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NC DEPARTMENT OF ROY COOPER + Governor

HEALTH AND MANDY COHEN, MD, MPH + Secretary
HUMAN SERVICES MARK PAYNE - Director, Division of Health Service Regulation

May 13, 2020

Mr. Charles E. Trefzger, Executive Officer
WP-Raleigh Health Holdings, LLC, Licensee
The Covington

P.O. Box 2568

Hickory, NC 28603-2568

email address: mdeaton@alffinitylivinggroup.com

Re: Receipt of Plan of Correction (Event ID N7VN11)

Facility: The Covington
Licensure Number: HAL-092-181
County: Wake

Dear Ms. Nixon:

Based on our telephone conversation on May 6, 2020, there was an addendum to the Plan of Correction for the Statement
of Deficiencies dated March 10, 2020. The pages noting the addendum are provided for your records.

Please do not hesitate to contact us at 984-365-2578, if you have questions or we may be of further assistance.

Sincerely,

Shonda Stacey, Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

Enclosure

cc: Cassandra Nixon, Administrator
Catherine Goldman, Supervisor, Wake County DSS
Bridget Rackley, Team 4 Supervisor, Central Branch Regional Office, Adult Care Licensure Section
Raleigh Facility File

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Service Center, Raleigh, NC 27699-2708
https://info.ncdhhs.gov/dhsr/ « TEL: 919-855-3765 « FAX: 919-733-9379

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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. Initial Comments
The Adult Care Licensure Section and the \Wake ' Response to the cited deficiencies do not
County DFF;SE'?T“EM of Social Services cqndumed constitute an admission or agreement by the
an annual, follow- : i
: R Wi-Up Seif e/ ARG Compiint facility of the truth of the facts alleged or
investigation on March 10-12, 2020, The Wake lusi forth i the S i
County Department of Soclal Services initiated i r'l': IUS'DIHE' set tort '"_ the t? hement.y
the cgmp]aint investigation on Februar‘y 25 2020. Deficiencies or Corrective Action RF.‘FJOITJ the
Plan of Correction is prepared solely as a
D 254 10A NCAC 13F .0801(b) Resident Assessment | D254 matter of compliance with State law.

resource,

10A NCAC 13F .0801Resident Assessment

() The facility shall assure an assessment of
each resident is completed within 30 days
following admission and at least annually
thereafter using an assessment instrument
established by the Department or an instrument
approved by the Department based on it
containing at least the same information as
required on the established instrument, The
assassment to be completed within 30 days
following admission and annually thereafter shall
be a functional assessment to determine a
resident’s level of functioning to include
psychozsocial well-being, cognitive status and
physical functioning in activities of daily living,
Activities of daily living are bathing, dressing,
personal hygiens, ambulation or locomation,
transferring, toileting and eating. The

| assessment shall indicate if the resident requiras
referral to the resident's physician or other
licensed health care professional, provider of
mental health, developmental disabilities or
substance abuse services or community

This Rule is not met as evidenced by:
Based on record reviews and interviews, the
- Facility failed to ensure 1 of 7 ;21

mpled residents

NCAC 13F .0801(b) RESIDENT ASSESSMENT
The facility shall assure an assessment of each
resident is completed within 30 days following |
admission and at least annually thereafter
using an assessment instrument established
by the Department or an instrument
approved by the Department based an it

| | continuing at lease the same information as
required on the established instrument. The

| | assessment is to be completed within 30 days
| | following admission, upon significant change
as per regulatory definition, and annually
thereafter shall be a functional assessment to
determine a resident’s leve| of functioning to
include psychosocial well-being, cognitive
status, and physical functioning in activities of
daily living. Activities of daily living are
bathing dressing personal hygiene,
ambulation or locomotion, transferring,
toileting and eating. The assessment shall
indicate if the resident’s physician or other
licensed health care professional, provider of
mental health, developmental disabilities or
substance abuse services or community

| resgurce.
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The findings are:

Review of Residant #5's maost current FL-2 dated
11/058/19 revealad:

-Diagnoses included muscle weakness, COPD,
urinary incenfinence, acquired absence of left
finger, cognitive deficit. history of falls and alcohol
dependence-induced remission,

-Resident #5 required a cane to assist with
rmaolbility.

