicaticn label and diractions with the eMAR
efitry for each medication.

-The MAs should be following all the instructions
for administering the medication,

~8he did not know the MAs were not checking the
medication label with the eMAR entry.
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-She did not think the MAs were following the
corract process for medication administration,

Interview with the Administrator on 03/21/19 at
10:09am revealed;

-The Memory Care Manager (MCM) supervised
tha medication aides {MAs)} and the care staff,
~The MAs were respcnsible far re-ordering
medications on their carts when needed.

-The MCM-had instrucied the MAs tocontact the~

pharmacy for refill medications before the
medication "runs out",

-The MAs performed weekly cart audits with &
residents on each cart,

-She did not know there wera MAs who were not
following policies and proceduras regarding
medication administration.

3, Review of Resident #12's FL2 dated 04/10/18
revealed diagnoses included Alzheimer dementia;
hypothyroidism and wheezing.

8. Review of Resident #12's FL2 dated 04/10/18
revealed there was a physicians arder for timolol
maleate eye drops, one drop In the right eye each
marning for intraocular pressure,

Obsetvation of Resident #12's medication pass
on 03/20/19 at 8:35am revealed:

~The medication aide (MA) remaved the timalol
eye drops from the medication cart and applied
gloves,

~She did not rafer to the eMAR befora leaving the
medication carf,

-She administered the timolol eye drops in both
the right and left aye.

~She did not refer to the label on the eye drop
hottle,

-The MA remarked during the administration of
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the eye drops, -"l think you get a drop in both
eyes",

Review of Resident #12's March 2019 slactronic
medication administration record (eMAR) from
03/01M9-03/19/19 revealed an entry for timolol
maleate eye drops, one drop in the right eye to be
administered daily at 8:00am.,

| Interview with the first shift MA'on 03/20/19 at ™~

9:15am revealed;

-She thought the timolol eye drop was for both
eyes,

-Some of Resident #3's eye drops were for both
eyes.

-She did not read the order on the eMAR
completely when she prepared to administer the
&ye drops.

Interview with the Memory Care Manager (MCM)
on 03/19/19 at 3:53pm revealsd:

~Tha MAs should be referring to the medication
orders entersd on the eMAR and comparing them
to the prescription label on the medication before
administration of the medication,

-The MAs should not be administaring
medications from memory.

~8he did not know the MAs were not following the
medication administration policy.

Intarview with the Administrator on 03/21/19 at
10:09am revealed;

~The MCM supervised the MAs and the care
staff,

-The MAs were responsible for re-ordering
medications on their carts when needed,

~The MCM had instructed the MAs to contact the
phartnacy for refill medications before the
madication "runs out",

-The MAs performed weekly cart audits with 5
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residents on each cart.

-5he did not know there were MAs who were not
following pelicies and procedures regarding
medication administration,

b. Review of Resident #12's FL2 dated 04/10/18
revealed there was a physician's order for
simbrinza 0.2% eye drops (used to treat
glaucoma), one drop in the right eye twice dally.

Observation of Resident #12's medication pass
on 03/20/19 at 8:35am revealed:

«3he could not locate the simbrinza eye drops on
the medication cart.

-The MA could not lecate the simbrinza aye drops
on the overstock medication shelf in the
madication room.,

-Tha simbrinza eye drops ware not administered
to Restdent #12 during the moming meadication
pass,

Review of Resident #12's March 2(119 electronic
adminlstration record (eMAR) from
03/011/119-03/19/19 revealed there was an entry
for simbrinza 0.2% eye drops, one drop in the
tight eye twice daily, to be administered at
8:00a1m.

Interview with the first shift MA on 03/20/19 at
9:15am revealed:

-She did not know why the simbrinza eye drops
were not on the medication cart,

-When a medication was getting low, she
re-ordered the medication from the pharmagay.
-She checked the Medication Reorder form in the
meadication room and the simbrinza eye drops
had not bean orderad.

~3he would contact tha pharmacy after the
madication pass and order the seye drops.

-She did not administer the simbrinza eye drops
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to the right eye during the morning medication
pass.

~She did not indicate during her morning shift the
simbrinza eye drops were administered.

Intarview with the Memory Care Manager (MCM)
on 03/20M19 at 3:47pm revealed:

~The MAs ware responsible for re-ordering
medications from the pharmacy before the
medications werg finished. ~ — — —
-The MAs should be ordering medications whan
they have 5 dases remaining to the medication,
-The MAs conducted cart audits on 5 residents
each week, and part of the audit was to re-order
medications that were low.

-She did not know why the MA did not order a
new bottla of simbrinza eye drops before they
were completed.

~She did not know the simbrinza eye drops were
not on the medication cart to be administered fo
Resident #12,

Interview with the Administrator on 03/21/19 at
10:09am revealed:

~The Memary Care Manager (MCM} supervised
the medication aides (MAs) and the care staff.
-The MAs wera responsible far re-ordering
madications on their carts when needed.

~The MGM had instructed the MAs to contact the
pharmacy for refill medications befors the
medication "runs out”.

~The MAs parformeod weekly cart audits with &
residents on each cart.

-She did not know there were MAs who were not
following policies and procedures regarding
medication administration,

4, Review of Resident #5's current FL.2 dated
01/22119 revealed:
-Diagnoses included depression and dementia.
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-There was an order for lorazapam 0.5mg (used
fo treat anxiety) tablet three times per day,

Review of the hospital discharge summary dated
01/22/18 revealed:

-The discharge summary was electronically
signed by the attending physician.

-Resident #5 was hospitalized from
01/20/19-01/22M19 for atrial fibriliation, shoitness

" of breath, chest pressure, and hypertension.

-There was an order for [orazepam 0.5mg tablets
three times daily.

-There was a signature of the primary cara
provider {PCP) on sumimary dated 01/28/19.

Review of the January 2019 electronic Medication
Administration Record (eMAR} revealed:

-An entry for lorazepam 0.5mg 3 times dally at
7:00am, 12:00pm, and 5:00pm for anxiety, hold
for sedation.

