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10A NCAC 13F .0311 Other Requirements

{d) The hot water gystem shall be of such aizg to
provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closats and soll utllity room. The hot waler
temperature at all fixtures used by residents ghall
be maintained at & minimum of 100 degrees F
(38 degrees C) and shall not excead 118 degrees
F (46.7 degrees C). This rule applies to new and
existing facilities,

This Rule is not met a3 evidenced by:

Based on obaervations, interviews and record
reviaws, the facility falled to ensure hot water
temperatures were maintained between 100 and
116 degrees (%) Fehrenheit (F) as avidenced by
hot water temperatures lower than 100°F and
higher than 116°F for 4 of 27 water fixtures,

| Responses to the cited deficiencies do |
i not constitute an admission or'agreemenl

. by the facility of the truth of the fact alleged

or conclusions set forth in the Statement
of Deficiencles or Corrective Action
Report, The Plan of Cormection fs
prepared solely as a matter of
compliance with State Law.

The mixing valve that regulates the
water temperature has been replaced to'
assure water temperature is dispensed
at the appropriate temperature.

Water temperatures will be checked a
minimum of twice weekiy randomily ‘
throughout the facllity, 1o include beauty
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The Adult Care Licensure Seclion conducted an J !
annual, follow-up, and complaint investigation on i
March 11, 2020 through March 13, 2020. i
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; : shopflaundry area. Water temps will
The tndiogsare: be checked by the ED/Designee and
Observations of water temperatures on 03/11/20 malntenance personnel.
batween 9:30am and 10:30am revealed: Any temperatures aut of regulatory
~The water temperatura In the shower of Room range wilf be reported immediately to
#119 was D2° F, the ED/Designee and repérted o the .
~The water temperaturs in the shower of Room maintenance personnel. |
#187 was 98° F, | 41812020
~The water temperature in the beauty |
salon/resident iaundry room the sink was 118.7°
F, and the shampoo bow! was 128,7° F.
=There was visible steam when the water was !
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running from the sink and shampoa bowl,

interview with the Transporter on 03/13/20 at
1:20pm revealed:

«She worked at imes as a personal care aide
(PCA) and would assist residents with thelr
bathing needs.

~Bhe was not awere of any residents getling
burned by hot water temparature at any of the
fixtures.

-If the water “runs toc long” the hot water
temperature would turn cold.

-She had not seen any of the residents using the
. shampoo bowl fixture without staff but the

- residents accessed the beauty shop without staff
; to do laundry on the Asslsted Living (AL) secticn
| of the fadifity,

| The Administrator and Area Director of
Operations wera notified on 03/11/20 at 10:37am
of the high-water temperatures in the
salon/laundry room.

03/14/20 at 10;38am revealed:

+ -The Administrater locked fhe door to the

! salonflaundry room.

' =The Administrator stated it would remain locked
, until the mainlenance department was able to
 adjust the water temperatures to 100°F-116°F,

' ~No signs were noted to be posted.

{ Observalion of the salonflaundry room on

 Interview with the Adminlstrator en 03/14720 at

| 10:40am revealed she had called the
mainienance supervisor to have him come adjust

- the water temperatures that were not In the

l appropriate range of 10D°F - 118°F.
Observation in resident room #119 on 03/11/20 at
1:58pm revealed the hot water temperaiure at the

Division of Health Service Regulation

STATE FORM

LSKa11 if conliniafion sheat 2 of 82



PRINTED: 03/31/2020

FORM APPROVED
Division of Health Sarvice Regulation
STATEMENT OF DEFICENCIES 0X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE COMSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
R-C
HALDS6038 B wiNe 031372020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, 2P COOE
3915 STEDWICK COURT
NEW HANOVER HOUSE
WILMINGTON, NC 20412
U)o SUMMARY STATEMENT OF DEFICIENCIES |l D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EAGH DEFICIENCY MUET BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE J DATE
DEFICIENGY) |
D 113 | Continued From page 2 D113 )
shower was 95.2°F,

interviewable.

that hot. ;

Basad on observations and Interviews the
resident assignad to resident room #119 was not

Inferview with the Administrator on 03/11720 at
2:50PM revealed she was not aware the hot
water at the sink was belaw 100°F,

| Observaticn in resident room #1567 on 03/11/20 at
| 0:45am revealed the hot water temperature In the
shower was 98°F.

Interview wilh the resident in Room #167 on
03/11/20 at B:41am revealed:
-The water temperature in her shower was not

- was cold during the times she took the shower.
~She had to wait a long time for the water
temperature to heat up, |
-She had no Issues with the water temperatures
In the sink, onty the shower.

Observations of re-check of water temperatures
on 03/11/20 from 4:40pm to 4:48pm revealsd: i
~The hot water temperature at the sirk In the
salonflaundry room was 146.8° F,

=The hot water temperature at the shampoo bow!
In the salonflaundry room was 108.7¢ £, -

-The hot water temperature at the shower In the ’
bathroom of Room #119 was 100.4° F. \
~The hot water temperature at the shower In the l
bathroom of Room #167 was 109.1°F. |

| Interview with the Maintenance Director {MD) on |
| 03411420 at 2:42pm revealed: '
| -The water temperatures were checked by the
maintenance techniclian on a weekly basls,
-The maintenance technician recordad the weakly
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temparatura checks in the "Lifs Safaty Binder*
which was kept in the Administrators offica.

-He checked behind the maintenance technician
to make sure they were being done.

-The maintanance technician had checked the
water temperatures this morning.

~The temperatures checked were all within the
range of 100°F - 116°F.

| ~They did not normally check the salonaundry.
: <He was not aware they had to check that room.

Interview with a personal care alda (PCA) on

03/13/20 at 2:22am revealad:

-She had not noticad the water in residant room

| #119 not being hot enough when she gava the

* resident a shower.

- -She had noticed the weler was cold "one weak

| 8ge" In the common bathroom when she was

J assisting another resident with a shower.
-She stopped the residents shower because of
tha cold water and tred to use the resldents
shower in the resident's room and the watar was
sfill cold then triad the water at the resident's sink
In the resident's bathroom and the water was stll
cold.

| -8he completed the resident's bath using tha cold

+ water from the sink fixture.

- -She reported the [ssue with the water heing coki

| to the Administrator.

' Interview with the Administrator on 03/11/20 at
11:052am revealed:

~The maintsnance techniclan came weokly to
check the water temperatures,

-There was a family member who had told her
that the water In resident room #118 did not get
warm,

-The Administrator contacted the MD last wesk.
~The MD came last week and checked room #118
| water temperature.

D113
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-She couki not remember the exact temperature, ‘
but it was within 100°F - 118°F, ‘
<The Life Safety Binder had room #118 water :
temparature checked on 0A/08/20 with a reading ;
of 101 4°F. l
|
- {
D273 10ANCAC 13F .0902(b) Haalth Care P23 All charts were audited to assure
jcontinuity of care and rdinatio
10A NCAC 13F 0902 Health Caro Notiy w,.,}}’,ef:r‘;a?a,‘,’df‘;‘,’; Ination ot
| W up,
(&) The facllity shall assure refarral and follow-up Identifed/ t ds we ferred
| fo maet the routine and acute health cara needs Jaen unmet needs were refer
| of mmsideiits to the primary providsr to review, !
: New provider orders, hospital discharge
This Rule Is not met as evidenced by: jorders will be reviewed by the Care
TYPE B VIOLATION 1Manager and the ED in the morning
‘meeting to assure referral and follow
Baeed on observations, interviews, and record Up 1s implemented timely.
| reviews, the facikity falled to ensure health care Any new ordars for referral will be
{ referral and follow up for 1 of 5 sampled residents forwarded to the transportation alde for
who was referred to the primary care provider scheduling. The transportation aide
. (PCP) by an infectious disease nurse at the local will document in electronic records and
| heaith department for Streptococcus testing and appointment scheduling. Additionally,
for a follow up from an amergency department Appeintments will be reviewed in daily
visit (¥2). morning meeting,
) i The transportation Aide will provide !
The findings are; a weekly transportation schedule to j
: the ED and Care Manager for monitaring,,
aﬁeag%wr::;?:‘l;_!em#z $ current FL-2 dated Training provided on correct process
Diagnoses included Alzheimer's disease for new orders for referral and follow up,
Conimpion A ! The Executive Diraclor Is responsible |
dysphagia, vitamin D deficiency, ' Horing i rdinati ith
! thrombocytopenia and urinary tract infection, F manitoring in coordination with the
~The resident was constantly disoriented and Care Manager to assure the referral
wandered. ‘and follow up process remains in
-The resldent's level of care was Special Care compliance.
Unit {SCLy. All new hire med techs will ba educated.
Review of Resident #2's Assessment and Care 412712020
Plan dated 07/28/19 revealed:
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Continued From page 5

-The resident was disorienied and had a
significant memory lose requiring direction.

-The reskient required extensive staff assistance
with tolleting and bathing, limited staff assistance
with dressing and grooming and was independent
with ambulation and fransferring.

a. Review of & "Physlcian Order Sheet" for

Resident #2 dated 02/05/20 with a stamped

: received date of 02/06/20 revesled:

| ~The form was addressed to the resident's

' primary care provider (PGP},

| -There was an entry In the top portion of tha form
with documentation that Resident #2's roommate

; was diagnosed with Streptococous Pyagernes,

| -The health depariment requested Res!dent #2

, be tested in the PCP office.

-There was an entry signed by Resldent #2's

PCP's nurse had spoken with the Exscutive

Director (ED) - "will schedide for appointment

requesting test for Strep A-throat™. (Group A

streptococcus s a bactardum that causes

infection),

Review of the PCP visit notes in Resident #2's
record revealed there was documentation dated
02/12/20, the PCP saw the resident and thera
were no new orders,

Telsphone intsrview with tha Infactious diseass
Nurse with the local health department on
03/12/20 at 10:56am revealad:

-She met with the ED on 02/05/20 regarding
Resident #2's pravious reommate that testad
pasitive for Invasive GAS (Invasive GAS isa
severe disease and sometimes life-threatening
infection that invades part of the body).

-Tha ED was instructed that Residant #2 needed
to be cultured 1o see if Resident #2 was positive
or a carfler of GAS and fo implement an

D273
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i and staff.

the results.

. department,

Continued From page 8

investigation process of common signs and
- symptoms of Strep illness with other residenis

. -On 03/08/20, she had spoken with the ED and
understood Residant #2 had been tested for
Strep and the test result was negative,

-She requested a faxed copy of Resident #2's
Strep test resuits, hawever, she had not recaived

-When there was a positive case of Invasive GAS
. there was a long procsss of investigation required
in determining i there were any further casas with
any residents and staff.

-Invasive GAS was very serious for residents at
the facillty because the population iiving et the
facility were vulnerable end could easily
*succumb” to an infection caysad by thie
bacterium which could resuit in blood infections,
meningitis and a flesh-eating infection.

. Review of a "Investigation of One Culture
-Confirmed Invasive GAS Infaction” form
provided by the local health departments
Infectious Discase Nurse revealed:

. -Given the potantial saverity of GAS In resldential
healthcare fadilities, sven one case of Invasive
GAS should prompt an epidemlological
investigation by the facility and the local health

. ~There were Instructions for the identification of
' potentlal asymptomatic colenization which
included {o culture close contacts of the ill
reaident to identify colonization,

-Close contacts Included roommates.

Review of a PCP visit encounter for Resident #2
dated 0212/20 revealad:

~The resident's visit was for a routine 4-moenth
Tollow-up for chronic conditions,

-The resident feit well and had no complaints,

D273
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Continued From page 7

-The staff member was not axpressing any
concems.

-There was no documentation of any laboratory
testing results documented for Sirep testing.

Interview with the ED on 03/t2/20 at 11:31am
revealed:

-A PCP appointment was made on 02/12/20 for
Residant #2 by the Special Care Unil Coordinator
(SCUC) for a Strep teat to be dane.