Review of Resident #5's Resident Register
revealed he was admitted to the facility on
082117,

Review of Resident #5's care plan dated

01/31/19 revealed:

-Resident #5 ambulated with a cane.

-She required limited assistance with bathing and
| dressing.

-She required extensive assistance with feeding,

specifically setting up and cleaning up.

Interview with the Resident Care Coordinator

| (RCC).an 03/10/20 at 2:45pm revealed:
-She knew Resident #5's care plan was outdated.
-There was a meeting scheduled for the following
week with Resident #5's Power of Attorney (FOA)
to update the care plan,

A second interview with the RCC on 03/11/20 at
3:09pm revealed:

| -She was responsible for making sure the
residents' care plans were updated annually.
-The RCC was responsible for reviewing the
“tickler" spreadsheet and alert the RCC as care
plans become due,
-The spreadsheet contains resident's name and

(#5) had a care plan that was completed annually.

The Covington's Assessment Tool is located in
the Electronic Medical Record platform,
MatrixCare

Resident #5 care plan was updated completed
4.7.2020.

|| All staff responsible for assessment
completion, again completed the “Resident
Assessment Manual” training established by
the department on 4.27.20. A copy of the
certificate of attendance is located in their
training file.

A complete audit of resident assessments was
performed 4.27.20. Assessments identified as

needing to be updated, will be updated by the
RCC, MCC and or DRC prior to May 8%, 2020.
Monitoring for completion of assessments, is
through MatrixCare. It may be monitored
through individual resident observations, or
via the “Facility Activity Report” to have an
overview of the entire community. These are
real time accurate versus maintaining a

| secondary tickler system. Facility Activity
Reports will be monitored by the RCC, SCC,
DRC and ED daily during standup for two
weeks, and weekly thereafter, during the
Weekly at Risk Meetings, and Monthly during
QA. The RCC, SCC and DRC are respansible for
the completion, accuracy and timeliness of
assessments. The Executive Director is
responsible for the overall monitoring and
ensuring the meetings occur as outlined
above.

Date of Completion May &, 2020
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dates that careplans FL-2s assessments ete.
were last completed.

-The RCC was responsible for keeping the
information in the tickler spreadsheet updated,
-Mo one was currently reviewing the spreadsheet.
-The Dirgctor of Resident Care (DRC) and the
RCC and the Special Care Coordinator (SCC) sat
together to review charts for completion weekly.
-The last review session was at the beginning of
February.

Interview with Special Care Coordinator (SCC)
on 03/11/20 at 3:4%9pm revealed:

-Monthly chart audit and the tickler spreadsheet
should have caught any ocutstanding care plans.
-Tickler spreadsheet was not being used dueto a
“formula® not working properly.

-The DRC and the Regional Director {(RD) were
“revamping” the tickler spreadsheet.

-5CC and the DRC were conducting daily chart
audits to ensure records were up to date.

-The audits consisted of raviewing approximately
10 charts per day in a focused area for
completion.

-They had planned to audit for care plans next.
-The last audit date was 03/05/20.

Interview with the DRC on 0312/20 at 9:27am
revealad:

-She was awars there were residents whoss care
plans were out of date.

| -There was a tickler spreadsheet that was not

currently in use because there was a system
errar with the cooperate tickler spreadshest that
caused the “formula to be knocked off”.

-5he was currently working on a tickler
spreadsheet for the facility to alert her when care
plans are due to be updated.

<She, the RCC, and the SCC were conducting
monthly chart audits to ensure record was current

Divesion of Health Service Regulation
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and these began on February 3, 2020,

-She and the RD were working on correcting
resident records.

-SCU resident records were completad.

Interview with the Administrator on 03/12/20 at
3:22pm revealed:

-She began her role as Administrator 121619,
-She was aware the residents' records had not
been kept up to date.

-The RCC and SCC were responsible for
ensuring annual and quartery updates are
completed on each resident.

-SCU resident records were not complete in the
audit process.

-The RCC, SCC, DRC, and ED were responsible
for these initial record audits but there was no
schadule set for the meetings.

