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{D 000} Initial Comments
, The Adult Care Licensure Section conducted a
- follow-up survey on October 15 - 18, 2019,

i

{0 273) 10ANCAC 13F .0902(5) Health Care

§ 10A NCAC 13F .0002 Health Care
| {(b) The facility shall assure referral and foilow-up

I

- ta meet the routine and acute health care needs
. of residents.

| This Rule is not met as evidenced by:

| Based on record reviews and interviews, the

' facility failed to notify the primary care provider for
. 1 of 5 sampled residents (#1} related to six

| missed doses of a medication used for gastric

| refiux.

' The findings are:

- Review of Resident #1's current FL-2 dated

| 0B/09/19 revealed:

| -Diagnoses included seizure disorder, borderine
| personality disorder, super-super obesity, and
 type 2 diabetes.

| ~There was an order for omeprazole 40mg daily.
| (Omeprazole is used to treat gastric reflux.)

5 Review of Resident #1's September 2040

| electronic Medication Administration Record

| (8MAR) revesled:

| ~There was an entry for omeprazole 40mg daily.

{D 000}

D273}

i
i
i
i
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Continued From page 1

. ~From 08/11/19-09/16/12, there was

| documentation omeprazole was not administered,
~From 08/11/18-09/15/19, there was
documentation indicating the reason for not
administering omsprazole was "physically unable
o take."

| -From 09/15/19 and 09/16/19, there was

' documentation indicating "waiting on med.”

Review of Resident #1's record revealed there

. was no documentation of contacting the primary
| care provider (PCP) regarding the missed doses
| of omeprazols.

Interview with Resident #1 on 10/16/10 at
12:30pm revealed:

-8he did not receive omeprazole for several days
in mid-Bepiember.

| -Bhe was toid by the Medication Aide (MA) the

| medication was not in the facility.

' -She did not experience any negative effects from
| not receiving the omeprazole.

| -5he did not know if staff notified her primary care
provider (PCP) about not receiving omeprazole

| for several days.

T S

| Interview with an MA on 10/16/19 at 1:08pm

| revealed the PCP was to be notified when

| medications were not administered three times in
a row.

Telephone interview with a second MAon
10/18/19 at 1:28pm revealad:

-The PCP was fo be notifisd when a medication

- was not administered three times in & row.

| -She usually waited for a response from the

; pharmacy before contacting the PCP ifa

| madication needed io be refilled.

| -She could not recalt notifying the Resident Care
| Coordinator (RCC) about the missed omeprazole

®273 | b273 - RCC will monitor all
refusals weekly | DIXHL
any resident with more than 3
refusals.

RCC will notify PCP and
document.

RCC will work closely with MA’s
every week

to assure all medication is
available. RCC

will assure proper training is
given to MA’s

on policy regarding refusal and or
medication

refills to assure medicine is
available at all times
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doses.
- ~-Bhe did not notify the provider regarding
Resident #1's missed omeprazole doses.

Telephone interview with the receptionist at the

. PCP's office on 10/17/19 at 1:41pm revealed:
 -The PCP received several calls from the facility
in late August 2019 and early September 2019

| regarding "straightening out” Resident #1's

. medication orders.

. -She did not know if any of the calls were

. specifically about omeprazote.

| Interview with the RCC on 10/16/18 at 1:53pm
revealed:

~The MAs used the physician notification form,
 sent by fax, to communicate with the PCP.

. -She would make phone calls to the PCP as

| ngeded.

 -If a medication was not administered three times
' in & row, the PCP was notified.

| -She did not recall being informed about Resident
 #1's omeprazole not being available.

interview with the Administrator on 10/18/18 at

2:15pm revealsd:

| ~The facility faxed information to the PCP using
 the physician contact form.

- ~The PCP should be notified if medications were
| missed one time.

| T0A NCAC 13F .1004{a) Medication
| Administration

| 10A NCAC 13F .1004 Medication Administration
| (8) An adult care home shall assure that the

| preparation and administration of madications,

| prescription and non-prescription, and treatments
F by staff are in accordance with:

D273}

{D 358}
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{0 358} | Continued From page 3

i {1) orders by a licensed prescribing praciitioner

| 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:
| FOLLOW-UP TO TYPE B VIOLATION

; Based on these findings, the previous Type B
 Violation was not abated.