-The SCUC called Residant #2's PCP this
morning (03/12/20) to obtain a copy of the
resident's Strep fest,

~The PCP did not perform Resident #2's Strep
test on 02/12/20, she knew tha test was needed
but did not know why the test was not parformed,
-Resident #2 nor eny other residents or staff had
shown any signs or symptoms of Strep.

Telephone interview with a Nurse with Resider
#2's PCP on 03/12/20 at 11:34am revealed:

-On 02/12/28, Rasident #2 was nol tested for
Strep because etaff fram the facility did not report
o tha PCP the Strep test was needed,

-Sha rosponded 1o a faxed requast from the
facility for a Strep test to be done on 02/05/20 for
Resident #2, however, tha PCP and office staff
depended on staff to update the PCP on what
was going on at the time of the visit including the
purpose of the visit when staff brought residents
into the office especially residents from the SCU.
-When the PCP saw Resident #2 on 02/12/20,
thera were no complaints and no atute issues
reported for Resident #2.

~She was not sure why the facllity never
contacted and questioned about the Strep test for
Rasident #2 after the visll on 02/12/20 untll today
(031 2/20).

A second Intendew with the ED on 03/12/20 at

D273
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Continued From page 8

12:10pm revealed:

-Bhe reslized a fow days after Resigent #2's
appointment on 02412/20 that & follow up wag
nesded for Resident #2's Strep test that was
supposed to have been dane on 02/12/20,
=She told the SCUC to follow-up and obtain g

' copy of Resident #2's resyits.

" -Bhe could not answer why thare was no

- additional follow-up on Resident #2's Strep test
after that,

Interview with the SGUC an 03/1 3/2Q at 9:54am
revealed.
| -She was aware on 02/06/20 Resident #2 should
" have been tested for Strep.
.' ~-She gant a fax request and contacted Resident
+ #2's PCP on 02/05/20 to Inform the PCP and
" schedule an appointment for a Strep test for
Resident #2.
-The Transporter went with Resident 42 to the
PCP on 02/12/20, howsver, she was unsure if the
Transporier went in the exam room when the
. PCP saw the resident.
' -She "updated” the Transporter on 02/12/20 that
Resident #2's rocmmate had been diagnosed
with Strep and the resident was going to the PCP
{6 be fested.
-When Resldent #2 and the Transporter returned
to the facility after the PCP appointment on
0212720 she asked the Transporter how the
- appointment went, and the Transporter told her
"fine" and there were no new orders.
-She did not think to quastion the Transporter
specificatly for the results of Resident #2's Strep
testing.
-The Transporter was "clear” there were no naw
orders when she was asked the Transporter
about new orders for Residant #2.
-She provided the ED a copy of the PCP's vigit
notation that included thers were no new orders

D273
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Continved From page 0

whan Reasldent #2 returned 1o the tacility after the
appointment on 02/12/20,

-She thought "maybe" she should have cafled
Resldent #2's PCP after the appointment on
02/12/20 to folow-up on the resident's Strep
testing.

Interview with the Transparter on 03/13/20 at

' 1:20pm revealed:

|

-The Asslstad Living Unit Coordinator (ALUC), the
SCUC and herself made medical appointments
for the residants.

- "Nobody told me" Resident #2 needed to be
tested for Strep on 02/12/20,

-If she had been told she would have made sure
the PCP was awarn so the test could have been
done for Resldent #2 during the appointment on
0212720,

-She remembered the ED asked about the Strep
test for Resldent #2 when she and the resident
retumned the facility on 0212/20 afler the
appaintment.

-5he told the ED she wes unaware of the lesting
need for Resident #2,

-The ED did not respond when ghe told her she
was unaware of the needed testing for Res!dent
#2.

=She was not Instructed 1o reschedule an
appointment for Resident #2 after 02/12/20.

-The SCU residents had to depend on staff when
they saw their medical providers because the
residents could not voice what was going on with
them without staff asslstance.

Interview with the ED on 03/13/20 &t 2:28pm
revaaled:
-The SCUC was respansible to ensure Resident

: #2'8 Strop testing was done on 02/12/20 when

the resldent saw the PCP,
-Resident #2 did not show any signs of ilness

D273

I

|
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! Continued From page 10

between 02/05/20 through present,
 -Resident #2 was sent for Strep festing today,
(03/18/20),

-She expected all referral and follow up needs to
be done as ordered.

Review of & Rapid Strep test for Resident #2 from
a focal urgent care dinic dated 0%/12/20 revealed
& negative resulft,

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

Attempted telephona interview with Resident #2's
heaith care power of attorney on 03/12/20 at
8:4%am was unsuccessful.

" b. Review of Resldent #2's electronic progress
notes revealed:
-0On 1271919 at 10:20am, thera was an antry the
resident was not her nommal self and neaded help
from staff when ambulating. The resident was
compiaining of pain in her throat, right knee, and

I some chest pain. The resldent's primary care

| provider (PCP} was contacted and instructed for

the resldent 1o be sent to the Emergency Room

(ER).

~On 12/16/19 at 3:18pm, there was an entry the

resident had returred from he ER, no new orders.

Review of an ER visit for Resident #7 dated
12/1649 revealed:

-The reason for the visit was “medical problem-
miner* and the resident was diagnosed with chest
! pain,

| ~There were instructions 1o schedule an
appeintmant with the resident's PCP as soon as
possible for a vish,

| Interview with the Transporter on 03/13/20 at

D273
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1:20pm and at 2:17pm revealed:

-She did not have an ER follow-up schedulad for
Resident #2 from the ER visit on 12/19/19
because she did not know the resident had gone
to the ER.

-The Specisl Care Unit Coordinator (SCUC)
provided her with the residents ER follow-up
needs and she or the SCUC would be
responsible for scheduling any upcoming needs
for follow-up appointments.

-It must have been & miscommunication for the
need for a follow-up visit from Resident #2's vislt
' to the ER.

Telephone Interview with 8 Nurse with Residant
#2's primary care provider (PCP) on 03/13/20 &t
2:14pm revealed:

-The PCP's office had recelved Resident #2's
documentation from the locat hospital for the
resident's visk to the ER on 12/18/18,

~There was documentation the PCP's office
contacted the facility and spoke with & staff
{named) on 12/20/19 to schedule a faliow visit
from the ER but there was no appointment made
for the resident to be seen,

-On 12/23/19, a second call was placed fo the
faclity regarding the residents need for

| follow-up appointment but there was no

| appaintment made for the resident to be seen.
-There was documenitation for a every 4-month
follow-up appointment on 01/23/20, however, the
resident was not seen by the PCP and was
marked as a "no show".

i -Routinely, It was expecied for the PCP to
follow-up with residents within 5 days after being
treated and evaluated in the ER In order to
follow-up with the speciflc lssues of the issues
that prompted the ER vislt and to provide posstble
additional care and treatment.

D273
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Review of the Transportation stafPs resident
appolntment calendar revealed there was no
scheduled appointment for the Resident #2 on
01/23/20.

Inferview with the SCUC on 03/13/20 at 8:54am
and at 2:14pm revealed:
-She and the Transporter were responsble for
. making the residents’ follow up appointments,
| ~She was not sure why Residant #2 was not
| scheduled for the follow-up appointmant from the
i ER vislt on 12/18/19.
~She had not received any telephone calls from
Resident #2's PCP after 12/19/19 for the need for
@ follow-up appaintment,
' ~The staff (named) contactad by the PCPa office
| on 12/20/18 no longer worked at the facility,

|‘ Interview with the Exacutive Directar {ED) on !
+ 03/13/20 at 2:28pm revealed: i
 -She was not aware Resident #2 was not sesn for |
| afollow-up eppointment with her PCP after the
- resident had an ER visit on 1211219, ;
| “She expected the SCUC to assure all referral ,
] and follow up needs were done as ordared for the

- residents.

Based on observations, Interviews and record ’
review Residant #2 was not intervieweble.

Attempled telephone inferview with Resident #2's |
health care power of atforney on 03/12/20 at :
£:48am was unsuccassful. :

| The fadility failed to ensure referral and follow up
was done for Resident #2 as directed on 02/05/20
! by an Infectious disease Nurse from the local

* Health Department for Sirep testing after

| Resident #2's roommate lested postiive for

| Invasive Group A Strep (GAS) infaction. Resldent
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10A NCAC 13F .0804 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care
Homes:

(1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
contamination,

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the fadility falled to ensure the
refrigerator, kitchen, and food storage areas wers
cleaned and fres of contaminstion related fo
accumulations of sticky substances, grime and
food debris on pantry shelving and containers,
floors in the kitchen and pantry, stove, oven and
walls in the kitchen.

The findings are:

i Interview with the ED on 03/13/20 at 1:24pm
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#2 wag not tested until 30 days lalsr which posed 3
a health risk to a the residents reslding in the
facllity. The facility's failure was detrimental fo the
health, safety and welfare of the residents and
constitutes a Typa B Viotation,
The facility provided a plan of protection in
accordance with G.S. 1310-34 on 03/12/20 for ,
this viclation, '
THE CORRECTION DATE FORTHE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 27,
2020
D 282 10A NCAC 13F .0904(a)(1) Nuirition and Faod D 282 The kitchen has been deep cleaned to
Service eliminate any spills, stain and/or
splatters.

A cleaning schedule has been
established to assure cleanliness
ongoing.

Dietary Personnel trained on cleaning
schedule and compliance.

The dietary manager will be responsible
for assuring the cleaning schedule is
followed/completed.

The Executive Director will inspect
kitchen a minimum of twice weekly to
assure compliance with cleaning

schedule and cleanliness of kitchen. 41712020
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! ~Tha county automatically visits the facllity for an
" inspection every year.

| shelving were grimy with accumulations of dirt

-5he thought corperate was keeping track of the
inspection raports.

-It was not kitchen staff's responsibility to keep
track of the inspection report,

Observations of the kitchen on 03/12/20 at
8:39am revealed:

-There was a sticky substance and food debris on
the imetal shelving in the dry storage aroa.
~There were mulliple pleces of cereal on the floor
and shelving area of the pantry.

-There were several pleces of loose pasta in the
bottom of the storage contalners where pasta
was stored In the pantry area,

-There were mulliple splatters of various colors
that consisted of orange and black tinged
substance on the walls of the kitchen.

-The fioors in tha kitchen arcund the sink drain,
under the counler and in the pantry under the

and food crumbs.

-On the bottom portion of the oven near the door
opening, there was a thick caked on black
substance along with several different colored
substances thal wera of an crange and while
tinged color near the bottom of the oven door
opaning.

~There was e black substance on the back wall of
the stove that ran down towards to cooking area
of the stove.

~The interior racks of the refrigerator had a sticky
white substance and food debris,

-The refrigerator consisted of several rusted |
racks that needed fo be replacad, |
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revealed: ‘ . . i i
-She wes not aware the Food Estabishment i Facifity will have !nspecttor_l ance
Inspection Report had expired. CQVID19 restrictions are liftad.
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Continued From page 15

Interview with the Dietary Manapsr (DM) on
03/12/20 at 8:33am revesled:

-All Kilchen staff were responsible for keeping the
kichen clean,

-There was a cleaning schedule and log for the
kitlchen, but there was no documentation of

_ Clearing on yesterday (03/11/20) and new logs

| were started every week on Sunday.

-She expected kitchen staff on duly to clean every
week on Thursdays when tha food truck came.
-When she was scheduled to work, she would
sweep and mop the floors every night before
leaving.

~There was no scheduled time to wipe the racks
in the fridge, but she deaned as much as she
could.

-8ha cleaned the oven once a week and the
slove once avery \wo woeks near the back splash
of the stove.

Interview with Executive Director (ED) on
03112720 at 9:28am revealed:

: -She inspected the kitchen daily looking for

| anything that needed to be deaned.

: -Bhe axpected the kiichen walls to be cleaned

; and the floors mopped and swept dally by kitchen
i staff.