«The lorazepam 0.5mg was not administered 21
out 81 opportunities from 01/01/19-01/31/19 with
"discontinued" and "hold" documented as
reasons,

-Resident #1 was not available from
01/18/M19-01/2219 due to "resident unavailable".

Review of the February 2019 eMAR revealed:
-An entry for lorazepam 0.5mg 3 fimes daily at
7:00am, 12:00pm, and 5:00pm for anxiaty, hold
for sedation.

-The lorazepam 0.5mg was not administered 53
out of 84 opportunities from 02/01/19-02/28/19
with "discontinued” and "hold" documented as
reasons.

Review of a subseguent physician's order dated
02/19/19 revealed an order for lorazepam 0.5mg
three times daily.
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Review of the March 2019 eMAR revaaled:

-An entry for lorazepam 0.5mg 3 times dally at
7:00am, 12:00pm, and 5:00pm for anxiety, hold
for sedation.

-The lorazepam 0.5mg was administared as
ordarad from 02/01/19-03/20M189.

Observation of medication available for Resident
#5 on 03/21/19 at 11:20am revealad there were
86 lorazepam 0.5mg tablets available for — —
administration.

Telephone interview with the pharmacist at the
contracted pharmacy on 03/21/19 at 10:20am
revealed,

Lorazepam 0.5mg was originally orderad on
09/06/18 and it included 5 refills.

~The lorazepam was filled on 11/11/18, 12/07/18,
01/04/19, and 02/18/19 for a 30 day supply.

-The last refill that could be filled with prescription
dated 09/06/18 was on 01/04/19.

-All controlled substances required a hard copy of
the preseription,

~The pharmacy racsived an F1.2 from the on
01/22/19, but could not fill because it was not a
hard copy of the script.

-There was a note in the computer system that
the Memory Care Manager (MCM) had heen
notified that a hard copy of the script was needed
on 01£23M19.

-There was no other documentation indicating the
facility requested lorazepam from the pharmacy,
-There pharmacy did not receive an order to hold
or discontinue the lorazepam 0.5mg.

~The hard copy script was not receivad until
02/19119,

Interview with a first shift medication aide (MA) on
03/21/19 at 11:30am revealed:
-If a medication was discontinued it would he
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remaved from the eMAR by the MCM or the
pharmacy.

-She knew Resident #5 was ordered lorazepam
0.5mg thrae times daily.

-She thought Resident #5's lorazepam was
discontinued when she returnad from the hospital
in January 2019. :

-She was told during shift change by another MA
that the lorazepam was discontinued.

© 7 77| =She could not remember if shediscussed” — ~ | T — 7~
Resident #6's lorazepam with the MCM.

Interview with the MCM on 03/21/19 at 2:34pm
revealed; .

-She knew Resident #5 was orderad lorazepam
0.5mg three timas dally.

-The hospital did not give a hard copy prescription
to allow the pharmacy to fill the lorazepam.

-She could not remember if she contacted the
physician to get a hard cepy of the prescription.
-She and the Administrator were rasponsible for
reviewing the discharge summary and ensuring
that medications are available.

~She could net find a disgontinug or hold order for
the lorazepam 0.5mg three times daily for
01/24/19-02/181189.

Interview with the primary care provider (PCP) on
03/21/19 at 5:59pm revealed:

-She ordered larazepam 0.8mg three times daily
for anxiety.

-Resident #5 was hospitalized In January 2019
and thought she put the lorazepam on hold untit
she saw her, after bring discharged from the
hospital, but she could not remember.

-She saw resident on 01/29/19 becauss she read
and signed the discharge summary.

-She did not discontinue the lorazepam €.5mg
three times daily,

-She did not remember sighing an order to hold
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Continued From page 38
the lorazepam for 01/24/19-02/20/19.

Interview with the Administrator on 03/21/19 at
12;58pm revealed:

-5he thought the lorazepam was cn hold for
Residant #5 untll she completed a follow-up
appointment.

-She thought the lorazepam was on hold until the
hard script was written, but could not find an

order to hold the lerazepam for Resldent #85.

Based on obsarvations, interviews, and record
review, it was determined Resident #5 was not
interviewable.

10A NCAC 13F .1004() Madication
Administration

T0A NCAC 13F 1004 Medication Administration
(¥ The rasident's medication adminisiration
racard (MAR) shal] be accurate and Include the
following:

(1) resident's name,

{2) name of the medication or freatment order;
{3) strength and dosage or quantity of medication
administered;

{4) instructfens for adminlstering the medication
ot treatment;

{5) reason or jusfification for the administration of
medications or treatiments as needad {(PRN) and
documeniing the resulting effect on the resident;
(6) date and time of administration;

{7) documentation of any omission of
medications or reatments and the reason for the

{ omisslon, including refusals; and,

(8) name or initials of the person administering
the medlcation or treatment. If Initials are used, a
slgnature equivalent to thases initials is to be
documented and maintainad with the medication

D 358

0 367

after.

DRC will Review all insulin orders for accuracy
weekly for four weeks and randomly there after.

DRC will Review MARS monthly for accuracy for
six months beginning 4/21/19 and randomly there

412119

4121119
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administration record (MAR).

This Rule is not met as evidenced by:

"Based on observationg, record reviewsand —
interviews, the facility failed to assure the
electronic medication atdministration records
(eMARs) were accurate and complete for 5 of 8
sampled residents (Residents #3, #5, #6, #7 and
#8 }, as related to documentation of finger stick
blaad sugar readings (FSBS} an the eMARS
which did not correspond to their regpeactive
glucometer readings {Residents #6, #7 and
#8), no documentation of FSBS readings for a
resident with orders for FSBS checks 3 times a
day (Resident #3) and inaccurate documentation
of lorazepam (Resident #5).