Telephone interview with Power of Attorney for
Resident #5 on 03/12/20 at 5:30pm revealed:
-5he had a meeting set for 03/16/20 with the
facility to discuss his annual assessment and
care plan.

-She had cancelled a prior meeting due to her
health,

-She had ne concerns about the care her family
member was receiving.

D270 10A NCAC 13F .0801(b) Personal Care and
Supervision

104 NCAC 13F 0801 Personal Care and
Supervision

(b} Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

D254

0270

| NCAC 13F .0901 (b) Personal Care and

Supervison
Staff shall provide supervision of residents
in accordance with each resident's

assessed needs, care plans and current
symptoms.

Fresmemmmimnl e r————
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In the event of an accident or incident, staff
will respond immediately to provide care
according to the facility’s policies and
procedures, This includes but is not limited
This Rule is not met as evidenced by to notification of the ph‘!,FSiEEEIFI and the
TYPE A2 VIOLATION resident’s responsible party.
Rssad Gr i i 4 fevi 4 All events have orders in Matrixcare for
an SEMVAN0NS, record reviews, an . . e z
interviews, the facility failed to ensure supervision n?Dnltnrrng fraTa holur mdlmmur_n. Vital
in accordance with current symptoms for 1 of 7 dlEns are taken each shift with their
(#G) sampled residents with ten falls within three condition monitored, and progress notes
manths. entered during that time. Compliance with
S the above process is monitored daily.
e findings are: In an emergent situation, residents are sent
Review of Resident #6's FL-2 dated 03/02/20 to the ER for medical evaluation. Any
revealed: resident experiencing an event, requiring
-Diagnoses included dementia with behavior medical treatment or otherwise will be
disturbances and gait instability seen by their physician upon their next
-Resident #5's level of care was for Special Care visit.
Unit (SCL). . e
-The resident was constantly disorientated. E""E'I”ts‘ are mnmtu:red through individual
-The resident was semi ambulatory. resident observations, such as the “Safety
-The resident was incontinent of bowel and and Falls Risk Evaluation form”. Upon
bladder. admission, quarterly and after each fall,
Bl ol B Bl i this form is completed on the resident.
eview of Reside s Resident Register Inteivertians:t S
revealed an admission date of 06/23/17. © dec.r EaSE_ thIIhD?d of a
recurrent event are identified during the
Review of Resident #8's Incident/Accident Report review, orders procured as indicatad, with
dated 01/05/20 at 10:27 am revealed: those entered into MatrixCare. Care Plans
-The resident lost his footing and fell to the floor. | are updated as indicated.
-The resident was observed in the dining room on
the floor bleeding from his left pinky finger.
-His fingernail bed was detached from his finger.
-Emergency Medical Service (EMS) was called
| and resident was taken to the hospital.
-Fall instructions included: monitor status for 72
Diviseon of Health Senice Regulation
STATE FORM sam MNTYM 11 If conlinuation sheet 5 of 108
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hours for bruising, change in mental
status/condition, pain, or other injuries related to
fall.

-Special instructions included: document any
changes or no changes.

Review of Resident #6's hospital discharge dated
01/05/20 revealed;

-There was documentation that the reason for
vizit was a fall

-Diagnoses included a fall and closed fracture to
tuft of distal phalanx of finger.

-Imaging tests completed included an X-ray of his
distal finger,

Review of Resident #5's Incident/Accident Repaort
dated 01/07/20 at 6:50 am revealed:

-Resident #6 was laying on the bed with bloody
head and face.

-Residenl #5 refused vitals.

-Resident #5 was sent to the emergency room
(ER) for further evaluation.

-Resident #5 returned to the facility after
additional care was provided to him at the
hospital.

-Fall instructions included: monitar status for 72
hours for bruising, change in mental
status/condition, pain. or other injuries related to
fall.

-Special instructions included: document any
changes or no changes.