~There was a cleaning log on the ice machine in
the kitchen.

i -She checked the kitchen for cleanlinass two to
. three times a day.

D288 10ANCAC 13F .0904(c)(7) Nutrition And Food

Service

10A NCAC 13F 0304 Nutrition And Foed Service
; (¢) Menus In Adult Care Homes:

(7} The facility shal have a matching therapeutic
diet menu for all physician-ordered therapeutic

D282

D 206

Al Charts have baen audited to include
auditing of current diet orders, and PCP
nofified in the event clarification needed.
Orders will be reviewed in moming
meeting, any diet changes a copy will
be provided to the Dietary Manager to
assure proper diet is presented at meal.

STATE FORM

Division of Health Sarvice Regulation

L3KG11 If confinuation shest 18 of 82




Divislon of Health Servica Regulation

PRINTED: 03/31/2020
FORM APPROVED

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER;

HALBS5028

(%2) MULTIPLE CONSTRUCTION {(%3) DATE BURVEY

A BUILDING:

B, WING

COMPLETED

R-C

031312020

NAME OF PROVIDER OR SUPPLIER
NEW HANOVER HOUSE

STREET ADDREES, CITY, BTAYE, ZIP CODE
3915 STEDWICK GOURT

WILMINGTON, NC 28412

X4} 1D
PREFIX
TAG

SUMMARY STATEMENT GF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

=]
PREFIX
TAG

PROMIDER'S PLAN OF CORRECTION
] (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 10 THE APPROPRIATE | baE
! DEFICIENCY) i

D208

Continued From page 16
diets {or guldance of food service staff.

This Rule is not met as evidanced by:

Based on observations, Interviews, and record
reviews, tha facility failed to have a matching
therapeutic menu for 2 of 3 sampled residents
with a physician's order for a pureed (Resident
#1) and mechanical soft with pureed meats
(Resident #2).

The findIngs are;

1. Review of Resldent #1 's current FL-2 dated
10/04/19 revesisd:

~Diagnoses included vascular dementia, laft
frontal iobe carebrovascular accident,
dyslipidemia, hypertension, waight loss, and
history of fails.

-Resident #1 was disoriented.

Review of Residem #1's physician dist order
dated 11/13/12 Regular/No added table salt
{(NATS)Mechanicat soft.

Review of Resident #1's Asasssment and Care
Plan dated 07/11/19 ravesled:

-The resident was always disoriented and had
significant memory Joss raquiring redirection,
-Tha resldent required extensive staff asslatance
with feading,

Review of the "Weekly Menu® dist menu
spreadsheet dated 03/11/20 revealed there was
no therapeutic menu for the lunch maal on
03/11/20 which consisted of 3 oz of baked ham,
% oup of rice and gravy, % cup of okra and
tomatoes, %4 cup of seascned broceoli, and 1

D 296

'Every Monday the Cars Manager will
provide the Dietary Manager with a
Jdlat report from the electronic record
system, in tum the Dietary Manager
will verify accuracy of diet list on tray line.
| During the weekly 5§ chart audit, perform-
ed by Care Manager, with Executive ;
Director oversight, diets will be verified |
1o assure continued accuracy.
Staff trained on requirements of
diet order accuracy.
Executive Director will randomly check
2 charts per week to assure diet 4/27/2020
'accuracy. :

i
|
|
t
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Continued From page 17
baked roll.

Chservation of the lunch meal service on
03/12/20 from 11:33am-12:45pm revealed:
~Rasident #1 was served 1 roll, 1 cup of pursed
chicken, 1 cup of mashed potatoss, and 1 cup of
gresn beans, water and milk.

-Staff gssisted Resident #1 with eating lunch; the
resldent ate 100% chicken, 100% mashed
potatoes, and 5% green beans without difficulty.
-The consistency of each Hem served was puread
not mechanical soft.

Based on abservations on 0312/20 at 4:38pm
Resldent #1 was served a thick consistency of
pureed chicken, pureed green beans and pureed
mashed potatoas which was more a puread
consistency riot mechanical soft as ordered by
the physician.

Based on obsarvations, interviews and record
review, Resident #1 was not interviewable,

Refer {0 observation of the kitchen during the
initlal tour on 03/11/20 at 10:34am.

Refer ta interview with the Distary Alde (DA) on
031120 at 10:24am.

Refer to Interview with Dletary Manager (DM) on
03M2/20 at 4:05pm.

2. Reviow of Resident #2's current FL-2 dated
02/13/20 revealed;

-Diagnoses included Akzheimer's disease,
dysphagia, Vitamin D deficiency,
thrombocytopenia and urinary tract infection.
-The resident was constantly disoriented and
wandered.

-There was no dist order on the FL-2.

D 206
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Review of a Resldent #2's physician dlet order
dated 12/03/19 Regula/Mechanical eof/Puraed
msats onfy,

Revlew of Residant #2's Assessment and Care

" Plan dated 07/28/19 revealed:

=The resident was disorlented and had a

« significant loss requicing direction.

~The resident's eating abllity was not provided,

Review of a Speech Therapy (ST) Plan of Care
for Resident #2 dated 02/24/20 revealed:

-The resident was referred to ST due to staff
reports of swallowing difficuity for 2 weeks during
meals,

-The resident was ordered pureed meats and
mechanical soft with other food,

Review of tha "Wealkly Menu" diet menu
spreadsheet dated 03/12/20 ravealed there was
no therapeutic menu the dinner meal on 03/12720
which consisted of 1 deluxe hamburger, % cy p of
baked beans, % cup of coleslaw, 1 cup of milk
and a fudge bar.

Interview with a personal care alde (PCA) on
03/12/20 at 9:23am revealed.

. ~Resident #2 was able to feed herself during
' meals.

-Resident #2 was served all of her foods ina
pureed consistency.

Observation of the dinner meal service on
03/12/20 from 4:40pm - 5:02pm revealed:
-Resident #2 waa served 1 cup of puread green
beans, 1 cup of mashed potatoes, 1 cup of
pureed chicken, pureed brownie, water and
lemonade.

-Resident #2 ate 100% chicken, 100% mashed

D 296
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patatoas, 100% green beans and 100% brownie.
~The residant consumed the dinner meal without
difficutty.

~The consistency of each ltem served was pureed
not mechanical soft.

Based on observations on 03/12/20 at 4:58pm
Resident #2 was served a thick conslstency of
puread chicken, puread green beans and puresd
mashed potatoes which was more a pureed
consistency not mechanical soft as ordered by
the physician.

Based on obsarvations, interviews and record
review, Resident #2 was not interviewable.

Refer to observation of the kitchen during the
initial tour on 03/11/20 at 10:34am.

Refer fo interview with the Dietary Alde (DA) on
03711720 at 10:24am.

Refer to Inferview with Dietary Manager (DM) on
0312420 at 4:05pm.

Obeervatlon of the kiichen during the Initial tour
on 03M11/20 at 10:34am revealad:

-Thers was a dietary chack list hanging on the
bulletin board.

~There were no thetapeutic menus available,
-There were no instructions or guidelines for
residents who had physician's orders for ordered
pureed or mechanical soft dies.

i Interview with the Distary Aide (DA) on D3/11/20
at 10:24am am revealed:

~The facliity did not have a therapeutic diet menu
for etaff guidance.

-She had a fow residents thal were on pureed
and mechanical soft diets,
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- ~The facifity did not have a Registersd Dietician
{RD),

-She used an online website to make the monthly
merus,

Interview with the Dietary Manager (DM) on
0312120 at 4:05pm revealed;

~There was no therapsutic diet menu
sproadsheet,

-She had no training on how to prepare a pureed
or mechanical soft diet.

-Her experiance came from working st other
long-term care facilitiss,

-The menus were made basad on her prior
knowledge.

D344 10A NCAC 13F .1002(a) Medication Orders
10ANCAC 13F ,1002 Metication Orders

{8) An adult care home shall ensure contact with
the rasident's physiclan or prescribing practitioner
+ for verification or clarification of orders for

- medications and treatments:

| (1) if orders for admission or readmission of the
resident are not dated and sigred within 24 hours
of admission or readmission ta the facility;

(2) If orders are nof clear or complate; or

{3} if multiple admission forms are received upon
admlssion or readmission and orders on the
forms are not the same.

The fadility shaff ensure that this verifiéation or
clarification Is documanted in the resident's

D 298

D 344

+ Car} audits were completed. Any order
| requiring clarification including purpose
of medication and frequency, fo be
 forwarded to the PCP. Medication not
' on cart was reordered 1o assure
residents receive medication timely and '
&s ordered. ‘
+ A cart audit schedule has been
implemented to assure avaitability of
medication and accuracy of orders.
The cart audits will be reviewed by the
Care Manager with oversight by the
. Executive Director in the moming
meeting to assure compliance. |
Training for Med Techs to include proper

b

record. cart audit procedurs, ordering of
; medications, clarification of order to
| include reason for medication.
The Care Manager will complete a random
cart audit bl-weekly.
New hire med techs will be educated.
41272020
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Thia Rule Is not met as evidenced by:

Based an cbservations, interviews, and record
reviews, the falled to ensure medication orders
were clarified with the prescribing practitionsr for
3 of 6 sampled residents related ta Vitamin D2
{#1); orders for pain madications (#5); and a

| medication {0 treat constipation (#4).

The findings are:

1. Review of Resident #1's most recent FL2
datad 10/04/18 revealed diagnoses included
vascular dementia, left frontal lobe
cerebrovascular accident, dysfipidemia,
hyperiension, weight loss, and history of falls.

Review of Resident #1's subsequent physician's
order dated 10/04/12 ravealed there was on order
for Vitamin D2 80,000 unit take 1 capsule every
Monday and Thursday once a day at 8:00am.

Review of January 2020 electronic medication
adminiatration record (cMARa} revealed there
was no entry for Vitamin 2 50,000.

Review of February 2020 stectronic medication
administration record (eMARS) revealed there
was no entry for Vitamin D2 50,000.

Review of March 2020 electronic medication
administration record (eMARs) revealed there
was no entry for Vitamin D2 50,000.

Review of Resident #1's PCP signed visi report
dated 02/27/20 revealed Vitamin D2 50,000 unit
was ah active medication for the resident.

Observaiion of Resident #1's medication on hand
for administration on 03/12/20 at 11:00am

D344
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rovealed:
-There was a medication punch card dated

- 1030419 for Vitamin D2 60,000 units.

-Thera were 4 of 4 capsules left in the 10/30/19
Vitamin D2 medication punch card.

-There was a medication punch card dated
03/14/19 for Vitamin D2 50,000 unit.

-There ware 7 of B capsules left In the 03/14/18
Vitamin D2 punch card.

Telephone interview with a phamacy technician

. &t the facility's contracted pharmacy on 03/12/20

at 3:57pm revealed:

~The pharmacy dispensed a 2-weak supply of
Vitamin D2 50,000 units on 10/30/19.

~Tha 2-wesk supply had been delivered to the on
10/31/19 at 3:31am.

¢ -The facliity staff was supposed to contact the

pharmacy to have the medication dispensad to
the facllity.

~The facilities contracted pharmacy had not
received any communication from the facility to
dispense Vitamin D2 since 10/30/19,

Interview with the Special Care Unit Coordinator
(SCUC) on 03/13/20 at 8:52am revealed:
~Vitamin D2 60,000 unit had shown as an sctive
physician order for Resldent i1,

" -Bhe did not think the Vitamin D2 order was

unclear.

-She did not know why the Vitamin D2 had not
appeated on the residents eMARs.

-She had sent new medication orders to the
fadllity's contracted phamnacy.

~-The facilities contracted pharmmacy would enter
the medication info & res/dent's eMAR.

~The SCUC would then approve the 6éMARs for
the medication aide (MA) to see the edded
medication.