; Based on observations, record reviews, and

| interviews, the facility failed to administer

| medications as ordered by a prescribing

! practitioner for 2 of 5 sampled residents (#1 and
| #3) including a non-steroidal anti-inflammatory

. medication (#3) and a medication to freat gastric
| reflux (#1).

| The findings are:

| 1. Review of Resident #3's current FL-2 dated
04/28/19 revealed:

-Diagnoses include coronary artery disease,

| debility, dementia, depression, diabetes mellitus,

| dysiipidemia, gastro-esophageal reflux disease,

| hypertension, nephrolithiasis, and stroke.
~ibuprofen (used to treat pain and inflammation)

. was documented as a prn medication but without
| any documentation of a dose, frequency, or route.

{D 358}

|

. b3 1
D358 - RCC will do secondary y
follow up on all orders before they
are placed in residents chart. RCC
will follow throughwill all orders
such as reading over order,
faxing to pharmacy, reading order
in emar system, comparing to
order and approving it.
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i am, 1:00 pm, and 5:00 pm.

| -There was documentation of administration from
| 09/01/19 to 09/25/19 at 9:00 am, 1:00 pm and

| 5:00 pm.

| ~There was documentation of two dots or periods
| from 09/26/19 fo 09/30/19 at 9:00 am, 1:00 pm,

| and 5:00 pm.

| ~Thera was no documentation on the eMAR for

i

| e meaning of the two dots or periods.

| Review of Resident #3's October 2019 eMAR

| revealed:

- -There was an entry for ibuprofen 200 mg take
one tablet three times daily, scheduled for 9:00
am, 1:00 pm, and 5:00 pm.

| -There was documentation of two dots or periods
from 10/01/19 to 10/03/19 at 9:00 am, 1:00 pm,

, and 5:00 pm.

{ ~There was no documentation on the eMAR for

. the meaning of the two dots or periods.

 ~There was documentation of administration from
1004719 to 10114419 at 8:00 am, 100 pm, and
5:00 pm and 10/15/19 at 9:00 am and 1:00 pm.
~There was documentation of circled staff initiais
on 16/06/19 at 5:00 pm that indicated Resident

| #3 was out of the facifity.

' Observation of Resident #3's medication on hand
| on 10/16/19 at 10:45 am revealed:

| ~There was one 100 tablets bottle of & tocai

. pharmacy brand ibuprofen 200 mg tablets.

| ~There was ne pharmacy label on the bottle and
 there were approximately 50 tablets remaining in
the bottle.

| “Resident #3's name was handwritten on the

| bottle in two different areas and his initials were

| on the side of the bottle and the cap of the bottle.

| Review of Resident #3's hospital discharge
| summary revealed:

Division of Health Service Reguiation
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| ~The resident was admitted to the hospital on

08/29/18 and had an endoscopy (a non-surgical
procedure used to view a person's digestive tract)
was performed.

~The resident was discharged to the facility on
08/30/19.

~There was an order io "stop” ibuprofen.

| -There was documentation that Resident #3 had
| an endoscopy on 08/25/19 and the results of the

' endoscopy were that Resident #3 had severe
. esophagitis (inflammation that may damage the
 tissue of the esophagus) and irregular granuiar

mucosa (abnormal cell tissue} in the distal
esophagus.

Based on reviews of eMARs, Resident #3

| received 112 doses of ibuprofen for 38 days after
| @ hospital stay with endoscopy for esophagitis

. after a physician's order to stop Resident #3's

| buprofen.

' Attempted telephone interview with Resident #3's
| family member on 10/16/19 at 12:18 pm was
| unsuccessful.

Telephone interview with a represeniative from
| the facility contracted pharmacy on 10/16/19 at

12:40 pm revealed:
-Medication orders were faxed to the pharmacy

| from the facility.
 ~lbuprofen 200 mg was ordered and filled on

07/26/19 for 90 tablets 5 30 day supply; it was
refililed on 08/28/19 for a thirty day supply of 80
fablets.

. ~There were no other dispensed dates after

08/28/19 because the pharmacy received notice
that Resident #3 began using another pharmacy
as of 09/30/18.

~There were no discontinue orders for Resident
#3's ibuprofen in the computer system.