The findings are:

1. Review of Resident #3's curvent FLZ dated
16/19/18 revealad:

-Diagnoses included diabetes mellitus.

~There was an order to chack finger stick blood
sugars (FSBS) three times a day before meals,

Review of Resident #3's electronic medication
administration record (eMAR) for January 2019
from 01/01/19-01/31/19 revealad:

~Thare was an entry for FSBS to be checked
hefore meals at 7;00am, 12:00pm and 5:00pm.
~There was no documentation of FSRS readings
recorded on the January 2018 eMAR,

Review of Resident #3's record revealed there

Division of Health Service Regulation
STATE FORM

6agg

K20311

If conlinuation sheaet 40 of 66




Division of Health Service Regulaticn

PRINTED: 04/11/2049
FORMAPPROVED

yecorded on the @ruaiy 201 9 eMAR.

was no documentation of FSBS readings for
January 2019, frorm 01/01/19-01/31/19.

Review of Resident #3's eMAR for February
2019, from 02/01/19-02/28/19 revealed:

-There was an entry for FSBS check bafore
meals at 7:00am, 12:00pm and 5:00pm.

-There was no documentation of FSBS readings

Review of Resident #3's record revealed thera
wag na documentation of FSBS readings for
February 2019, from 02/01/19-02/28/18.

Review of Resident #3's eMAR for March 2019,
from 03/01/19 - D3/16/12 revealad:

~There was an entry for FSBS chack before
meals at 7:00am, 12:00pm and 5:00pm.

-There was no documentation of FSBS readings
recorded on the March 2019 eMAR.

Review of Resident #3's record revealed there
was no documentation of FSBS readings for
March 2019, from 03/01/19-03/15/19.

Interview with the first shift medication aide (MA)
on 03/20/19 at 11:15am revealad:

-3he administered medications to Resident #3.
-She checked Resident #3's blood sugar before
breakfast and lunch meals,

~There was no place ta record the blood sugar
readings on the sMAR.

-She did not record the blood sugar readings
anywhere elsa,

-Resident #3 was on a sliding scale insulin before
Christmas and they were able to record the blood
sugars oh the aMAR then,

-She did not know why thera was no place to
record the FGBS.

~The Memory Care Manager or the Administrator
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entered orders on the weekends or after hours.
-The pharmacy entered orders Monday through
Friday from 9:00am-5:00pm.

-She did not report to her supervisor there was no
place to record the FBBS,

-She thought since the sliding scale was
discontinued the MAs did not need fo record the
FSBS.

Interview with the second shift MA o 03/20/19at -
4.0 pm revealed:

-She did not remember if there was a place on
the eMAR fo decument blood sugars for Resident
#3,

“"We are only responsible to do what is on the
eMAR."

-She checked Resident #3's blood sugar before
dinner.

-She did not record the FSBS results on any other
form.

~She did not notify her supervisor therg was no
place to record the FSBS results,

~1f it is not an the eMAR, | can not doit."

Interview with the Memory Care Manager (MCM)
on 03/21/19 at 10:20am revealed:

-She did not know the eMAR entry for the FSBS
did not have a drop down menu to record the
reading. '
-The pharmacy entered the physician orders for
the residents on the eMAR unless it was the
weekend or after hours.

-Bhe and the Administrafor entered orclers after
hours and on the weekends if necessary.

~One of them enterad the FSBS order and did not
check the box on the aMAR to activate the drop
down menu.

-She verified new orders hut did not review the
eMARs monthly for accuracy.
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Interview with the Administrator on 03/21/19 at
11:21am revealed:

-She asslsted the MCM in the supervision of the
care staff and antaring new ordsrs onto the
eMAR after pharmacy hours or on the waekends.
-She did not know Resident #3's FSBS entry on
the eMAR from January 2019-March 2019 did not
provide an optlon to record the FSBS reading,
~These readings were not racorded on any other
document by thestaff, ~——
-It was her expectation the MAs would notify the
MCM or herself if there were any irregularities
with the eMAR documentation,

-She did not know why the MAs had not brought
this to their attention.

~She had entered the order and was remiss in
activating the drop down menu.

-She had discovered the error and notified the
physician on 03/13/18.

Telephone interview with a technician from the
facllity's contracted pharmacy on 43/22/19 at
8:48am revealed:

~The faciiity staff faxed physician orders to the
pharmacy.

-New orders were entered by tha pharmacy
technician.

-If an order was received after hours or on the
weekend, the facility supervisors entered the
order.

~The pharmacy software did not interface with the
facility's eMAR system. The pharmacists could
not view the order entries on the facility eMAR.
-A drop down menu for vital signs and medication
parameters had to be activated on the eMAR
after the order was enterad.

-If the pharmacy entered the order, it was their
respansibility to activate the drop down menu.

-If the facility entered the arder, it was their

responsihility to activate the drop down meanu.
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Interview with the primary care physician (PCP)
on 03/21/19 at 8:45am revealad:

~-She did not know the FSBS readings were not
documented on the eMARs until the administrator
notified her last wesk,

~The resident had been recently hospitalized for
hyperglycemia and it was important the FSBS
values were documentad so she could evaluate
insulin dosages. -
-She expected the facility te maintain proper
health records to ensures residents received the
optimal health care.

Based on observations, infarviews and record
reviews it was determined Resident #3 was not
interviewable.

2. Review of Resident #6's current FL2 dated
11/16/18 revealed;

-Dagnoses included dizbetes mellitus, diabstic
ketoacidosis and pre-renal acute kidney injury
(AKD,

~Physician orders Included fingerstick blood sugar
(FSBS) 3 times a day.

Review of Resident #6's electronic medication
administration (eMARs) for March 2019 from
03/18/19 to 03/21/19 revealed,

-There was an entry for FSBS 3 times a day, to
be obtained at 7:00am, 12:00pm and 8:00pm.
-FSBS reading docurmentad on 03/16/19 at
8:00pm was 165mg/di.