-Bhe was the only to approve medications that

D 344
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the pharmacy entered on resident's eMARs. ’
-She performed cart audits every Monday 1o

ensure each resident had medications on hand to
maich their eMARSs.
. =Her last cart audit was 03/08/20,
~She had not noticed Vitamin D2 50,000 unit was
not on Resident #1's eMARs,
-It was her responsibility to get orders clarified by
the physician.
~She did not now why she did not get the Vitamin
D2 orders clarified.

Interview with a first shift MA on 03/13/20 at
10:10am revealad:

-She did not remember administering Vitamin D2
50,000 units to Resident #1,

-She did not remember seaing Vitamin D2 on the
cart for Resident #1.

-if sha had found a medicine on the medication
cart for a resident that was not on the residents
&MARs should would leave the medication on the
cart,

~She would not report there was addifional
medication on the cart to the 5CUC or the
pharmacy.

-lt was the SCUC responsibliity to clarify orders

| with the physician.

Telaphone interview with Resident 1#s primary
care providar (PCP) on 03/13/20 at 11:00am
revealed:

~She had ordered the vitamin D2 50,00 units for
Vitamin D deficiency for Resident #1.

-She had last had her vitamin d levels checked in
-August 20190 and Resident #1's Vitamin d levels
{ were In normal range.
-Sha was not aware that Vitamin D2 was not
shown as an active medication on Resident #1's
eMARs.
-Bhe had not received any communication from |
Division of Heslth Servica Ragulation
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| -She had no concern that Resident #1 had not
| received her Vitamin D2 because her Vitamin o

. 8ince Resident #1 Vitamin D levels were in

, Mondey and Thursday once a day at 8:00am

Intorview with the Area Wellrness Direclor on

5 for Vitamin D2 50,000 units the pharmacy she
; had not selected the dates of administration.

levels were in normal range.
-8he had not changed the Vitamin D2 orders

nonmal range,
-She did not know why she had not changed the
Vitamin D2 50,000 unit take 1 capsule every

order.

03/13720 at 10:30am revealed:

-It wes the SCUC's responsibility for clarifying
medication orders,

“When the SCUC approved the medication entry

-Vitamin D2 was an active order but it did not
show on the eMARS because the SGUG had not
approved the medkcation antry from the pharmacy
accurately,

-She expected the SCUC to clarify medication
orders with the resident's physician,

2, Review of Resident #5's current FL-2 daied
04/12/19 revealed disgnoses included chronic
obstnuctive pulmonary disease, kidney disease,
left knee amputation, chronic respiratory faflure
with hypoxia.

2. Raview of Resident #5's physiclan orders
revealed an order on 11/06/19 for hydracodone
acetaminophen 10-325 mg one tablet three times
a day as needed (FRN).

. FORM APPROVED
Division of Heaith Service R ulation
STATEMENT OF OEFICIENGIES (%1} PROVIDERISUPRLIERACLIA (X2} MLLTIPLE CONBTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
HAL0§5036 B.WiNg 03/13/2020
NAME OF FROVIDER OR BUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
3915 STEDWICK COURT
NEW HANOVER HOUSE
WILMINGTON, NG 28412
04 1D SUMMARY STATEMENT OF DEFICIENCIES , D PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE coMPLETE
TAG REGULATORY OR LSG IDENTIFYINS INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D344} Centinued From pege 24 D 344
the facility for clarification of Vitamin Dfor
Resident #1.
-She was not aware that Vitamin D2 was not on i
hand for Resldent #1. !

STATE FORM

Divislon of Health Servica Regulation

s LAKG11

¥ continuston shant 25 of &2




Division of Health Service Regul

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

gn

PRINTED: 03/31/2020
FORMAFPROVED

1) PRCVIDER/GURPLIER/CLIA
IDENTIFICATION NUMBER:

HALOS5036

{42} MULTIPLE CONSTRUCTION {X3) DATE SURVEY

A, BULDING:

8. WING

COMPLETED

R-C

03/13/2020

NAME OF PROVIDER DR SUPPLIER

NEW HANOVER HOUSE

ETREET ADDRESS, CITY, STATE, ZIF CODE
3816 STEDWICK COURT

PREFID,
TAG

xa| |

WILMINGTON, NC 28412

SUMMARY STATEMENT OF DEFICIENCIES
[EACH DEFICIENCY MUST BE PRECEDED BY FLULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

]

D
PREFIX
™wa

*
]

PROVIDER'S PLAN OF CORRECTION 5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 344

Continued From page 25

Ravilew of Resident #5's January 2020 elecironic
medication administration records (sMARS)
raevealed:

-There was an entry for
hydrecodone-acetaminophen 10-325 mg to give 1
tabiet three limes a day as needed.

-There was no reason nated for the need for the
medication as required for PRN medications.
-There was no frequency of how aften the
maedication was to be given other than thres times

a day.

Review of Resldent #5's February 2020 electronic
medication administration records (eMARS)
revealed:

~There was an entry for
hydrocodone-acateminephen 10-325 mg to give 1
tablat three times a day as needead. ’
-Thare was no reasen noled for the need for the
medication as required for PRN medications.
-There was no frequency of how often the
medication was fo be given other than three times
a day.

-There were entries on 02/)5/20 at 9:21am anct
12:21pm the oxycodone 30 mg had been
administered (3 hours elapsed between the firet
dose and the second dose).

~There were entries on 02f06/20 at 9:41am and
2:30pm the oxycodone 10 mg hed been
administered (4 hours and 49 minutes elapsed

‘| between the first dose and the second dose).

-There were eniries on 02711720 at 7:1%am and
10:00am the oxycodone 10 mg had been
administered (2 hours and 41 minutes elapsad
between the first dose and the second dose),
-Thera were entries on 02/12/20 at 6:59am,
7:50am and 1:04pm the oxycodone 10 mg had
been administered (59 minutes elapsed between
the firsi dose and the second dose and 5 hours
and 14 minutes betwsen the second dose and

D 344
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the third dose).

+ -There ware entrles on 02/13/20 at 7:07am and

8:41am the oxycodone 10 mg had been
administered (2 hours and 41 minutes slapsed

! between the first dose and the secand dose),
* =There were entries on 02/15/20 af 3:12pm,

6:36pm, and 9:50pm the oxycadone 10 mg had

. bean administered (3 hours and 24 minutes
. elapsed between the first dose and the second
dose and 3 hours and 14 minutes beiween the

second dose and the third dose).

-There ware entries on 02/17/20 at 8:50am,
11:31am, and 8:17pm the oxycodone 10 mg had
been administered (2 hours and 41 minutes

- elapsed between the first dose and the second

dogs and 8 hours and 46 minutes between the
second dose and the third dose).
-There were antries on 02/1/20 st 8:26am and

: 11:47am the oxycodene 10 mg had been

administered (3 hours and 05 minutes elapsed
botween tha first doss and the second dosa).
-There were entries on 02/27/20 at 10:49am,
2:27pm, and 8:13pm the oxycodone 10 mg had
been administered (5 hours and 38 minutes
elapsed between the first dose and the second
dose and 3 hours and 46 minules between tha
second dose and the third dose).

b. Review of Resident #5's physician orders
revealed an order on 01/29/20 for oxycodone 10
mg one tablet three times a day as needed {PRN)
for savare pain,

Review of Resident #5's January 2020 efectronic
medication administration records {eMARs)
revealed:

~There was an entry for axycodone 10 mg o give
1 tablet three times a day as needed for severe
pain.

-There was no frequency of how often the

D 344
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medication was to be given other than throe times
B day.

Review of Resldent #5's February 2020 electronle
medication administration records (eMARs)
revealed:

~-Thera was an entry for oxycodons 10 mg one
tablet thres times & day as needed (PRN) for
severe pain,

-There was no frequency of how often the
medication was to be glven other than three times
a day.

Review of Resident #5's physician orders
revealed an order on 02/27/20 for oxycodone 10
mg one tablet every 6 hours as neaded (PRN) for
severe pain,

Review of Resident #5' February 2020 electronic
medication adminlstration records {eMARSs)
revealed:

-There was an entry for oxycodone 10 mg one
tablet every € hours as needed (PRN) for severe
pain.

Review of Resident #5's March 2020 electronic
medication administration records (eMARs)
revealed:

-There was an entry for cxycodone 16 mg one
tablet every 6 hours as needed (PRN) for severe
pain.

¢. Review of Resident #5's physician orders
revealed an order on 02/26/20 for gabapentin 600
mg one tablet twice a day as needed (PRN).

Review of Resident #5's February 2020 electronic
medication adminlsiration records (eMARS)
revealed:

-Thete was an entry for gabapentin 600 mg to
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give 1 tablet twice a day as needed.

-There wes no reason noted for the need for the
medication as required for PRN medications.
-There was no frequency of how often the
medication was to be given other than iwice a
day.

Review of Resident #5's March 2020 electronic
medication administration records (aMARS)
revealed:

-There was an entry for gabapenfin 800 mg to
give 1 tablet twica a day as needed.

-There was no reason noted for the need for the
medication as required for PRN medications.

! =There was no frequency of how often the
medication was to be given other than twice a
day.

3. Review of Resident #d's current FL-2 datad

i 12112189 revealed diagnoses included
Alzheimer's, congestive heart failure, chronic

' kidney disease stage 4, hyperipidemia, diabetes

+ mellitus-Z with complications, heart disease of
native coronary, and left bundle branch biock.

Review of Resident #£4's current FL-2 dated
1212119 revealad:

. ~There was an order for polyethylene glycol 3350

' {polyethylene glycol is an over the counter (OTC)
laxative used to treat constipation.) powder mix
17 gram with liquid every day as neaded {PRN).

. -There was no reason notad for the nead for the

j medication as required for PRN medications,

0358 10ANCAC 13F 1034 (a) Medication

Administration

: 10ANCAC 13F 1004 Medication Administration
(a) An aduli care home shall assure that the

D 344

D 358

iMed Carts were audited to assure all
medication orders matched to the
medications in the cart. Any discrepancies
were referred to PCP for directive and/or
clarification,
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prescriplion and non-prescription, and treatmants ‘ from pharmacy.
by staff ara In accordance with: i A cart audit schedule has been )
(1) orders by a licensed prescribing practitioner .implemented to assure avallability of
- which are maintained in the resident's record; and medication and accuracy of order.
| {2) rules in this Section and the faciiity's policies The cart audits will be reviewed in the
" and procedures, | morning meeting, Care manager with
Executive Director oversight.
This Rule is not met as evidenced by: All Med techs will be re-validated to
TYPE B VIOLATION assure proper med administration and
, use of & rights of med administration.
Based on observations, interviews, and record Validations will be completed by the
reviews, he faciity failed fo administer LHPS or Director of Clinical Services.
medications & ordered by a prescriving Random med pass observations will
Physician for 2 of 5 sampled residents ralated to be completed a minimurn of 1 ;
not administering doses of an entibictic to treat an pe minim Ine P
Infection (Resident #1) and a resident not having wgek by the Car-e Manager, Executive
a blood pressure, a medicine for chest pain, an Director, Aren Director of Operations or
anti inflammatory, a pain reliver, a vitamin to help LHPS. . . .
with bone density, and a medication 1o treal dry The Executive Director will have over-
eyes (Resident #4), sight of compliance of Med pass
observation compliancs.
The findings are; Ail new hire med techs wilt be inserviced.
1. Review of Resident #1's most recent FL2 412712020
dated 10/04/19 rovealed;
| -Diagnoses included vascular dementia, feft
i frontal lobe cerebrovascular accident,
! dyslipidemia, hypardsension, welght loss, and
histary of falls.
-There was an order for
sulfamethoxazole-timethaprim 800-160mg {an
antibiotic used to treat bacterial Infections) 1
tablet twice daily for 10 days for infection, for
edministration at 8:00am and 8:00pm dally. f
a. Review of Resident #1's March 2020 electronic :
Medication Administration Record (emar) ;
revealed: 1‘
-There was a computer-generated entry for .
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sulfamethoxazofa-trimethoprim 800-1 60mg (en [
antibiotic used to treat bacterial Infections) 1 '
tablet twice daily for 10 days for infaction, for ’
administraticn at B:00am and 8:00pm daily. J
' -Sulfamethoxazole-trimethoprim 800-160mg was
documented as administered twice dally from

03/05/20 ta 03/10/20, and it was documented as [
i glven once at 8:00am on 03/11/20, -

Observation of Resident #1's medication on hand 1
for administration on 03/12/20 at 11 D0am

revaaled:

~There wera 17 of 20
sulfamethoxazole-trimethoprim 800-180mg
available for administration.