Review of Resident #8's Incident/Accident Report
| dated 01/07/20 at 3:33 pm revealed:
| -Resident #5 was found sitting on his buttock.
-Resident #5 was observed on the room floor
bleeding from his head.
-EMS was called and Resident #6 went out to the
hospital for further evaluation,
-The physician and responsible parties were
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Events are also monitored daily via the
"Facility Activity Report” to have an
overview of the entire community, Facility
Activity Reports will be monitored by the
RCC, 5CC, DRC and ED daily during standup
for two weeks, and weekly thereafter. Falls
are discussed during the Weekly at Risk
Meetings, with the 72 hour Falls Review
completed by Care Managers/DRC., and
Monthly during QA. During the QA

meeting, the “Event Summary Report” is |

reviewed as well to ensure effectiveness of
interventions”, The RCC, SCC and DRC are
respansible for the completion, accuracy
and timeliness of evaluations. The |
Executive Director is responsible for the
overall monitoring and ensuring the
meetings occur as outlined above,

Date of Completio rreiami—
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nofified.

Review of Resident #6 hospital discharge dated
01/07/20 revealed:

-Diagnoses included a cut on the face and a head
injury |
-Imaging tests completed included a computed
topography (CT) of Resident #6's cervical spine
without contrast and a CT of Resident #6's head
without contrast.

Review of Resident #5's IncidentfAccident Report
dated 01/09/20 at 12:02 pm revealed:

-Resident #6 was trying to get up without
assistance from a wheelchair and lost his
balance.

-There was no injury documented,

-The physician and responsible parties were
notified.

Review of Resident #6's Incident/Accident Report
dated 02/02/20 at 10:13 am revealed:

-Resident #6 fell out of wheelchair and hit his
head.

-MNo injury.

-Fall instructions included: monitor status for 72
hours for bruising, change in mental
status/condition, pain, or other injuries related to _
fall. '
-Special instructions included: document any
changes or no changes. |
-Resident #6 was sent to the ER for further

evaluation. |

Review of Resident #5 hospital discharge dated
02/02/20 revealed:

-The reason for the visit was a fall

-Resident #5 diagnoses included a fall and a
contusion to scalp.

Division of Health Service Regulation
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Review of Resident #6's Incident/Accident Report
dated 02/05/20 at 11:45 am revealed:

-Resident #6 stood up and his lost balance which
causad him to fall.

-Resident #5 did not have any Injuries and no
complaints of any pain or discomfart.

-The physician was present when incident
happened.

Review of Resident #8's Incident/Accident Report
dated 02/22/20 on 10:07 pm revealad:

-Staff observed Resident #6 sitting on the floor in
dining room.

-Resident #& refused vital signs and staff
documented another atternpt would be made
when Resident #6 was calm.

-Resident #6 was redirected and would be seen
by the physician an rounds.

Review of Resident #5's Incident/Accident Report
dated 03/02/20 at 9:19 am revealed:

-Resident #5 was observed standing up and
lasing his balance without injury in hallway.
-Atherapy evaluation, a safety device, and
primary care provider (PCP) would follow up on
the next site visit.

-Resident #5 stood up from his wheelchair and
fell on hiz back.

-Resident #6 did not complain of any pain or
discomfort.

-Resident #8's Power of Attornay (POA) and his
PCP were notified.

Review of Resident #5's Incident/Accident Report
dated 03/0%/20 at 11:32 am revealed:

-Resident #6 was seen sitting up on the floor next
to his wheelchair without injury.

-Resident #6 did not complain of any pain or
discomfort.

-Vitals were unable to be obtained because the

Division of Haalth Service Regulation
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resident was combative.

-Resident #3 refusad to sit at first but was
redirected again.

-Resident #5's POA, hospice, and his PCP were
notified.

-Resident #5 was added to the list to see the
physician on 03/09/20.

Review of Resident #5's Incident/Accident Report
dated 03/11/20 at 8:15 am ravealed:;

-Resident #6 stood from his chair, attempted to
walk and lozs his balance,

-Resident #6 had an injury to his left elbow.
-“Wound care was given to Resident #5 by the
hospice nurse.

-Resident #5 stood up from his wheelchair and
fell backwards on his elbow causing two small
skin tears.

-Hospice arrived shortly after incident and |
dressed the wound to the resident's elbow, '
-POA was notified.