{D 358}
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Division of Health Service Regulation

24iB12

i continuation sheat 7 of 14




PRINTED: 10/25/2019

FORM APPROVED
Division of Health Service R ulation
STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HAL034069 B. NG 1011872019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
802 PINEY GROVE ROAD
ki L E RNE -
HE BRADFORD VILLAGE OF KE! REVILLE - WES KERNERSVILLE, NG 27284
om SUMMARY STATEMENT OF DEFICIENCIES | n | PROVIDER'S PLAN OF CORRECTION 4 o
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | compiere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) "G CROSS-REFERENCED TO THE APPROPRIATE | oame
DEFICIENCY) ;
T i
{D 358} Continued From page 7 {D 368}

. Telephone interview with Resident #3's physician
| on 10/116/19 at 9:40 am revealed:

 -Resident #3's last office visit was 07/10/19 and
the visit was for Resident #3's annual weliness
check.

~Since the 07110419 visit, the facility had

contacted the office fo obtain orders for the
| ibuprofen and Tylenol to treat Resident #3's

. shoulder pain.

| ~He wrote the ibuprofen order for Resident #3

« dated 07/26/19.

| -He ordered ibuprofen to treat Resident #3's right
- shoulder pain, which Resident #3 was supposed
to have surgery to repair.

. -He did not write the order to stop the ibuprofen

- on 08/30/19 but he agreed with the discontinue

| order because of the results of Resident #3's

- endoscopy report.

' -He had a letter from the gastroenterologist that
 reported the results of Resident #3's endoscopy
as severe esophagitis and Barrett's mucosa
{normal cells lining the esophagus replaced by
abnormal cells).

| -if Resident #3 continued to receive ibuprofen

' after it was discontinued, Resident #3 was at risk
| 1o have a gastric intestinal bleed.

~“The ibuprofen for Resident #3 should have

. been stopped” on 08/30/19 because it placed

- Resident #3 at greater risk for gasiroinfestinal

[ bleeding.

| Interview with the former Resident Care
Coordinater (RCC) on 10/16/18 at 9:09 am
| revealed:

' -Resident #3 had a medication order for

| ibuprofen dated 07/26/19 and then a discontinue
g order dated 08/30/19.

| ~There wera no other orders for ibuprofen for

| Resident #3 .
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| Interview with a first shift Medication Aide {MA) on
| 1071619 at 8:10 am, 11:15 am and 1:0§ pm

| revealed:

| -The MAs and the RCC faxed new medication
orders to the pharmacy.

-The MAs did not have any other responsibilities
with new medication orders other than faxing itto
pharmacy.

- -All new orders were checked in the eMAR

| system by the RCC after the pharmacy entered
 them into the eMAR system. |
| -New orders appeared in the eMAR system as i
 highlighted and the word "new" was indicated with
the medication on the screen.

Interview with the RCC on 10/16/19 at 11:40 am
revealed:

-She received medication orders for residents or
the physician's office emailed orders o her and
she printed them off.

-She faxed all new or changed medication arders
io the pharmacy and phamacy entered the
orders into the eMAR system. {
| -Bhe reviewed the new or changed medication ]
 orders in the eMAR system before the MAs could !
- administer the medication. i
- -When she reviewed new or changed medication
orders, she looked at the directions for

| administering the medication, and the dose. |-
| -If the order was not comrect, she contacted the
| pharmacy.

r -Resident #3 went to see the physician on

| 09/24/19 and received pre-operative orders io |
| stop non-steroidal anti-inflammatory drugs

| (NSAIDS) one week before surgery.

| -She entered instructions into the sMAR system
| to hold Resident #3's ibuprofen from 09/26/19 to
| 10/03/18 because he was scheduled for right

| shoulder surgery on 10/04/19.

Division of Health Service Regulation

STATE FORM 6eas 04IB12 If continuation sheet 8 of 14




#1000 BBys vogenunues 4

eiamo sgss

W04 VLS
uoneinfod svimeg WiesH jo uasing

|

{gse )

‘sejeqelp z adfy |

pue ‘Ayssqo sedns-jedns Usposip Ayeuosiad |
eug.zapmq ‘Jamosgp ainhzies papnjow §9§0§5€§0‘
‘PojEsnRI 61/60/80 |

PRIBP 2-1d LN 8,14 Wepisey JO Meinay 2

E
H
!