-The sulfamethoxazale-trimethoprim 800-1 60mg
: wae dispansed on 03/02/20.

Telephone Interview with a pharmacy technician ‘
i at the facility's contracted pharmacy on 03/12/20 i
at 3:57pm revealed: ‘
. -Resident #3' order for i
sulfamethoxazolem'fmemopﬂm 800-160mg was !
faxxed to the phanmacy by the residents hospice :
providar on 03/02/20. |
-The ordar was for the ‘
w!famethoxazole-ﬂ'imathnprim 800-160mg 1
tablet twice daily for 10 days for infection, the
quantity dispensed was 20 {ablets.

i -The sulfamelhoxezole-lrimeﬂmprim 800-180mg :
was delivered to the facility on 03/03/20 at l

2:09am.

Interview with an on-call Hospice nurse on |
03/12/20 at 4:25pm revealed:

-Resident #1's primary Hospice Nurse was on r |
leave. ‘
-She had seen Resident#1 on 03/10/20 as 5 part : ,
of her routine hospice visits. ’ i
 -Resldent #1 recelved & Hospice nurse visit once !
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-Medication afdas {MA) and the Special Care Unlt
Coordinator (SCUC) would notify the Hospice
Nursa if the resident neaded any medication
refilad.

-She did a full assassment of the resident, looked
for medication changes, and talked to the etaff
about tha resident's behaviers.

-She had not been alertad to any medication
chianges or isauea by staff on her visit on
03/10/20.

=The Hosplce Nurse had contacted the Hospice

! Director on 03/02/20 and advised Resident #1

had a forshead wound that had a purulent
discharge and her urine had & strong odor.

=She did not know if a urine analysis had been
tona.

-On 03/02/20 the Hospice Director ordered the
sulfamethoxazole-trimethoprim 800-160mg to
start on 03/05/20,

-The order for the sulfamethoxazole-frimethoprim
800-160rmg was sent to the facility's contracted
phammacy on 03/03/20.

-She was not aware that as of 03/11/20 Reskdent
#1 had only besn administered 3 of the 20
capsules.

Interview with the Executive Director of the
facllity's Hospice provider on 03/12/20 at 5:01pm
rovealed:

-She was a Reglstered Nursa.

-Resident #1's regutar Hospice Nurse was out on
leave,

-Every week the hospice nurses asked the MAs
or the SCUC if Resident #1 need a refil of any
medications.

-The hospice nurses had not been alerted to any
medication concerns for Resident #1.

-She was not aware that Resident #1 had not
been recelving the

D358
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sulfamethoxazole-trimethoprim 800-180mg as
ordered,

-She was concamed beatauss untreated
infections can kad to sepsie and death,

Interview with the Special Care Unit Coordinatar
{SCUC) on 03/13/20 at 8:52am revealed:

~She had worked on the medication cart as g MA
occasionally in the last 3 to 4 weaks.

-Bhe had worked as a MA 1o fill in when the
Special Care Unit (SCU) was short a MA.

-She remembered administering the
sulfamethoxazole-trimathoprim B00-180mg to
Resident #1,

-She could not remember the exact datea she

| had administered if,

: -On the March 2020 eMAR, she had documented
- adminisiering the sulfamethoxazole-trimethoprim
| 800-180mg 5 times from 03/05/20 to 03/11/20,

, -She was not aware that Resident #1 had 17 of
20 su Hamemoxazole-tﬁmethoprlm 800-180mg
still on hend on 03/11/20.

-She expected the
st¥amethoxazole-trimethoprim 800-180mg to be
administered as ordered by the physician,

-She preformed medication cart audits every
Monday.

-Har laat medication cart audit was 0308/20.,
-When she petformed medication cart audits, she
checked each resident In the SCU medications
on hand with their current medication orders.

{ ~She had not found issues with Resident #1's

i medications on hand.

Interview with a first shift MA on 03/13/20 at
10:10am revealed:

-She always worked first ehift in the SCU.
-She had not remembered administering
sulfamethoxazole-timethoprim 800-1 80mg to
Resident #1.

D 3ss
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-She had not remembered
sulfamethoxazole-trimettioprim 800-160mg being
on hand for Resident #1,

-On the March 2020 eMAR she had documented
administering the sulfamethoxazole-trimethaprim
800-180mg 5 times from 03/05/20 to 03/11/20.
~She had not remembered administering the

. sulfamethoxazole-trimethoprim 800-160mg any of
: thosa 5 times batween 03/05/20 to 03/11/20.

. Telephona Interview with Resldent 1¥s primary

 care provider (PCP) on 03/13/20 at 11:00am
ravealed;

i =She had not ordered the

sulfamethoxazole-timethoprim 800-180mg.

-She wouid be concemed Resident #1 had not

recelved her sulfamethoxazole-timethoprim

800-180mg as ardered.

-Anather practitioner with her practice had seen

Resident #1 was 02/27/20,

-The prectitioner had not documented any

| concems et that time,

Interview with the Executive Director (ED) on
03/13/20 et 2:28pm revealed.

-She was not aware that Resldent #1 had not
received her sulfamethoxazole-timethoprim 800~
160mgp as ordered

-She was concerned that Resldent #1 had not
received her suifamethoxazole-trimethoprim
800-160mg as ordered.

-She expected staff to administer medicatlons as
ordered by the physician.

b. Reveiw of Resldent #1's physicians order
dated 10/04/19 revealed an order for
Acstaminophen (a pain reliever) 500mg tablet
every & hours while awake scheduled at
12:00am, 6:00am, 5:00am, and B:00pm.

D 358
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Review of the January 2020 eMARs for Resident
#1 ravealad:

-There was an entry for 1 Acetaminophen (a pain
reilever) 500mg tablet every 6 hours while awake
scheduled at 12:00am, 8:00am, 9:00am, and
8:00pm.

-There were staff initiale documenting
administration of the Acetaminophien 500mg from
01/01/20 through 01/31/20.

-There were parentheses around the staff initials
documenting administretion for the
Acstaminophen 500mg at 12:00am on 01/02/20,
01/04/20, 01/08/20, 01/10/20 - 01113720, 0111520
|~ 01/20/20, 01/22/20 - 01/23/20, and 01/26/20.
: «There was an “infermation key” printed on the
eMAR:s indicating the parenthesis around the
staff initials meant "the medication was not
administered or not charted, see
reasons/comments.,”
-The doses with the parentheses from 01/02/20
through §1/26/20 was documented as refused.

 Review of February 2020 eMARS for Resident #1
i revealed:

~Thare was an entry for 1 Acetaminophen 500mg
tablet avery & hours while awake scheduled at
12:00am, 8:00am, 9:00am, and 6:00pm.
-There were staff Initials documenting
administration of the Acetaminophen 500myg from
02/01/20 through 02/29/20.
-There was parenthases around the staff Initiale
for documenting administration of the
Acetaminophen at 12:00am on 02/03/20,
02/08/20, 02/09/20, 02/12/20, 02/18/20, and
02/26/20 - 02/28/20.
~There was an “Information key" printed on the
6MARs indicafing the parenthesls around the
staff indtials meant "the medication was not
administered or not charted, ssa
reasons/comments.”

Dase
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! -The doses with the parentheses from 02/03/20
| through 02/28/20 was documented as refused.

Review of March 2020 eMARs for Resident #1
revealed:

-There was an entry far 1 Acetaminophen 500mg
tablet every § hours while awake scheduled at
12:00am, 6:00am, 9:00am, and 6:00pm,

~There wera staff inftials documenting
adminlstration of tha acetaminophen 500mg from
03/01720 through 03/11/20.

-There was parenthes!s around the staff Inilials
for documenting administration of the
Acetaminophen at 12:00am on 03/03/20,
03/04/20, 03/06/20 - 03/08/20, and 03/10/20.

; «There was an “information key” printed on the

eMARSs indicating the parenthesis around the
staff iniflals meant "the medication was not
administered or rot charied, see
reasons/comments.”

-The doses with the parentheses from 0:3/03/20
through 03/10/20 was documented as refused.

Telephone interview with a pharmacy technlcian
at the facility's contracted pharmacy on 03/12/20
at 3:57pm revealed:

-The pharmacy dispensed a 16-day supply of
acetaminophen 600mg for Resident #1 on
12/24119.

-The 15-day supply was delivered fo the fadility on
1272719 at 12:27am.

-The pharmacy dispensed a 30-day supply of
acstaminophen 500mg ori 02/18/20,

-The 30-day supply was deliverad to the facility on
02/18/20.

-The facility staff was supposed 1o contact the
phamacy to have the medication dispensed to
the facllity.

Chbservation of Resident #1's medication on hand

D358
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for administration on 08/12/20 at 11:00am
revealod:

 ~There was a madication punch card dated
12/24118 for acetaminophsn 500my 15-day
supply with two tablets left.

~Thaera were 4 medication punch csrds dated
02/18/20 for acataminaphen S§00mg.

-The first acetaminophen punch card dated
02/18/20 had 23 of 30 tablets remaining.
-The second acetaminophen punch card dated {
02/18/20 had 30 of 30 tablets remaining. |
-The third acetaminophen punch card dated
02/16/20 had 30 of 30 tablets remaining.
-The fourth acetaminophen punch card dated
02118720 had 25 of 30 tablets ramaining.

Telephone interview with Resident #1's primary i
cara provider (PCP) on 03/13/20 at 11:00am
revealad:
- =She had ordered the Acetaminophen 500mg In
| the past for pain management for Reeident #1.
-Resldent #1 was no longer able to verbalize ‘
when she was in pain, [
I -She wae not conterned that Resident #1 had not
been recalving her acetaminophen because the
| facifity had ot reported any concema that the
resident wag in pain.
-The last ime she saw the resident was
December 2010, !
-Another practitioner saw Reskdent #1 on
02/27/20 and she had reported no concems of
paln.
-She was not aware that Resident #1 had missed
| several doses of acetaminophen at 12:00am.

Interview with the Executive Director of the

' Hosplce provider on 03/12/20 at 5:01pm
revealad: )

-She was a Registered Nurse.

-Resident #1°s regular Hospice Nurse was out on
Divislon of Health Sarvica Reguiation
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leave,

~The hosplce nurses had not been alerted to any
medication concems for Residant #1.

-She was not aware that Resident #1 had not
been receiving her acetaminaphen 500mp.

-The medication was prescribed by Resident #1's
PCP.

-The hospica nurse had tried to get the 12:00am
dose for acetaminophen changed by Resident
#1's PCP.

~The hospice nurse had been unsucoessful in
getting the order changad.

-The Hespice Director did noi want fo change &
medication that the resident's PCP had ordersd,

Interview with the SCUGC on 03/13/20 at 8:52am
revealed;

~She had to manually order medications through
ihe facliities contracted pharmacy.

-The medication orders had to be written and
then faxed to the pharmacy.

~Tha pharmacy would enter the medication into
the aMARs,

-She would then have to approve the entry on the
eMARa befora the MAs could see the added
entry.

-She reported 1o the Resident Care Coordinator
and the ED.

-The MAs could have adminlsterad the stock
acetaminophen after the 15 day supply filled in
Decamber 2019 was exhausted.

~Bhe had not used the house stock of
acetaminophen to administer Resident #1's
schaduled dose.

-She expected MAs fo use the resident's
medication card to administer medications, not
the house stock.

Interview with a first shift MA on 03/13/20 et
10:10am revesled;

1
I
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-She remembered administering acetaminophen
500mg to Resident #1.