Interview with a first shift personal care aide |
(PCA) on 0312020 at 8:57 am revealad

| -5taff were to carefully observe Resident #6 and

| all other residents in the room.

| -& lot of times staff would put Resident #6 in the

| TV room.

| -Ne one told staff to kesp an eye on Resident #65,

| it was just commaon sense that he neadad to be

watched because he was a falls risk.

| -Resident #5 had a fall yesterday moming in the
TV room.
-The Medication Aide (MA) did a full body |
assessmeant on Resident #6 after his fall. : |
-Once MA saw that Resident #5 was alright, she
put him in his wheelchair, '
-The MA should have written the incident up. |
-Resident #5's Hospice nurse was at the facility
during the time of the fall and treated Resident

Division of Health Servica Regulation
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#i's arm for a skin tear,

-"The problem was that we need maore staff to be
ahle to supervise all the residents”

-Lately, the facility had been short on staff.

Interview with another PCA on 03/11/10 at 3:54
pm revealed:

-When she checked on Resident #5, he was in
his bed with his fall mat out.

- She could tell that Resident #6 did not want to
lay down in his bed, so sha got him out of the bed
and put him in his wheelchair.

-She then rolled him to the big dining hall and sat
him in the back in preparation for snack.

-She left Resident #6 in the dining hall because it
was time for the residents to have their snacks,
-On 1st shift staff gave residents their snacks in
the dining hall.

-She was not aware of anything in place for
Resident #5 regarding falls.

-Resident #6 was a Z-person assist,

-Resident #8 would not stay seated in his

| wheelchair.

-MAs had to administer Ativan 0.5 mg to Resident
#6 to get him to calm down.

Interview with the Special Care Coordinator
(SCC) an 03/11/20 at 4:30 pm revealed:
-Resident #6 had a high low bed.
-Rasidant #6 had 2 fall mats.
| -There was no increased supervision ordered for
Resident #5.
-Staff were responsible to know the locatian of
Resident #6.
-Staff should also try to keep the resident in a
centralized location to be able to keep an eye on
him.

Observation of Resident #6 on 03/11/20 at 3:42
pm revealed Resident #5 was standing up alone
Division of Heallh Service Ragulation
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by the back door of the big dining hall.

Interview with a third PCA on 03/11/20 at 3:42 pm
revealed:

-Resident #5 normally laid down during this time.
-5he had no idea why Resident #6 was out of the
bed.

-Resident #6 usually laid down in his bed after
lunch.

-Somebody should have been walking with him,
-There was no reason that Resident #6 should
have been in the big dining hall alone.

-Resident #5 should have been lying in bed or
getting ready for snack.,

Interview with Resident #8's Hospice Murse (HN)
on 0311220 at 9:25 am revealed;

-She was the Hospice Nurse for Resident #6.
-The resident had been with hospice since

011 &20,

-She visited with Resident #6 once a week or
PRMN if the resident had a fall.

-She came to the facility every day to visit with
Resident #6 and/or other hospice residents at the
facility.

-She knew that the resident had a fall on 03/ 11/20
causing a skin tear to his left elbow.

-She dressed the skin tear on Resident #5's
elbow.

-Resident #6 became agitated a lot.

-She left a message with Resident #5's
responsible person about her visit with Resident
#6 the day of the fall.

-Resident #6 was forgetful and could not see.
-Resident #6 was hard to redirect.

-Resident #6 sometimes refused care.

-5he was thinking of possibly getting a chair
alarm for Resident #6.

-The facility typically called to notify her of any
falls that Resident #6 had.
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-The facility should natify her every time the
resident had a fall.

-Bhe had record of two falls that the facility
reported to her dated 02/02/20 and 031 1/20,
-Hospice was not nofified of Resident #5's fall on
02/05/20, 02/22/20, 03/02/20, and 03/09/20.

Interview with a MA on 031220 at 10:04 am
revealad:

-Resident #5 had a bedside fall mat.
-Resident #5 was under 30-minute chacks.
-The staff did not log the 30-minute checks.
-She could not recall all of Resident #6's falls. |
-She was only told by managemant to be sure
that Resident #5's fall mat was out when Resident
#5 was in the bed.