-F5BS reading documented on 03/17/19 at
7.00am was 95 mg/dl.

-FSBS reading documented on 03/17/19 at
12:00pm was 119 mg/dl.

-FSBS reading documented on 03/17/18 at
8:00pm was 119 mg/dl.

-FSBS reading documented on 03/18/19 at
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11:52am (for the 7:00am FSBS) was "Refused.".
-SBS reading documanted on 03/18/19 at
12:00pm was 190 mg/dl,

-FSBS reading documented on 03/18/19 at
8:00pm was 210 mg/dl.

-FSBS reading documented on 03/19/19 at
7:00am was 198mg/d!

-FSBS reading documented on 03/192/19 at
12:12pm was 120 mg/dl.

T T 7| -FSBS reading documented on 03/19/19at — |7 T T~
7:16pm was 148 mo/di,

-FSBS reading decumentad on 03/20/19 at
7:04am was 98 mg/d|,

-FSBS reading documented on 03/20/18 at
11:59am was 105 mg/dl.

-FSBS reading documented on 03/20/19 at
8:07pm was 120 mg/dl.

-F8BS reading documented on 03/21/19 at
7:47am was 100 mg/dl.

Observation of Resident #6's glucomster
revealed;

~Tha glucometer was housed In a plastic
container labeled with Resident #5's name.

~The glucometer was not {aheled, nor set to
correct date or fime.

-The last 14 readings on the glucometor were as
follows:

~There was a reading on 06/24 at (no time) FSBS
was 118 mg/d).

-There was a reading on 06/25 at 2:48am FSBS
was 140 mg/dl.

~There was a reading on 06/25 at 7:33am FSBS
was 165 mg/d],

-There was a reading on 08:25 at 10:07pm FSBS
was 856 mg/dl.

-There was a reading on 06/26 at 2:48am FSBS
was 119 mg/dl.

-There was a reading on 06/27 at 7;50am FSBS
was 112 mofdl.
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«There was a reading on 06/27 at 9:19am FSBS
was 1988 mg/dl.

«There was a reading on 08/28 at 2:45am FSBS
was 120 mg/dl.

-There was a reading on 06/27 at 9:19am FSBS
was 198 mg/dl.

-There was a reading on 06/28 at 7:51am FSBS
was 145 mg/dl,

-There was a reading on 06/28 at 9:53am FSBS
was 148 mgfdl.— -
-There was a reading on 05/28 at 9:32pm FSBS
was 98 mg/d|,

-Thete was a'reading on 06/28 at 2:27am FSBS
was 105 mg/dl,

~There was a reading on 06/2¢ at 8:03am FSBS
was 144 mg/dl,

~0f the 14 readings recorded in the glucometer,
nohe were recorded cn the eMAR,

Based on observations, interviews and record
reviews it was determined Rasident #6 was not
interviewable.

Interview with the Administrator on 03/21/19 at
10:09am revealad:

-The MAs were respensible for recording the
correct FSBS reading on the sMAR

-The physicians relied cn accurate readings to
prescribe proper dosages of insulin.

«The internet connection was poor in some
places, but the MAs knaw this and should ks
writing the bload sugar reading down or checking
the glucometer memory.

-The third shift MAs were fo clean and calibrate
the glucomeaters weeldy, as well ag checking the
correct date and time.

-There was no process in place to review the
eMARSs and compare them to the glucometer
history.
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Interview with the first shift MA on 03/21/19 at
2:05pm revealed:

~She checked the FSBS for 2 residents on the
hall assigned to her.

-She always documented the blood sugar
immediately on the eMAR.

«3he dil not know why the the glucometer
readings for the dlabetle resldents did not
correspond to the aMAR documentation.

—  — 7| -The MAs were to clear the readings onthe — -
glucometers weekly,

~There was no dacumentation that was required
indicating the glucometers had been cleared, per
facility policy.

-The third shift MA was rasponsible for calibrating
and cleaning the glucometers weekly, and satting
the correct date and time.

Interview with the second shift MA on 03/21/19 at
2:40pm revealed:

-3he always documented the FSBS reading on
the eMAR after completing a fingerstick blood
sugar,

~There may have heen a time when she was
interrupted by another mamary care resident
needing assistance or a fall and she may not
have documented immediately.

-She knew thers was a memory function in the
giucometer, but she rarely used it,

-Bhe remembered the FSBS readings of the
residents,

Interview with another MA on 03/21/19 2:55pm
revealed:

-The MAs chacked the FSBS in the resident's
rooms and if they did not write the reading down
they were "going off memory".

-MAs also stationed their cart in one place and
may have to travel farther away to perform the
FSBS.
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-If they did not writs down the FSBS, they
probably forgot the number by the time they
returned to thsir medication cart,

-She was interrupted after taking an 11:30am
FSBS taday and forgot the number when she
returned to her cart.

-She tried to write the numbers down
immediately.

Interview with the third shift MATn 03/271/19 &t ~
3:05pm revealed:

~She cleaned the glucometers weekly and
callbrated them.

-She also checked the date and the time,

-She doocumented when she completed this task.
~She last completed the task on 03/13/18.

~The MAs cleared the glucometars of readings
weekly.

-She did nof know why the dates and times were
not accurate on the glucometers.

~8he dlid not know why the readings were not
consistent with the eMAR documeantation.

~She did not take any FSBS on het shift,

Review of the glucometer log in the medication
room revealed the last documented cleaning and
calibrating of the glucometars was signed by the
MA on 03/13/19.

Interview with the Memory Care Manager on
03/21119 at 3:18pm revealed:

~The MAs were to clear the glucometer readings
weekly, per facility policy.

-The third shift MA was to clean the glucometers,
calibrate and sef the date and time correctly,
~8he did not know why the glucometer readings
did not correlate with the eMAR documentation.
~She thought the MAs were hat racarding the
FSBS reading immediately and were trying to
remember when they returned to the cart.
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~The medicatlon cart should be in close proximity
to the resident they were attending to.
~Bometimes the internet connaction was weak
and the medication caris had to ba kept whers
the signal was strong.