«8he had used the house stock of acetaminophen
500my to administer Resident #1's scheduled
dose.

-She did not know why she documented refusad.
-She had not remembered the laet fime she had
used the house stock of acetaminophen for
Resident #1'a scheduled dose of acetamircphen
5G0mg. !

-5he had not been told by the SCUC to only usa
Resident #1's madication card for acetaminophen
500mg not the house stock of acetaminophen
§00mg,

Interviaw with the ED on 03713720 at 2:2Bpm
revealed:

-She was not aware that Resident #1 had not
received her acetaminephen 500mg as ordered.
-She expected staff to administer medications as
ordered by the physician.

Altempted telephone interview with Resident #1's
family member on 03/13/20 at 8;18am was
unsuccessful.

Attempted interview with Resident #1 on 03/13/20
at 9:45am was unsuccessiul.

2. Review of Resldent #4's cument FL-2 dated
12/12/19 revaaled diagnoses included
Alzheimer's disease, congestive heart fallure,
chronic kidney disease stage 4, hyperlipidemia,
disbetes mellitus-2 with complications, heart
disease of native coronary, and left bundle
branch block.

a. Review of Resident #4's current FL-2 dated
1212/19 revealod an order for Nitroglycerin 0.4

D 258

Division of Haatth Service Regulation

STATE FORM

L3KG14

¥ continuaion sheet 39 of 82




PRINTED: 03/31/2020

. FORM APPRGVED
Divislon of Health Service Regulation
ETATEMENT OF DEFICIENCIES X1) PROVIDER/ASUPPLIER/CLIA (X MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTFFICATION NUMBER: A BUILDING: GOMPLETED
R-C
HALDS5036 B. WING 03{13/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, éTATE, P CODE
3916 STEDWICK COURT

NEW HANOVER

EVLHAN HOUSE WILMINGTON, NG 28412

(Xom ! SUMMARY BTATEMENT OF DEFICIENCIES ! o I PROVIDER'S PLAN OF GORRECTION 1X5)

PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFX | (EACH CORRECTIVE AGTION S8HOULD BE COMMLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAQ : CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
D 358 | Continued From page 30 D 358

my sublingual 1 tablet every 5 minutes x 3 doass
i3 needed for chest pain. (Nitroglycerinis a
prescription medication usad to stop or prevent
chest pain.}

Review of Resident #4's March 2020 slsctronic
medication sdministration record (eMAR)
revealad:

-There was an entry for nliroglycarin tablet
sublingual 0.4 mg with directions fo glve 1 tablat
sublingual every 5 minutas for 3 doses as needed
for chest pain,

-f no relief, call the primary care provider (PCP). ]

Obsarvation of Resident #4's medications on
hand on 03/12/2020 at 4:35pm reveatad there
were no nitroglycerin tablets on hand for
administration if needed for chest pain,

interview with a medication aide (MA) on
03M2/2020 ot 4:51pm revealed:

-She was not sure why there was nof any
nitroglycerin available for administration if
Residant #4 had chest pain.

-Prescription medications wers ordsred from the ‘
facility phamacy.,
-The MAs or the Special Care Unit Coordinator !
{SCUC) were respoensible to reorder medications
frem the pharmacy when they noficed there were
about 5-7 days remaining.

b. Review of Resident #4's cument FL-2 dated |
12/12/10 revealed there was an order for 1
Lisinopril 6 mg 1 tablet every moming. (Lisinopril !
is a prescription medication used to treat high ;
bloed pressure, heart fuilure and after heart
attack).

| Review of Rasident #4's March 2020 elactronic
Division of Heallh Servica Reguation
STATE FORM o L3KG1  continuetion sheet 40 of 62




PRINTED: 03/31/2020

» ’ FORM APPROVED
Division of Health Service Regilation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN. OF CORRECTION IDENTIFICATION NUMBER: ] GOMPLETED
A BUILDING:
R-C
HALDSS028 B.WING 03/13r2020
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2IP CODE
3015 STEDWICK COURT
NEW HANOVER HOUSE
WILMINGTON, NC 28412
o e SUMMARY STATEMENT OF DEFICIENGIES i D | PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
ThG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENGY) ;
& 5
D 3581 Continued From page 40 Dass

medication administration record (eMAR)
revealed;

-Thera was an entry for Lisinopri 5 mg 1 tablet

| every moming.

~There were staff initials for documentation of
Lisinopril 5 mg being administered on the
following dates at 8:00am: 03/01720 through
03110720,

-There were parentheses around the staft initiels
documenting administration for the Lisinopril on
03/05/20, 03/11/20 and 03/12/20.

-There was an “information key" printed on the
eMARs indicating tha parenthesis around the
staff initfals meant the "medication was not
administered or not chaned, see
reasons/comments".

-Each dose on 03/05/20, 03/11/20 and 03/12/20
| was documenied In the comments as refused.

Observation of Resident #4's medications on

hand on 03/12/2020 at 4:35pm revealed there

were no Lisinoprll tablets on hand for
administration,

c. Review of Resident #4's current FL-2 datad

- 12112119 revesled an order for Aspirin delayed

| refease 81 mg one every moming. (Aspirin is an
over the counder medication {OTC) used to wreat
pain, prevent heart attacka, strokes, and chast
pain).

Review of Resident #4's March 2020 efoctronic
medication administration record {eMAR)
revesfed;

-Thera was an entry for aspirin 81 mg delayed
release 1 tablet every morning.

-There were staff Intfals for documentation of

| aspidn 81 mg being administered on the fallowing
' dates at 8:00am: 03/01/20 through 03/10/20,

| -There were parentheses around the staff inltials
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documenting administration for the aspirin on
03/06/20, 03/11/20 and 03/12/20,

-There was an "information key” printed on the
eMARs Indicating the parenthesis around the
staff initials meant the “medication was not

. administered or not charted, see

regsons/comments”.
-Each dose on 03/05/20, 03/11/20 and 03/12/20
was documented in the comments as refusad.

Obzervation of Resident #4's madications on
hand on 03/12/2020 at 4:35pm ravealed there

was no aspirin 81 mg on hand for administration.

d. Review of Resldent #4's current FL-2 dated
12/12/19 revealed an order for Flonase nasal
spray 50 meg/actuation to instil 2 sprays into
each nostril twice a day. (Flonasa is an over the
counter medicafion (OTC) used to relfievs
seasonal and ear round allergic and non-aliergic
nasal symptoms such as stuffy/runny nose,
itching, and sneezing).

Review of Rosident #4's March 2020 electronic
medication administration record (eMAR)
rovealad:

-Thera was an sntry for Flonase nasal spray 60
mog/actuation to inatill 2 sprays Info each nostrl
twice a day.

: -There were slaff initials for documentation of

Flonase being administered on the foliowing
dates at 8:00am: 03/01/20 through 03/10/20.
-There were staff Infials for documentation of
Flonase being administered on the following
dates at 8:00pm on 03/04/20 through 03/11/20,
-Thera were parantheses around the staff Initials
documenting administration for the 8:00am
Fionase on 03/05/20, 03/11/20 and 03712/20.
-There was an “information key" printad on the
eMARSs indicating the parenthests around the

D358
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staff inifials meant tha "medication was not
administered or not charted, see
reasonsicomments”.

~Each deee at 8:00am onh 03/05/20, 03/41/20 and
03/12/20 was documented In the comments as
refused.

Observation of Reslident #4's medications on
hand on 03/12/2020 at 4:36pm revealed there
was no Fionase on hand for administration.

e. Review of Resident #4's current FL-2 dated
12112/19 revealed an order for magnesium oxide
400 my take one tablet twice a day. {Magnestum
oxide Is an aver the counter medication (OTGC)
vital for healthy muscies and bonas).

Review of Resident #4's March 2020 electronic
medicatjon administration record (eMAR) !
revealed: |
-There was an entry for magnesium oxide 400
mg take one tablet twice a day.

-Thera were staff initials for documentation of
magnesium oxide belng administered on the
following dates at 8:00am: 03/01/20, 0302120,
03/03/20, Q2/04/20, 03/08/20, 03A0T/20, O3HB/20,
03/98/20, and 03/10/20.

-There were staff Initials for documentation of
magnesium oxide baing administerad on the

; following dates at 8:00pm on 63/01/20 through
03/11/20.

-Thare ware parentheses around the staff initials
documenting administration for the 8:00am
magnesium oxide on 0X05/20, 03/11/20 and
0312720,

-There was an "information key" printad on the
eMARs indicating the parenthasis around the
staff initials meant the “medication was not
administered or not charted, see
reasons/comments”.
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-Each dose at 8:00am on 03/05/20, 03/11/20 and
03/12/20 was documneanted In the comments as
refused.

Observation of Resident #4's madications on
hand on 03/12/2020 at 4:35pm revealed lhere
was no magnesium oxide on hand for
administration.

f. Review of Resident #4's curram FL.2 dated
12112419 revealed an order for melatonin 3 mg
take one st badtime. (Melatonin is an over the
counter medication (QTC) used to help fall asleep
and stay asleep).

Review of Resident #4's March 2020 electronic
medication administration racord (aMAR)
revealed:

-There waa an entry for melatonin 3 mg 1 tablat
at bedtima.

-There wera staff initials for documentation of

. metatonin 3 mg being administered on the

| following dates at 8:00pm on 03/01/20 through
03/10/20.

-There ware no doses documented in the
comments as refused.

-The melatonin 8 mg was discontinued on
03/11/2020.

Observation of Resident #4's medications on
hand on 03412/2020 at 4:35pm revealed there
was no melatenin on hand for administration,

9. Review of Resident #4's current FL-2 dated
12/12/19 revealed en order for Refresh Tears
0.5% instill one drop into both eyes three times a
day. (Refresh Tears is an over the counter
medicaticn (OTC) used for the temporary relief of
buming, irritation, and discomfort due to dryness
; of the aye).

D 258

i

PREFIX 1 (EACH CORRECTIVE ACTION S8HOULD BE COMPLETE
|
i

Divislon of Health Sarvice Regulation

STATE FORM

el LIKG11

If contiration sheel 44 of 82




Division of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

PRINTED: 03/31/2020
FORMAPPROVED

1} PROVIDER/SUPPLIER/CLIA
IDENTFICATION NUMBER:

HALDS5038

(%2} MULTIPLE CONSTRUCTION
A. BUILDING:

B, WIHG

{X3) DATE SURVEY
COMPLETED

R-C

CH1¥2020

NAME OF PROVIDER OR SUPPLIER

NEW HANOVER HOUSE

WILMINGTON, NC 26412

STREETADDRESS, CITY, ETATE, 2P CODE
3916 STEDWICK COURT

Myl
PREFIX
™G

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

3

DATE

D 358

Continued From page 44

Review of Resident #4's March 2020 elactronic
medication administration record (eMAR)
revealed;

-There was an entry for Refresh Tears instill 1
drop to each eye thrae times a day.

~There ware staff initlals for documentation of
Refresh Tears being administerad on the
followlng dates at B:00am on 03/01/20 through
03/10020.

-There ware staff initials for docurnentation of
Refrash Tears being administered on the
following dates at 12:00pm on 03/01/20 through
0310720,

-There were staff initials for documentation of
Refresh Tears being edministered on the
following dates st 8:00pm on 03/01/20 through

. 03/10/20.
. “There were parenthasas around the steff initials

documenting administration for tha 12:00pm
Refresh Tears an 03/11/20.

-Thers were parentheses around the staff Initials
documenting administration for the 8:00am
Refresh Tears on 03/06/20, 03/11/20 and
03712120,

. ~There was an "information key” printed on the

eMARs indicating the parenthesis around the
staffinitials meant the "medication was not
administared or not charted, see
reasons/comments”,

-Each dose at 8:00am on 03/05/20, 03/11/20 and
03/12720 was documented in the comments as
refused.