-When Resident #5 was up staff should make
sure that they were able to see him and were with
him,

-If Resident #5 stood up staff should make sure
that his wheelchair was locked.,

-Staff also encouraged Resident #6 not to stand.
-If a resident fell, it was protocel for staff to
assess the resident, check vitals, and not move
the resident. '
-If a resident fell, staff needed to call the '
Emergency Medical System EMS and notify the
responsible person and the SCC,

-Resident #8 had always wanted to get up and
walk on his own.

-Resident #5 was more combative now.

-Staff had been trying to keep Resident #5 in the
commaeon areas where he could be seen.

-If there was an order for increased supervision
far a resident the SCC would put it in the
computer, and it would pop-up on the computer
screen when the MA logged in.

Interview with the Directar of Resident Care
| (DRC) on 0312720 at 11:43 am revealed: '
Divigion of Health Sarvca Regulation
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-A fall was "when a resident goes from one plain
ta anather plain,"

-She did not recall seeing an actual falls policy for
the facility.

-The falls protocol in the event of a resident fall
was to assess the resident, take the resident's
vitals, notify the resident’s responsible parson and
PCP,

-The MA usually performed the assessment an a
resident in the event of a fall.

-All residents were checked on at the change of
shifts and every 2 hours.

-Resident #5 was under 15-minute checks, but
there was no documentation of the checks,

-t was hard to document 15-minute checks.
-When Resident #5's falls increased the
resident's PCP recommended hospice as an
intervention.

-5he could not recall if the facility put anything
into place after Resident #8's fall on 01/05/20.
-Resident #3G was never admitted into the hospital
for any of his falls.

-She did not know if the facility put interventions
into place after Resident #6 had two falls on
01/07/20.

-The facility would not implement one-on-one
supervision for residents.

-Hospice was made aware of all of Resident #6's
falls,

-A wheelchair was put into place for Resident #5
to try to get the resident not to stand as much, but
she did not know the exact date.

| -The whesalchair intervention worked for 8 while.

-Resident #6 could still walk.

| -sometimes staff would walk with Resident #6.
| -If a resident was admitted to hospice, the facility

notified hospice of all falls that the resident had.
-The facility should notify the resident's PCP of all
falls.

-The facility "let hospice make the final say on
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what to implement” for Resident #5.
-After Resident #5's fall on 01/07/20 the
15-minute checks continued.
-After Resident #6's fall on 02/22/20 hospice was
notified.
-Hospice was reviewing certain medications
ordered for Resident #5 because of the number
of falls that he had,
-The Heospice nurse usually informed the SCC of
any changas for Resident #8.
-Bhe did not know of any interventions for
Resident #5 from hospice,
-She belisved that some of Resident #8's falls
could have been prevanted if staff kept Resident
#5 active and kept him where he could have been
watched in an open area.
-For now, the facility coulf assist Resident #5
back to his wheelchair, redirect the resident, and
keep eyes on him,
-The facility staff as a team are all responsible for
preventing Resident #6 from falling.
-The facility was using outside sources such as

| hospice and home health to support Resident #5.
-0n 03/06/20 the facility had an all staff meating
on understanding falls, documentation of falls,
redirections, and resources,
-She completed the incident reports and she
could see the increase of falls that Resident #6
was having.
-Staff were to do 24-hour shift reports, more
education, more thorough progress notes.
-The facility could find activities that would keep
the Resident #6 engaged.

| -The ED was aware of the increased falls that
Resident #56 had.
-Staff never discussed interventions in their
"stand-up" meetings regarding Resident #6's
falls.

Interview with Resident #6's POA on 03/12/20 at

D270
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1:03 pm revealed;

-He was aware of all the falls that Resident #5
had.

-The facility natified him every time Resident #5
had a fall.

-The resident had close to 10 falls since 01/01/20.
-Resident #5's health was declining.

-The facility was concerned about supervision of
Resident #8, which was why the PCP ordered
hospice.

-He was notified of Resident #&'s falls on
0308720 and 03/11/20.

-Resident #5 thought that he could still walk.
-Hospice contacted him when they visited
Resident #6 to inform him of what they did with
the resident.