‘siepeu |

[Eolyo Juspisas jie 105 eqisuodses sem D0y ey - ;
“Reme jjeo suoyd &

Ajuo pue j1eo uo sheme asem D0 JsuLio) 8y pue |
8y Yposuaded eydsoy ayy o sispio ucnesipei |
B L Aynounp Jo suogsenb Aue pey gegs - |
"PEMOII0) BieMm SIDPIO JjE aunsue |

O}l M3IRRI 0} O3 Buj pue yomsded [eydsoy |
8L 32840 03 (SYIN) Ainp uo geys ey peroadxs ap-
‘pausAssd |

SISM SI0112 Jey] os Aoringoe 1oy Oy oy |

Aq paxosys ejanop aq o} sispio ay; paosdse op- |
sjuspisas |

40} pesse00/d BIBM SISPIO LOBJIPAW BINSUS o3
004 84} pue sywrosivedng sy; paloedxs oy |
‘Pejeases wd geiEy k

18 6L/AL/I0L UO JoleaSIUIPY Bu) Yl Maius|

'SjUSDISaI oL Joj SlRINOoR SEM uoRensuupe
uoesipew Buunsus Joy ejgisuodsas sem aug- |
Somsded |

SIY U0 61/0€/80 paiep usjoidng SNUBLOYSID |

O} JOPIO S,£¢ JUBPISSY PONOOLAC BYS- |
"Adoosopus ey} jo synsas el o |

Adoosopus ue pey gz LBPISSY MOUY JOU DIp syg-
"BLAF0/0L UO Daddos sepio proy |

8U} Jele pue §1/06/80 Joue I snBoas G} panupuos
8y uoseas au sem Jeyy pue usjoxdng) ealeosy

0} pasoddns sem g juspisey 1yBnoy syg-
"61/08/80 uo usjosdng; sy doje

0} J8pI0 uE peY of Juepssy AOUY JOU PID BUS-
aindiued sy o sucpongsul s nd |

8Us Jaye weisis yywe oy} ur usjoidngs sy 50 |
sUoHongsu; pioy ey aﬁaeqn 0} jge 10U sEA ayg-

6 8bed wouy penuguos | {gse a}

5]

(AoNZDIs3g

T HIVIHdOHddY BHL 0L GIONIUTITH-BS0HD oYL
LUFLROD 39 QINOHS NOLLOY SALLDIIHHOD HOVE) Xid3ud

ANOLLIEMNOD J0 NV Id SHICIAGH o |

(NOLVINHOINI DNIAHINSTI 0871 40 AUDIYINOTY YL
TN A8 QIAI0AM 36 L8N ADNIIDIEIA HOVD) | X3l
SAONTOILIA 0 ININD VLS AHVRNS | Qi

¥EZLZ OM UTHASHINEIY
QVOY 3A0YD A3NId 209
3000 iZ "2IVIS ALID 'SBIVCOV 133418 HITIdANS HO UIANOH 40 FWwN

SAM - TTTHASHINYIN 40 3OVTUA QHOdOveE au.