Observation of Resident #4's medications on

: hand on 03/12/2020 at 4:35pm revealed there
; was no Refresh Tears on hand for administration.

h. Review of Resident #4's current FL-2 dated
12/12/18 revealed an order for Theragran-M

D 358
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Premler 5 Plus 400-250-376 mcg take one tablst
every morning. (Theragran-M s an over the
counter medication (OTC) a multivitamin and iron
supplement used to prevent vitamin deficiency),

t

Review of Resident #4's March 2020 efectronic
medication administration record (eMAR)
ravealsd:
-There was an enlry for Theragran-M Premier 5
Plus 400-260-375 mcg 1 tablet every moming,
~There ware staff initials for documentation of
Theragran-M Premier 5 Plus 400-2560-375 mcg
being administered con the following dates at
B:0Gam on 03/01/20 through 03110720,
-There were parentheses around the staff initlals
i documenting edministration for the Theragran-M
| on 0:3/05/20 and 03/11/20.
-There was an finformation key” printed on the
eMARs Indicating the parenthesis around the
stzff inltials meant the "medication was not
administered or not charled, see
reasons/icomments”.
i -Each dose on 03/05/20 and 03/11/20 was
documented in the comments a8 refused,

Obasarvation of Resident #4's medications on
hand on 03/12/2020 at 4:35pm ravealed there
was no Theragran-M on hand for administration.

i. Review of Resident #4's current FL-2 dated
12/12/19 revealed an order for acetaminophen
500 mp take one every 4 hours as needed for
mild to moderate pain. (Acetaminophen is an
over the counter medication (OTC) used to treat
pain and fever.

Observation of Resideni #4's medlcations on
hand on 03/12/2020 at 4:35pm revealad there
| was no acetaminophen on hand for

| adminisiration if needed,

0358
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Based on observation, interviews and record
| reviswa it was determined that Resident #4 was
i not Interviewable
| Attempted Interview with Residant £4's pawer of
atiomey on 03/43/2020 at 10:07am was
{ unsuccessful,

The facility failed to ensure medications were
administered as ordered for a resident (#1), who
was prescribed an antiblotic and a resident {#4),
who did not have 10 of her 27 medications on
hand. The failure of the facilily to ensure
medications were adminlstered as ordered was
detrimental to the haalth and wellnass of the
residents (#1 and #4), which constitules a Type B
Vialation,

The facility provided a Plan of Protaction on
03/12/20 In accordance with G. . 131D-34,

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 27,
2020.

D367 10A NCAC 13F .1004(}} Madication

Adminlstration

10A NCAC 13F .1004 Medication Administration
() The residant's medication administration
tecord (MAR) shall be accurate and include tha
following:

(1) resident's name;

{2 name of the medication or treatment order;
(3} strength and dosage or quantity of medication
adminisiered;

(4) instructions for administering the medication
or treatment;

D 358

b

D 367

+ Cart audits completed. Any order

| ordered with dosage, quantity and *

© audit per week,

requiring clarifcation were sent to PCP
for clarification.

Cart audit schedule has been developad!
to assure all medications are avallable, |
full instructon for administration,

Cart audits will be reviewed by the Care
Manager and Executive Director in
marning meeting to assure medication
availability.

The Care Manager will perform one cart
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{5) reason or justification for the administration of
medications or trealments as needed (PRN) and
documenting the resulting effect on the resident:
(6} date and time of administration;

(7} documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(B) name or inifials of the parson administering
the medication or traatment. If initials are used, a
signature equivalent to those Initials Is o be
documented and maintalined with the medication
administration record {MAR).

This Rule Is not met as evidenced by:

Based on observations, interviews, and record
raviews, the failed to ensure the medication
administration records were accurate for 3 of 5
residents sampied Including documentation of a
vitamin D2 {Resldent #1, Resident #2) and
documentation of hydrocodone acetaminophen,
oxycodone, and gabapentin (Resident #5).

The findings are:

1. Revlew of Resident #1's most recent FL2
dated 10/04/19 ravealed dlagnoses induded
vascular damentia, left frontal lobe
cerebrovascular accident, dyslipidemia,
hypertension, weight loss, and history of falls,

Review of Resident #1's subsequent physiclan's
order dated 10/0419 revealed there was on order
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- Executive Director will be responsible to
assure audits are completed per the
schedule.

All new hire med techs will be inserviced

4/27/2020

4

!

Division of Haalth Service Regulstion

STATE FORM

L3KG11 ¥ oontinuetion shaet 48 of 62




FRINTED: 03/31/2020
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" Monday and Thursday once a day at 8:00am,

Review of January 2020 electronic medication
administration record (eMARS) revealed:

-There was no entry for Vitamin D2 50,000,
-There was no documentation Vitamin D2 50,000
was administered from 01/01/20 through

| D1/31720,

-There was no documentation for the reason
Resldent #1's was not administered Vitamin D2
on the back of the January 2020 eMARS,

Review of February 2020 elscironic medication

| administration record (eMARs) revealed:
. There was no entry for Vitamin D2 50,000

~There was no documentation Vitamin D2 50,000
was adminlstered from 02/61/20 through
02/28/20.

-There was no documentation for the reason
Resident #1's was not administered Vitamin D2

: onthe back of the February 2020 eMARs.

Review of March 2020 electronlc medication
administration record {eMARS) revealed:
~There was no entry for Vitamin D2 60,000.

: ~Thera was no documentation Vitamin D2 50,000

was administered from 03/01/20 through
0311720,
-There was no documentation for the raason

+ Resident #1's was not adminlsterad Vitamin D2

on the back of the March 2020 eMARs,

Review of Resident #1's PCP signed visit report
dated 02/27/20 revealed Vitamin D2 50,000 unit
was an active medication ordes for the resident,

Observation of Resident #1's medication on hand
for administration on 03/12/20 at 1 1.00am
revealed:;
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Continued From page 40

-There wae a medication punch card dated
1043018 far Vitamin D2 50,000 unit.

! -There were 4 of 4 capsules left in the 10/30/19
Vitamin D2 medication punch card.

~There was a medication punch card dated

i 03/14/18 for Vitamin D2 60,000 unit.

| “There were 7 of 8 capsules feft in the 03/14/49
| Vitamin D2 punch card.

Telephona Interview with a pharmacy technician
at the facllity's contracted pharmacy on 03/12/20
at 3:57pm rovenled:

-The pharmacy dispensed a 2-wask supply of
Vitamin D2 50,000 unit on 10/30/19,

-The 2-week supply had been delivered to tha on
10731/186 at 3:31am.

~The fecility contracted pharmacy had not
recelved any communication from the facility to
dispense Vitamin D2 since 10/30/19.

I

|

i
Interview with the Special Care Unit Coordinator

{SCUC) on 03/13/20 at B:528m revealed:

-Vitamin D2 50,000 unit had shown as an aclive

physician ordar for Resident #1.

~She did not know why the Vitamin D2 had not

appeared on the resident's aMARs.

-She had sent new medication orders to the

facility’s contracted pharmacy.

! “The facilites contractad pharmacy would enter

| the madication Into a resident's eMAR,

 ~The SCUC would then approve the eMAR for
the medication aides (MA) to see the addad
medication.

-She was the only to approve medications that

.the pharmacy enlered on resident's eMARs.
-5he would check the orders the pharmacy
entered on the eMARs against the physician
orders whenever a new order was sent 1o the
pharmacy.

¢ -She did not check the orders against the eMARs

D387
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' Continuted From page 50

&t the end of each month,

-She performed cart audits every Monday to
ensure each resident had medications on hand to
match their eMARs.

-Her last cart audit was 03/09/20.

-8he had not noticed Vitamin D2 50,000 unit was
not on Resident #1's eMARs.

interview with the Area Wellness Director(AWD)
on 03M3/20 at 10:30am revealed:

-When the SCUC appraved the madication entry
for Vilamin D2 50,000 units from the phamacy
she had not selected the dates of administration,
-The entry had not gane through becauss the
SCUC had not selectsd the dates of
administration.

-Vitamin D2 was an active order but it did not
show on the éMARSs bacause the SCUC had not
approved the medication entry from the pharrnacy
accurately.

-The SCUC was suppose o send g copy of her
cart audit to her avery Friday starfing in
November 2019.

~The SCUC had never gent a copy of her cart

i audit,

- -She had notifled the Exacutive Director that she
had not recelved any cart audits from the SCUC
several times,

-She had last notfied the ED in the past week,
-She had expected the ED to follow up with the
SCUC about the cart audits,

2. Review of Resldent #2's current FL-2 dated

02/13/20 reveoaled:

-Dilagnoses included Alzhelmer's diseass,

| dysphagia, vilamin D defictency,

, thrombocytopenla and urinary tract Infection.

| ~There was an order for Vitamin D2 50,000units
every Wednesday once a day. (Vitamin D2 is a

| fat-soluble vitamin thal halps the absorption

D 367
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calcium and phosphorus).

. Review of a subsequent primary cane provider
! {PCP) order for Resident #2 dated 12/03/19
revaaled an order for Vitamin D2 60,000 units
cvery Wednesday once a day.

Review of Resldent #2's January 2020 electronic
medicalion adminlatration record (eMAR)
revealed:

-There was a computer printad entry for Vilamin
D2 50,000 units every Wednesday once a day
with a scheduled edministration time 8:00am.
~There was documentation the Vitamin D2 50,000
units was administerad daily at 8:00am from
01701720 - 01730720,

Review of Rasidant #2's Fabiuary 2020 eMAR
revealed:

-There was a computar printed entry for Vitamin
D2 50,000 units every Wednesday once a day
with a scheduled administration time 8:00am.
-There was documentation the Vitamin D2 50,000
units was administered daity at 8:00am from
G2/01/20 - 02/20/20 with an exception
documented on 02/10/20 at 8:00am the resident
refused the medication,

Review of Resident #2's March 2020 sMAR
revealed:

~There was a computer printed antry for Vitamin
D2 50,000 units every Wednesday once a day
with a schedulsd administration time 8:00am.
~Thers was documentation the Vitamin D2 50,000
unlis was administered daily at 8:00am from
03/01/20 - 03/10/20.

Review of Resident #2's medications on hand
revealed;
~Vitamin D2 50,000 units take one every
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Wednesday was on hand in an individual punch

! card with a dispensing date of 03/10/20 ang

| Quaniily of 4 capsules,

-The remainder of the resident's medications
were in 8 multidose packaging for adminlstration
in the morming and at bedtime with one excaption
of an Individual punch card for another
medication.

Interview with a medication alde {MA) on

. 03/13/20 at 9:38am revesled:

| -Resldent #2 was given Vitamin D2 once a week,

| -The facility's contracted pharmacy provider was
responsible for entering the resident's

| medications into the eMAR system.

: ~The Special Care Unit Coordinator (SCUC) was

i responsible for approving the residents'

i medicaticns before the MAs would be able to
document the administration of the medication,
-She was not sure why Resident #2's Vitamin D2
50,000 units was documented as administerad

dally,

~The dally documentation of Resident #2's

| Vitamin D2 50,000 units was an oversight.

| -She had documented the administration of

. Resident #2's Vitamin D2 50,000 units on
Saturday, 02/25/20 and thought she was just
clicking through each medication becauss the
only medications given on 62/29/20 were in the
mult-dose packaging.

~She did not parform cart audits because the
SCUC was responsible for that,

Interview with the SCUC on 03/13/20 at 9:54am
revoaled:

-The facility's confracted pharmacy provider was
responslble for entering the residents’
medications into the eMAR.

-The SCUC and tha Assistad Living Unit

| Coordinator (ALUC) an the Assisted Living side of

D 387
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the facliity were the only staff that approved
medication orders in the eMAR system, then the
MA could document the administration of that
medication.
-She performed medication cart audits every ‘ f
Monday by comparing the medication order to the
rasldents’ eMAR with the medicafions on hand,
-She was not sure why the dally administration
documentation of Resident #2's Viiamin D2
50,000 units was not caught during her audits but
tt should have baen.