~The MAs should write down the FEBS readings if
they had to leave their cart at a distance from the
resident's room.

~-The glucometers also had a memery function
‘which they have been tralned fouse, [
~Thare was no process in place o review the
eMARs and compare them to the glucometer
history.

3. Review of Resident #7's current FL2 dated
01/M10/18 revealed:

~Diagnoses Included Alzheimer dementia, Type 2
diabetes and renal cell carcinoma.

~There was & physician's order to check
fingerstick blood sugar (FSBS) onca every day,
and as needed,

Revigw of Resldent #7's electronic madication
administration (eMARSs) for March 2019 from
03/07/19 - 03/20/19 revealed.

There was an entry for FSBS once a day,
administered at 7:00am.

~FSB3 reading documented on 03/07/19 at
10;30am was 127 mgfdl.

-FSBS reading documented on 03/08/19 at
9:43am was 134 mg/dl.

-FS888 reading documentad on 03/09/19 at
7:00am was 158 mg/dl.

-F58S8 reading documentad on 03/10/19 at
8:12am was 182 mg/dl.

-FSBS reading documented on 03/11/19 at
9:44am was 180 myfdl.

-F3BS reading documented on 03/12/19 at
10:28am was 113 mg/dl.

~FSBS reading documentad on 03/13/19 at
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8:34am was 133 mg/l.

-FSBS reading documented on 03/14/19 at
7:00am was 128 mg/dl.

-FSBS reading documented on 03/15/19 at
7:00am was 146 mg/dl,

-FSBS reading documented on 03/16/19 at
8:06am was 146 mg/di.

-F8BS reading documented on 03/17/19 at
8:47am was 138 mg/d!.

-FSBS reading documented on 03/18/18at — —
9:15am was 185 mg/dl.

-F8BS reading documented on 03/19/19 at
10:28am was 156 mg/dl.

Observation of Resident #7's glucometer
revaaled:

~The glucometer was housed in a plastic
container labaled with Resident #7's name.
-The glucometer was not labeled, nor set to
correct date or time,

-The last 14 readings on the glucometer were as
follows:

-There was a reading on 06/20 at 4:45pm FSBS
was 182 mg/dl..

~-There wag a reading on 05/21 at 3:40pm FSBS
was 180 mg/dl..

-There was a reading on 05/22 at 3:38pm FSBS
was 113 mg/dl. .

~There was a reading on 05/23 at 3:42pm FSBS
was 133 mg/dl..

-There was a raading on 05/24 at 3:29pm FSBS
was 129 mg/dl.

-There was a reading on 05/25 at 7:23am FSBS
was 120 mg/dl,

~There was a readihg on 05/25 at 3:58pm FSBS
was 145 mg/dl.

-There was a reading on 05/26 at 4:35pm FSBS
was 148 mg/di,

~There was a reading on 05/27 at 3:37pm FSBS
was 186 mg/dl.
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~There was a reading on 05/28 at 3:36pm FSBS
was 183 mg/dl.

~There was a reading on 05/29 at 3:30pm FSBS
was 156 mg/dl.
~Thers was a reading on 05/30 at 3:28pm FSBS
was 138 mg/dl
-There was a reading on 05/31 at 3;51pm FSBS
was 200 mg/di,

| Interview with the Administrator on 03/21/19at
10:09am revealed:

-The MAs were responsible for recording the
correct FSBS reading on the eMAR

~The physicians relied on accurate readings to
prescribe proper dosages of insulin,

~The internet connaction was poor in some
places, but the MAs knew this and should be
writing the blood sugar reading down or checking
the glucometar memary,

-The third shift MAs were to clean and calibrate
the glucometars weekly, as wall as check the
correct date and time,

~There was no process in place {o raview the
eMARs and compare them fo the glucometer
history.

Inferview with the first shift MA on 03/21/19 at
2:08pm revealed:

~3he chacked FSBS for 2 residents on the hall
asslgned to her,

-She always documented the blood sugar
immaediately on the eMAR.

-8he did not know why the the glucometer
readings for the diabstic residents did not
corraspond to the eMAR documentation,

-The MAs were o clear the readings on the
glucometers weekly.

~There was no documentation that was required
indicating the glucometers had been cleared, per
facility policy.
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~The third shift MA was responsible for calibrating
and cleaning the glucomaters weekly, and setting
the correct date and time.

Interview with the second shift MA on 03/21/19 at
2:40pm revealad;

-She always documentad the blood sugar on the
eMAR after completing a fingarstick bleod sugar.
-There may have been a time when she was

interrupted by ancther memary care resident” ~ [

needing assistance or a fall and she may not
have documented immediately,

-She knew there was a memory function to the
glucometer, but she rarely used it.

-She remembered the FSBS readings of the
residents.

Intorview with another MA on 03/21/19 2:55pm
revealsd:

-The MAs checked the FSBS in the resident's
rooms and if they do not write the reading down
they ware "golng off memory".

-MAs also stationed thelr cart in one place and
may have to travel farther away to perform FSBS
-f they were not writing down the FSBS thay
probably would forget.

~She was Interrupted after taking an 11:30am
F&BS today and forgot the number when she
returned to her cart.

-$3he tried to write the number down immediataly,

Interview with the third shift MA on 03/21/19 at
3:05pm revesled:

-She cleaned the glucometers waekly and
calibrated them. .

-She also checked the date and {ime.

-Ghe documented when she completed this task,
-She last completed the task on 03/13/19.

~The MAs cleared the glucometers of readings
weekly.
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-She did not know why the dates and times were
not accurate on the glusometers,

-She did not know why the readings wers not
consistent with the eMARs,

~She did not take any FSBS on her shlit.

Review of the glucometer log in the medication
room revealed the last documented cleaning and
calibrating of the glucometers was signed by the

MAon (13/13/19.
Intarview with the MCM on 03/21/19 at 3:15pm
revealed:

-The MAs were to clear the glucometer readings
weekly, per facility policy.