He had a care plan meeting with facility staff
about Resident #5 about a month ago.

-Mo interventions for Resident #5 were mentioned
in the care plan meeting.

-Hospice called him today and mentioned getting
Resident #8 a wheelchair alarm,

-They could have done a wheelchair alarm a long
time ago had he known that there was such a
thing.

Interview with a receptionist Resident #5's PCP's
office an 031 2/20 at 3:03 pm revealed:

-The facility was supposed to report all falls to
their office.

-If the resident was not injured the PCP would
assess the resident during their next visit to the
facility.

-If the resident is injured from a fall, the facility
needs to send the resident to the emergency
roorm and the physician will look at the resident
during their next visit to the facility.

-The facility reported that Resident #6 had a fall
on 01/05/20, 01/09/20, 02/02/20 and was sent oul
to the ER.
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-The facility reported that Resident #6 had an
unwitnessed fall on 03/0920.

-0n 01/08/20, the PCP ordered skilled nursing
services and falls risk, teaching the family and
staff about falls, a high low bed and fall mat far
Resident #5,

-There was documentation dated 01/20/20 in
Resident #6's file from hospice that the facility
staff should assist the resident with transfers,
standard fall precautions and a fall mat.
~There was documentation dated 03/11/20 in
Fesident #6's file from hospice requesting a
wheelchair alarm for Resident #5.

-The PCP's office was not notified of Resident
#6's falls on 01/07/20 {first fall), second fall on
01/07/20, 02/05/20, 02/22/20, 03/02/20, and
03/11/20.

Interview with the Administrator on 03/12/20 at
4:25 pm revealed:
-The facility's fall policy in the event of a resident
fall was for the DRC to do a body asseszment on
the residant,

| WA should document the fall and give to the

| ORC.
-She did not know what services the facility was
providing to Resident #6.
-Resident #5 was a falls risk.
-5he remembered that Resident #6 had a skin
tear to his finger from a fall.
-Staff could not keep walch on Resident #6 24/7.
“WWhen Resident #6 had two falls on 01/07/20
staff had discussed possibly sending the resident
to a skilled nursing facility, but he did not gualify
for a skilled facility,
-When Resident #5 had a fall an 01/08/20 she
assumed that his PCPF was notified.
-5he did net know what interventions were put
into place.
-She would have to look to see what interventions

Dz7
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his PCP ordered.

-The facility was a restraint free facility and could
not put a restraint on the resident,

-The: facility leoked to his PCP for guidance on
whal to do for Resident #6.

-After Resident #6 f=ll on 02/05/20 she did not

instruct staff on any interventions for the resident.

-5he was aware that Resident #5 had a lot of
falls.

=After Resident #6 fell on 02/22/20, she did not
instruct staff on any interventions for the resident.
-5he assumed that his PCP would give guidance
on what interventions Resident #5 needed.
-After Resident #6 fell on 02/02/20, she did not
instruct staff on any interventions for the resident.
-She would have to look to see what his PCP
suggested.

-She was not aware that Resident #6 fell on
03/09/20.

-She generally found out about resident falls in
the staff's daily "stand up" mestings.

-A PCA informed her of Resident's #6's fall an
03M1/20.

-She thought that Resident #6 needed to see a
naurologist to check for any disorders because
this was what she was accustomed to seeing
physician's order at the facility in her previous
position as an Administrator.

-Mayhe the facility could get Resident #5 a "lap
buddy."

-All residents were checked every 2 hours.
-Staff was always locking at Resident #6.