Intsrview with the Area Director of Operations
(ADQ) on 03/12/20 al 10:21am revealed Resident
#2's Vitamin D2 50,000 units was marked as daily .
In the eMAR system and shouid have only ’
poputated for one time a week administration on
Wadnesdays.

Interview with the Executive Director (ED) on

03/13/20 at 2:28pm revealed:

~She performed record reviews occaslonally

which Included reviewing and comparing

madication orders, reviewing medications in the

eMAR system to assure medications were

| entered cormectly and she checked the residents

medications on hand.

-Her last record review was one record last week;

‘0ne per waek was her goal because the SCUC
and the ALUC did more.

-Her record reviews wers sporadic; she did not

document when medication record reviews were

dane,

-She did not review the eMARs for medication

decumentalion accuracy.

-She expected sfaff to administer medications as
ordered and to document when the medication
was administered to the resident.

| 3.Raview of Resident #5's current FL-2 dated :
Dhision of Health Sarvice Reguiation
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04/12/18 revealed diagnoses included chronic
obstructive pulmonary disease, kidney diseass,
ieft knee amputation, chronic respiratory fallure
with hypoxia,

a. Review of Resident #5's physician orders
" revealed an order on 11/06/18 for hydrocodone
acetaminophen 10-325 mg one tablet three tirmes
. 8 day as needed (PRN),

Review of Resident #5's January 2020 siectronic
medication administration records {eMARs)
revealed: i
~There was an eniry for |
hydrocodme—aoelamlnophen 10-325 mg to give 1
tablet three times a dey as needed. I
-There was no reason noled for the need for the
medication as required for PRN medications,
-There was no frequency of how oftsn the
medication was to be given other than three times |
a day.

Review of Rasident #5's February 2020 slectronic
medication administration records (eMARS)
revealed: ’
~There was an entry for
hydrocodone-acetaminophen 10-325 myg to give 1 :
tablet three times a day as needed. !
-There was no reason noted for the nesad for the
medication as required for PRN medications,
-There was no frequency of how often the
i medication was to be given othar than three times
; & day.
| -There were entries on 02/05/20 &t 9:2%am and
‘ 12:21pm the axycodone 10 mg had been
administered (3 hours elapsed between the first |
dose and the second dose). j
-There ware entries on 02/08/20 at 9:41am and i
: 2:30pm the oxycedons 10 mg had been !
| administerad (4 hours and 48 minutes elapsed i
Divislon of Health Sarvice Regilalion
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between the first dose and the second dosa).
~There were entries on 02/41/20 at 7:19am and
10:00am the oxycodone 10 mg had been
administered (2 hours and 41 minutes elapsed
belween the first dose and the second dose),
~Thera ware entries on 02/12/20 at 6:89am,
7:50am and 1:04pm the exycodone 10 mg had
been administarad (59 minutes slapsed betwesn
the first dose and the second dose and 5 hours
and 14 minutes between the second dose and
the third dose).

-There were entries on 02/13/20 at 7:07am and
8:41am the oxycodone 10 mg had been
administered (2 hours and 41 minutes elapsed
between the first dose and the second dose).
-There were entries on 02/16/20 at 3:12pm,
6:36pm, and 2:50pm the oxycodone 10 mg had
been administered (3 hours and 24 minutes
slapsed between the first dose and the second
dose and 3 hours and 14 minutes betwean the
second dose and the third dosa),

~There were entries on 02/ 7/20 at 8:50am, _
11:31am, and 8:17pm the oxyeodone 10 mg had !
been administered (2 hours and 41 minutes ‘
elapsed belween the first dose and the second
dose and 8 hours and 46 minutes between the ‘
second doso and the third dosa). . !
-There were entries on 02/19/20 at 8:26am and ’ [

11:47am the oxycodone 10 mg had been
adminlstared (3 hours and 05 minutes elapsad
betwaen the first dose and the second doss).
-There were entrles on 02/27/20 at 10:48am,
2:27pm, and 8:13pm the oxycodone 10 mg had i
baen administered (5 hours and 38 minutes ;
slapsed between the first dose and the second
dose and 3 hours and 46 minutes between the
secand dase and the third dose).

| b. Review of Resident #5's physician orders
 reveeled an order on 01/25/20 for oxycodone 10 !
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Mg one tablet three times a day as needed {(PRN)
for ssvere pain,

‘ Review of Resldent #5' January 2020 electronic
i medication administration records {eMARs)
revealed:;

-There was an entry for axycodone 10 mg o give
1 tablsl three times a day as needed for severs
pain,

~There was no frequancy of how often the
medication was to be given other than three times

aday.

Review of Resident #5's February 2020 electronic
medication edministration records (eMARs)
revegled:

-There was an entry for oxycodane 10 mg one
tabiet three fimes a day as neaded (PRNj) for
‘severe pain.

-There was no frequency of how often the
madication was to ba given other than three times
& day.

. Raview of Resldent #5's physician orders

| revealed an order on 02/27/20 for oxycedone 10

r mg one tablef evary 8 hours as needed (PRN) for
| severe pain,

Review of Resident #5's February 2020 electronic
: medication administration records (eMARs)
, revealed;
 “There was an entry for oxycodone 10 mg one
tablet svery & hours as needed (PRN) for severe
pain,

| Review of Resident #5's March 2020 electrenic
medication administration records (eMARs)
revealed:
-There was an entry for axycodene 10 mg one

: tablet every 6 hours as needed (PRN; for severe
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t. Review of Resldent #5's physician orders
revealed an order on 02/26/20 for gabapantin 600
my one tablet twice a day as needed (PRN),

Review of Resident #5's February 2020 electronic
medication administration records (eMARs)
revealed:

~There was an eniry for gabapentin 600 mg to
give 1 tablet twice a day as neaded.

-There was no reason noted for the naed for the
medication as required for PRN medications.
-There was no fraquency of how often the
medication was to be given other than twice a
day.

Review of Resident #5's March 2020 electronic
medication administration records (eMARs)
revealed:

-There was an entry for gabapentin 600 mg to
glve 1 tabiet fwice a day as needed.

-There was no reason noted for the need for the
madicatlon as required for PRN medications.
-There was no frequency of how ofien the
medication was to be glven other than twice a
day.

D463 10A NCAC 13F ,1308 Admisslon To The Special
: Cara Unit

* 10ANCAC 13F .1308 Admission To The Special
Care Unit

In addiion {0 meeting all requirements specified
in the rules of this Subchapter for the admission
of residents to the home, the facility shall asswe
that the following requirements are met for
admisslon o the special care upit;

{1} Aphysician shall specify a diapnosis on the

[

D 387

D453

Ali charts were audited.

PCP provided statement of resident
requiring the Special Care Unit on the
Two resident found to not have pre-
admission scresning.

All new admission will have a pre-
admisslon screening prior to admission.
New admission tracker was implamented
to track SCU admissions to assure
compliance.
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resident's FL-2 that meets the condltlons af the
specific group of residents to he served,
{(2) There shal be e documented pre-admisslon
screening by the facility to evaluats the
appropriateness of en individuals placement in
the special care unit,
{3} Family members seeking admission of a
resident fo a special care unit shall be provided
disclosure information required in 6.5, 1310-8
and any addifional written information addressing
policies and procedurss listed in Rule 1305 of
this Bubchapter that is not Inciuded In 3.8,
131D-8. This disciosure shall be documented in
the resident's record.

!

{ This Rule is not mat a5 evidenced by:

- Based on interviews and recorg reviews, the

 facllity falled to ensure 2 of 3 sampied residents

| #1, #2) reskiing In the Spedal Care Unit (SCu)
had a pre-acreening for appropriate placement.

i The findings are;

| 1. Review of Resldent #1's most recent FL2

i dated 10/0419 revealed:

i -Dlagnoses included vascular dementa, left
frontal lobe cerebrovascuiar accident,
dyslipidemia, hypertension, waight loss, and

: histery of falls.

: -Memory care was dacumented as the

| racommended level of cars,

| “There was documentation Resident #1 was

 intermittently disoriented.

Interview with the Execuliva Director (ED) on
03/13/20 at 2:45pm revealed:

-She did not know Resident #1 did not have the
! pre admiasion screening in her record.

Office Manager will be responsible for
the tracker and compliance of pre-
admission assessments on all new
admissions. This will be ongoing.
During previously mentionad Executive
Director Chart audits pre-admission
assessments will be audited as well,
4/27/2020
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=it was her responsibility fo ensure that res!dent
recards had all required information in them.

-Before accepting a resident, the markster would
visit the resident at another facility, their home, or
hospital.

-The marketer used the same assassment too)
when she visited prospective assisted living or
SCU residents,

-The facility would review the prospective
resident’s history and physical, F 1.2, tuberculosis
skin testing, and flu tasting before she sdmitted a
resident,

~The Spaclal Care Unit Coordinator (Scuc)
would assess {he resident once the new rasicent
was on the SCU, l

Review of the documents In Resident #1's record
 fevealed there was no pre-admission screaning, I

2. Review of Resldent #2's cument FL-2 dated
02/13/20 revealed: :
-Diagnoses included Alzheimer's disease, !
dysphagia, vitamin D deflcisncy,
thrombocytopenia and urinary tract infection,
~The resident was constantly disoriented and
wanderad.

-The resident's level of care was Special Care
Unit(Scu),

Review of Resident #2's Assessment and Care
Plan dated 07/28A1 8 revealed:

-The resident was disorlented and had a

i significant loss requiring direction.

| “The resident required extensive staff sssisiance
| with tolleting end bathing, limited staff assistance l
with dressing and grooming and was independent :
with ambulation and transferring,

! Review of Resident #2's record revealed there
| was no documentation of a pre-admission
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screening prior {0 admisslon to the SCuU.

Interview with the Area Director of Operations
(ADO) on 03/12/20 at 10:21am revealed she had
reviewed Resident #2's record and the only form
she could locate for Resident #2' placement in

! tha SCU on admission.

Interview with the Executive Director {ED) on
03/13/20 at 2:45pm revealed:

~She was not eware Resident #2 did not have the
! preadmission screaning in her record,
{ -She became the ED for the facilty in Aprll of
| 2018 and prior ta that she was employed by the
facllity as the Business Offics Manager (BOM)
and would not have been responsible for
preadmission scraenings.
-The Special Care Unit Coordinator would have
been responsible for that,

i
D812 G.8. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21 Dedlaration of Reskdent®’ Righta

Every resident shall have the following rights;

2. To recelve care and services which are

adequate, appropriate, and in compliance with

relevant federal and stats laws and rules and
regutations.

This Rule Is nof met as evidanced by:

Based on cbservation, record review, and
Interview, the facility failed to assure all residents
recalved care and services which were adequate,
8ppropriate, and in compliance with relevant

| federal and state laws and tules and regulations
related to medication administration and health
care,

D463

D@12

|

: takes full responsibllity to uphald

- Declaration of Resident Rights to the
highest standard to include all standards

of care and services,

|

resident rights,

The facility remained dedicated and

Staff inserviced on resident rights.
| All new hires will recelve education on

the

412712020
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The findings are:

i 1. Based on observations, Interviews, and record
i teviews, the facllity falled to administer

! medications as ordered by a prescribing

i physician for 2 of § sampled residents related to
not adrministering doses of an antibictic to treat an
infection (Resident #1) and & resident not having
a blood pressure, a medicine for chest pain, an
anti inflammatory, a patn refiver, a vitamin to help
with bone density, and a medication to treat dry
eyes (Resident #4). |Refer to Thg 358, 10A
NCAC 13F .1004(g) Medication Administration
{Type B Violation)].

2. Based on observations, interviews, and record
reviews, the facility failed to ensure health care
referral and follow up for 1 of 6 sampled residents
who was referred o the primary care provider
(PCP) by an infactious disease nurse at the local
health depariment for Streptococcus lesting and
for a follow up from an emergency department
visit (#2). (Referto Tag 273, 10A NCAC 13F
.0802(p) Health Care (Type B Violation)].
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