~The third shift MA was to clean the glucometers,
calibrate and set the date and time correctly.
-She did nof know why the glucometer readings
did not correlate with the eMAR documantation,
~8he thought the MAs were not recording the
FSBS reading immediately and were relying on
mamory when they returned to the cart,

-The medication cart sheuld be in close proximity
to the resident they were attending to.
-Sometimes the internet cennection was weak
and the madication carts had to be kept wheare
the signal was strong.

-The MAs should write down the numbers if they
have to leave their cart at a distance from the
resident's room.

-The glucometers also hava a memory function
which they have been trained to use.

-There was no process in place o review the
alMARs and compare them to the glucometer
history.

Based on ohservations, interviews and record
reviews it was determined Resident #3 was not
interviewable.
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4, Review of Resident #8's current FL2 dated
0711718 revealed:

-Diagnoses Included diabetes mellitus.

-Physician ordars included fingerstick blood sugar
(FSBS) readings once a day.

Review of Resident #8's electronic medication
administration (sMARs) for March 2019 from
03/08/19 to 03/21/19 revealed:

~There was an eritry for FSBS once adayat ~—
8:00pm,

-FSBS reading documented on 03/18/19 at
7:33arm was 220 mo/dl.

~FSBS reading documanted on 03/18/18 at
&:.29am was 200 mofdl.

-FSBS reading documented on 03/18/19 at
12:06pm was 135 my/dl.

-F8BS reading decumented on 03/18/1© at
5:18pm was 210 mg/dl,

| -FSBS reading documanted on 03/19/19 at

6:34am was 171mg/dl.

-FSBS reading documented on 03/19/19 at
1:54am was 264 mg/dl.

-FSBS reading documented on 03/19/19 at
4.:32pm was 465 mg/dl.

-FSBS reading documented on 03/19/19 at
7:18pm was 178 mg/dl.

-F8BS reading documented on 03/20/19 at
7.05am was 87 mg/dl,

-FFSBS reading documented on 03/20/19 at
12:00pm 347 mg/dk

-FSBS reading documented on 03/20/19 at
4:54pm 220 mg/di.

-F5BS reading documentad on 03/20/19 at
7:21pm was 220 mgfil

-FSBS reading documented on 03/21/19 at
7:08am was 158 mgkll.

-FSBS reading documented on 03/21/19 at
11:55am was 273 mg/dl.
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Observation of Resident #8's glucometer
revealsd:

~The glucometer was housed in a plastic
container labeled with Resident #8's name.
-The glucometer was not labeled, nor set to the
corract date or time.

~The last 14 readings on the glucometer were as
follows:

-There was & reading on 04/28 at 7.46pm was
172 mg/dl. — o -
-there was a reading on 04/28 at 10:51pm was
150 mgfdl.

-There was a reading on 04/29 at 8:38am was
108 mg/dl.

-There was a reading on 04/20 at 2:40pm was
244 mg/di,

-There was a reading on 04/29 at 7:38pm was
220 mg/dl.

~There was a reading on 04/30 at 2:43pm was
135 mofdi.

~There was a reading on 05/01 at 2:09am was
171 mogfdl.

~There was a reading on 05/01 at 2:32pm was
264 mg/dl.

~There was a reading on 05/01 at 7:10pm was
468 mg/dl.

-There was a reading on 05/01 at 9:32pm was
178 mogy/dl.

-There was a reading on 06/02 at 9:37am was 82
mg/dl.

-There was a reading on 05/02 at 2:38pm was
347 mgfdl.

-There was a reading on 06/03 at 9:46am was
158 mg/dl.

-There was a reading on 05/03 at 2:37pm was
273 mgfdl,

Based on chsarvations, intervlews and record
reviews it was determined Resident #8 was not
interviewable.,
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Interview with the Adminisirator on 03/21/19 at
10:0%am revealed:

-The MAs were responsible for recording the
correct FSBS raading on the eMAR

-The physicians relied on accurate readings to
prescrive proper dosages of insulin.

~The internet connection was poor in some
places, but the MAs know this and should be
writing the blood sugar reading down or checking
the glucometar memory. |

~The third shift MAs ware to clean and calibrate
the glucometers weekly, as well as check the
correct date and time.

-Thete was no pracess In place to review the
eMARs and compare them {o the giucometer
history.

Interview with the first shift MA on 03/21/19 at
2:05pm revealed:

-She checked the FSBS for 2 residents an the
hall assigined to her.

-She always documented the blood sugar
immediataly on the eMAR.

-She did not know why the the glucometer
readings for the diabetic residents did not
correspond to tha eMAR documentation.

-The MAs wera to clear the readings on the
glucometers weekly.

~There was no documentation that was tequired
indicating the glugometers had been cleared, per
facility policy.

-The third shift MA was responsible for calibrating
and cleaning the glucometers weekly, and setting
the correct date and time,

Interview with the second shift MA on 03/21/1¢ at
2:40pm ravealad:

-She always documented the blood sugar on the
eMAR after completing a fingerstick blood sugar.
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-There may have been a time when she was
interrupted by another memory care resident
needing assistance or a fall and she may not
have documented Immediately.

-She knew there was a memary function to the
glucometer, but she rarely used it.

~-She remembered the FSBS readings of the
resldents, ,

Interview with another MA on 03/21/19 2:55pm

revealed;

~The MAs chacked the FSBS in the resident's
rooms anl If they do not write the reading down
they were "going off memory”.

-MAs also stationed their cart in one place and
may have to travel farther away to perform FSBS
-If they were not writing down the FSES they
probably would forget,

-She was interrupted after taking an 11:30am
FSBS today and forgot the number when she
returned to her cart.

-She tried to write the number down immediately.