GL0z/8L104
o

QAT TIN0D
AZAMNS Iiva 00

ONIM g

NN Y
NOLLOMELSNOD im0

GIOFENTVH

HIGWNN NOLVOLILINTGH
VIOAENdENSAIEMACEY (130

NOLLOZMNOD 30 Ny id ONY
STUONTIOATT 40 INIWNIVLS

UBAOUdY WX
SLOZISZIOL [T LN




PRINTED: 10/25/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICUIA (42} MULTIPLE CONSTRUCTION 43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R
HALO34069 B.WING 10/18/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
602 PINEY GROVE ROAD
THE BRADFORD VIL.LAGE OF KERNERSVILLE - WES KERNERSVILLE, NC 27284
oD | SUMMARY STATEMENT OF DEFICIENCIES ; 0 | PROVIDER'S PLAN OF CORRECTION o8
PREFI | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PrEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG caossasseasgggg ;;c T!%E APPROPRIATE DATE
{D 358} Continued From page 10 {D 358} . '
| . . D358 - RCC will have CEU lbmcl
‘ ;mmwzg;’u’::; i, ‘:ge ;:%’:f} - training on documentation
[ S ' and medication administration for |
Review of Resident #1's September 2019 all MA’'s. RCC and one MA will
electronic medication administration record complete 2 weekly cart audits that
| {8MAR) revealed; . . tock.
| ~There was an entry for omeprazole 40mg daily. will require er;nar tl? s all
-From 06/11/19-09/16/19, there was RCC and MA's will assure
| documentation omeprazole was not administerad. medications are in the accurate
| -From 09/11/18-09/15/19 there was I ; i
! o el ' ocation in the cart for each
. documentation indicating the reason for not : .
. administering omeprazole was "physically unable resident. RCC will oversee all
| to take.” resident clinical matters to assure
| -From 09/15/19 and 09/16/19, thers was accuracy of each is handled in
| documentation indicating "waiting on med. which the resident will receive
 Interview with Resident #1 on 10/16/19 at accurate care. RCC will follow up
- 12:30pm revealed: daily on all medications ordered
. -8he did not receive omeprazole for several days from the pharmacy to confirm
. in mid-September. e P y
' -She was told by the Medication Aide (MA) that sary.
. the medication was not in the facility.
| -She did not experience any negative effects from
| not receiving the omeprazole.
| -She did not know if staff notified har primary care
| provider (PCP) about the unavailability of the
| omeprazole.
Telephone interview with the pharmacist on
| 12:50pm on 10/16/19 revealed:
i ~The pharmacy dispensed 30 capsules on
| 08/26/19.
| ~The facifity staff faxed requests for refills of
j omeprazole on 08/11119 and 09/14/19.
. ~Both requests were rejected by Resident #1's
| insurance company because it was too early to
| refill the prescription.
| -She did not know why the facility would have run
| out of Resident #1's omeprazole. |
| -On 09/16/19, the pharmacy dispensed sight |
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| capsules that wers paid for by the facility.

. Interview with an MA on 10/16/10 at 1:08pm

| revealed:

~Medication cart audits were done by first or third
shift staff,

~Cart audits included making sure the medication

| on the eMAR was available in the caris.
-The medication may have been put in the wiong

 place on the cart.

| Telephone interview with a second MA on

| 10/16/19 at 1:28pm revealed:

| ~She audited the medication cart twice a week.
-The audit consisted of verifying the medication
ordered on the eMAR was available on the cart.

. ~She could not recall notifying the Resident Care
- Coordinator (RCC) about the missed omeprazole
. not being available for administration.

 Interview with the RCC on 10/16/18 at 1:53pm

| revealed:

. -Bhe audited the medication carts every iwo

| weeks or when orders changed,

-The audit consisted of verifying the medication
| ordered on the eMAR was available on the cart.
 -lt was possible for medication to be misplaced
on the cart,

| -Bhe did not recall being informed about Resident
| #1's omeprazole not being available.

| -She did not recalf contacting the pharmacy

| regarding Resident #1's omeprazole.

-The MAs communicated with the pharmacy on
their own.

Telephone interview with a third MAon 10/18/19
| at 2:08pm revealed:

-She audited the medication cart every other
night.

| ~The audit included maiching the available

Division of Healih Service Reguiation
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i i

This Rule is not met as evidenced by:

| Based on observation, interviews and record

| Teviews, the facility failed to assure sach resident
| recelved care and services which were adeguate,
| @ppropriate and in compliance with relevant

| federal and state laws and rules and regutations

. as refated to medication administration,

The findings are:

| Based on observations, record reviews, and

| interviews, the facility failed to administer

| medications as ordered by a prescribing |

| practitioner for 2 of 5 sampled residents (#1 ang |

| #3) including a non-steroidal anti-inflammatory !

| medication (#3) and a medication to freat gastric |

| reflux (#1). [10A NCAC 13F 1004 (8) Medication

| Administration (Unabated B Violation)] ;
i

|

|
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| medication to the order on the eMAR.

| -She remembered notifying the pharmacy the
 second time the omeprazole was not available.

| -She ordered the omeprazole again on 09/14/16
| and told the supervisor on first shift that it had

% been ordered.

| Interview with the Administrator on 10/16/19 at
| Z:15pm revealed:
| ~The supervisor audited the caris to make sure
: the medications on the eMAR were stocked in the
L cart
| -The pharmacy was notified when medication
| was not available.
| The facility failed to administer medications as
| ordered by a licensed practitioner to Resident #3
| who continued to received ibuprofen after it was
| discontinued for 38 days because he was
diagnosed with severe esophagitis and Barretf's
- mucosa. This failure increased the residents risk
. for gastrointestinal bleeding, which, was
| detrimental to the health, safety and welfare of
the residents and constitutes a Unabated Type B
| Violation,
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 10/16/18 for
this violation.

{0912} G.8. 131D-21(2) Declaration of Residents' Rights {0912}

| G.8. 131D-21 Declaration of Residents' Rights
. Every 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
reguiations.
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