Interview with the third shift MA on 03/21/19 &t
3:05pm revealed:

-She ¢leaned the glucomesters weekly and
calibratad them,

-She also checked the date and time.,

~She documented when she completed this task.
-She last completed the task on 03/13/19.

-The MAs cleared the glucometers of readings
weekly.

-She did not know why the dates and times were
not accurate on the glucometers.

-She did not know why the readings were not
consistent with the eMARs.

~-She did nof take any FSBS on her shift.

Review of the glucometer log in the medication
room ravealed tha last documented cleaning and
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calibrating of the glucometers was signed by the
MA on G3/13/19.

Interview with the MCM on 03/21/1¢ at 3:15pm
ravaaled:

-The MAs ware to clear the glucometer readings
weekly,

~The third shift MA was to clean the glucometers,
calibrate and set the date and time correctly.

~She did not know why the glucometer readings -~ |

do not correlate with the eMAR documentation.
~Ghe thought the MAs were not recording the
FSBS reading immediately and were trying to
remember when they returned to the cart.

«The medication cart should be in close proximity
to the resident they were attending to.
~Someatimes the internet connection was weal
and the rmedicafion carts had to be kept where
the signal was strong.

-The MAs should write down the numbers if thay
had fo leave their cart at a distance from the
resident's room.

-The glucometers also have a memory function
which the MAs have heen trainad to use,

-There was nc process |h place to review the
&MARs and compare them to the glucormeter
higtory.

5, Raview of Restdent #5's current FL2 dated
01/22119 revealed:

-Diagnoses included depression and dementia,
-There was an arder for lorazepam 0.5mg (used
to treat anxiety) tablet three times per day.

Review of the hospital discharge summary dated
01/22M19 revealed:;

-Tha discharge summary was electronically
signed by the attending physician,

wResldent #5 was hospitalized from
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017201 8-01/2219 tor atrial fibrillation, shortness
of breath, chest pressure, and hypertension,
-There was an order for lorazepam 0.5mg tablets
three times daily.

-There was & signature of the primary care
provider (PCP) on summery dated 01/29/19.

Review of the January 2019 electronic Medication
Administration Record (eMAR) revealad:

N B ~ 7| -Anentry for lorazepanT 0.5mg 3 times dailyat -
7:00am, 12:00pm, and 6:00pm for anxiety, hold
for sedation,

«The lorazepam 0.5mg was not administered 24
out 81 opportunittes from 01/01/19-01/31/19 with
"discontinued" and "hold'listed as reasons.
-Resldent #1 was not available from
01/18/19-01/22f12 due to hospitalization.

Review of a subsequent physician's order dated
02/19/19 revealed an order for lorazepam 0,5mg
three times daily.

Review of the February 2019 eMAR revealed:
~An entry for lorazepam 0.5mg 3 times daily at
7:00am, 12:00pm, and 5:00pm for anxiety, hold
for sedation.

-The lorazepam 0.5mg was not administerad 53
out of B4 opportunities from 02/01/18-02/28/19
with "discontinued” and "hold"listed as reasons.

Observation of medication available for Resident
#5 on 03/21/19 at 11:20am revealed there were
66 lorazepam 0.5mg tablets available for
administration.

Raview of Resident #5's record revealed there
was no order to discontinue or hold the
lorazepam.

Interview with a first shift medication aide (MA) on
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03/21/19 at 11:30am revealed:

-She administered medications to Resident #5
when she worked, :

-She thought Resldent #5's lorazepam was
discontinuad when she returned from the hospital
in January 2019, -

~She was told during shift change by ancther MA
that the lorazepam was discontinied,

-She documented that (the medication was
"discontinued" and "awalting" on the eMAR six
times from 01/24/19-2/18/19.

Interview with the Memory Care Manager (MCM)
on 03/2119 at 2:34pm ravealad:

-She knew Resident #5 was ardared lorazepam
0.Bmg three times daily.

~The hospltal did not give a hard copy prascription
fo allow the pharmacy to fill the lorazepam,

~3he could not find a discontinue or hald order for
the lorazepam 0.5mg three timas daily for
01/24/19-02/18M19.

~The MAs should not have documented
"discontinua" on the eMAR,

-She raviewed a "resident administration
compliance" report every Menday for missed
medications.

-She had not noticad the MAs ware documenting

“discontinue on the MAR for Resident #5's

lorazepam.

Interview with the primary care provider (PCP) on
03/21/19 at 5:59pm revealed:

-She orderad lorazepam 0.5mg three times daily
for anxiety.

-Resident #5 was hospitalized in January 2019
and thought she put the lorazepam on hold until
she saw har but she could not remember.

-She did not discontinue the lorazepam 0.5mg
three times daily.
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Interview with the Administrator on 03/21/19 at
12:58pm ravealed:

~She thought the lorazepam was on hold for
Resident #5 until she completed a follow-up
appointment,

-She thought the lorazepam was on hold until the
hard script was written, but could not find an
order to hold the lorazepam for Resident #5.
-The MAs should not have documentad
"discontinue" for Resident #5's lorazepam — —
because the medication was not discontinued.
-There was no process to review the sMARS for
accuUrate documentation, "only for refusals”,

-She would expect the MAs fo let her or the MG
if & medication not administered for several days
and It was still appearing on the eMAR,

D371 10A NCAC 13F .1004{n) Medication D 371
Administration

10A NCAC 13F 1004 Medication Administration
{n) The facllity shall assure that medications are
administerad in accordance with infection contral
measures that halp to prevent the development
and transmission of diseasa or infection, prevent
cross-cantamination and provide a safe and
sanitary environment for staff and residents,

This Rule is not met as evidenced by:

Basad aon observations, interviews, and record
reviews, the facllity failed to assure proper
infection control measuras were usad for 2 of §
residents observed during a morhing medication
pass relatod to a medication aide (MA)
administering an exelon patch with out sanitizing
her hands before application of the patch and not
weating gloves when applying the patch
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(Resident #9), and net sanifizing her hands
before a finger stick blood sugar {FSBS) chack
and insulin preparaticn (Resident #3).

The findings are:

1. Review of Resident #3's current FL.2 dated
10/19/18 revealed: .

« Diagnoses included Alzheimar damentia,

- ciabetes, urinary tract infections (UThand- — - |- - — = 1 - C - B
dehydration.

-There was an order for fingerstick blood sugar
(FSBS) checks 3 times a day before meals,

Obsarvation of Regident #3's medication pass on
03719719 at 11:45am revealad:

-The medication alde (MA} directed Resident #3
fo the medication room to administer the FSBS
check.

~The MA applied gloves without washing or
sanitizing har hands.

~The MA petformed the FSBS.

-The MA administered the prascribed insulin,
-The MA removed the gloves and disposed in the
frash receptacle.

-The MA did not wash or sanitize her hands
before administaring medications to the next
resident.

Interview with the MA on on 03/19/19 at 12:07
revealed;

-The MAdid not know she had not sanltized her
hands after the administration of insulln to
Resident #3,

-She knew she was supposed to sanitize her
hands after each resident's acministration,

-She knew she was supposed to wash her hands
with soap and water after "several” residents
being administered medications.

~3he thought she may have heen nervous and
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forgot fo sanitize her hands this time.

Interview with the Administrator on 03/20/19 at
2:61pm revealed:

~The facility staff had recelved tralning in infectlon
control procedures,

~Training in infaction control procedures was
completed yearly.

~The MAs should sanitize their hands after each
ragident's medication administration, and — —
handwash with soap and water after every third
resident's medication administration.

Interview with the Memory Care Manager (MCM)
on 03/20/19 at 3:53pm ravealed:

~The MAs had been instructed to follow Infection
control policles when performing FSBS checks.
~The MAs had been instructed to sanitiza their
hands after each resident's medication
administration, and handwash with soap and
water after every third resident's medication
administrafion.

-She did not know the MAs were not following the
facility's infection control procedures.

2. Review of Reslident #9's FL2 dated 05/18/18
revaaled;

-Diagnoses included Alzhelmer dementia
hypertension and coronary atherosclerosis.
~There was a physician order for an exelon palch
9.5mg, (used to freat mild and moderate
dementia) for 24 hours, apply one patch daily and
remove the ald patch.

Review of the March 2019 electronic medication
administration record revealed an entry for an
exelon patch, 9.5mgf24 hours, ta be administersd
daily at 8:00am.

Observation of Resident #9's madication pass on
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03/20/19 at 8:15am revealed:

-1 he medication alde (MA) removed the
nackaging from the axelon patch and labeled tha
patch with the date.

~The MA did not apply hand sanitizer or wash
hands before the administration of the exelon
patch,

~The MA did not apply gloves before plaging the
exelon patch on the lower right back of Resident
H#9- - - T T '
-The MA washed her hands in the resident's sink
after the administration of the patch,

Interview with the MA on 03/20/19 at 2:10pm
revealed;

-She knew she should wear gloves when
administering pain patches to the residents.

-She had gloves on the cart-"l just forgot.”

«She usually wore gloves to administer patches to
the residents-"sometimes the morning med pass
gets very busy and | forget."

«3he had been trained on the infection control
policy at the facility.

Observation of the medication cart on 03/20/19 at
8:25 revealed gloves and hand sanitizer were
available for the MA fo wear for medication
administration.

Interview with the Memary Care Manager (MCM)
oh 03/20/19 at 3:53pm revealed;

«The MAs have been instructed to follow infection
control policies in the administration of
medications.

-The MAs have been Instructed to wear gloves
when administering pain patches, topical
medications, eyadrops, nasal sprays and hand
held inhalers.

-The MAs should administer medications and
freatments in the resident's reom or the
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medication room.

-Hand sanitizing should be parformed before and
after adminlstering medications for 3 residents.
-After the third medication pass, the MA should
wash her hands with soap and water,

-8he did not know the MAs were not following the
facility's infaction control procedures.

Interview with the Administrator an 03/20/19 at

-The facllity staff had raceived fraining in infection
controf procedures.

-Training in infection control procedures was
completed yearly.

-The medication aides {MA) should wear gloves
to administer transdermal patches,

Reaview of the facility's Medication Administration
Policy and Procedure revealed the facility staff will
administer madications in accordance with
infection control measures.

G.8. 131D-21(2) Declaration of Residents' Rights

G.8. 131D-21 Declaration of Residents' Rights
Evety resident shall have the following rights:
2. Toreceive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:
Based cn observations, recerd reviews, and
interviews, the facility falled to assure every

0 371

pe12

All Med Techs will complete Infection Control
training by 4/21/19 provided by LHPS nurse.

Resident Rights inservice has been
scheduled with ombudsman on 5/7/19

Resident Rights inservice has been
scheduled to be completed on 4/30/19
with LHPS nurse,

42119

4/2119

4/21/19
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resident had the right to receive care and
services which are adequate, appropriate, and in
compliance with rules and regulations as related
to medication administration.

Based on observations, interviews and record
reviews, the facility failod to assure physician
notifleation for 2 of 5 sampled residents
{Residents#3 and #5) as relatad to refusals of a
scheduled novaolog injection, a rapid acting
insulin, and levemir injection, a fong acting insulin
for cantrol of blood sugar, scheduled fingerstick
blood sugar (FSBS) readings, refusals of
gabapentin, a medication for diabetic neurcpathy,
and clopidegrel a blood thinner used to reducs
the risk of heart disease, (Resident #3} and
regarding an order for lorazepam (Resident #5}.
[Refer to Tag 0273, 10A NCAC 13F .0902(b)
Health Care {Type A2 Violation)].

(X4} ID SUMMARY STATEMENT OF DEFIGIEMCIES D PROVIDER'S FLAN OF GORRECTION {%5)
FREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENGED TO THE ARPROPRIATE DATE
DEFICIENGY)
D912| Continued From page 65 D912
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