-The resident should not have fallen as much as
he had.

| -She would have to check to see if the facility had

a falls policy.
-The facility had a Falls Committee.

| =The Falls Committes discussed falls during staff

"stand-up™ meetings.
-5he was sure that the Fallzs Committee said
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something about Resident #6's falls.
-She would have to look at the sheet from the
Falls Meetings to see what was discussed about
Resident #86. |
-PCAs were responsible for preventing Resident |
#6 from falling. |
-5he needad to speak with Resident #5's PCP 1o
come up with a plan for what can be done for
Resident #5 to prevent his falls. , |
The facility failed to provide supervision to : I
Resident #6 who was constantly disoriented,
diagnosed with dementia, and semi-ambulatory.
This failure resulted in Resident #6 having ten
falls within three months with injuries to Resident
#6's fingernail, a cut to his face, a contusion to his
scalp, skin tears on his elbows and a head injury.
This failure resulted in substantial risk of serious
injury to Resident #8 and constitutes a Type A2
Violation.
A plan of protection was requested in accordance
with G.5. 131 D-34 on 03/26/20. :
CORRECTION DATE FOR THE TYPE A2 NCAC 13F .0902 (c)(3-4) HEALTHCARE
I ;’tl:glc_.ﬁ\TION SHALL HOT EACEEDAPRIL.TL The FEIC'INI‘,I' shall assure documentation of
' the following in the resident’s record: written
r
D276 10A NCAC 13F .0902(c)(3-4) Health Care D276 procedivas, RRatiant oF Oroers 1IN »
physician or other licensed health
104 NCAC 13F 0902 Health Care professional, and implementation of
() The facility shall assure documentation of the procedures, treatments ar orders specified in
fallnw?ng in the: resident’s record: Subparagraph (c){3) of this rule.
| @ w”t.le." mcm”m?' Yelmeals o “rders_ fram Communication with the physician, and 3™
a physician or other licensed health professional, . . .
arid party providers will be made in the progress
{4) implementation of procedures, treatments or I notes. New orders received will also be

noted in the progress notes RCC, SCC, or DIRC
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Fule,

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure physician's orders were
implemented for 2 of 7 sampled residents
{Resident #2) related to care for an ingrown
toenail and (Resident #3) related an order for
weakly weights.

The findings are;

1. Review of Resident #2's current FL-2 dated
081319 revealed diagnoses included
hypertension, diabetes mellitus, gait impairment,
FParkinson's disease, anemia, osteoarthritis, and
insomnia.

Review of Resident #2's physician's order dated
02/03/20 revealed:

-Remove dressing on the left great toe on
03/04/20.

-Wash toe with soap and water and pat dry, dress
with friple antibiotic cinfment and apply a dry
dressing daily for 10 days.

-Watch for signs of infection and call the provider
if infection noted.

Review of Resident #2's physician's encounter
form dated 03/03/20 revealed:

-Resident #2 was seen by the podiatrist on
03/03/20 for routine foot care.

Orders are procured via e-scribe or written
prescription. These orders are processed via
the "bucket system”. Meds which have been
approved but not arrived, move from the
orange bucket, to the red bucket for follow-
up by the care manager or 5IC to ensure the
medication has arrived from the pharmacy. If
medications have not arrived, and are not
available for administration will have
medication error reports completed in S mee
Matrixcare as indicated.

Administration compliance is by quick

reference on the Dashboard in MatrixCare,
and through the Administration Compliance
Report in MatrixCare. Administration
compliance report will be monitored daily by
the RCC, SCC, DRC and ED daily during
standup, Med error reports not completed
by qualified mediation staff will be completed
as indicated by Care Managers and DRC.
Medication Errors are discussed during the
Weekly at Risk Meetings, and Monthly during
Q4. The RCC, SCC and DRC are responsible for
the completion, accuracy and follow up of
medication variances,

Weights are monitored monthly, unless
otherwise ordered by the physician. Variance
of (+) {-) 5lbs will be reweighed. Once
completed, any variance of 5% in one month
or 10% in & months will be noted as a
significant change with the Weight
Motification form completed and sent to the
physician for review. Follow up will be in the
progress notes, with new orders noted as
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-Resident #2 had a hallux with incurvated border
nail (ingrown toenail) with gross fungal infection,
-A nail plate avulsion was performed (a procedure
to remove the nail plate in treating an ingrown
toenail).

-Care instructions for the toenail fungus wera
provided.

Feview of Resident #2's March 2020 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for remaving the dressing on
the left great toe, wash with soap and water,
Dress with antibiotic ointment and dry dressing
every day for 10 days and watch for signs of
infection and call provider if infection was noted
with a scheduled administration time of 10:00am.
-There was documentation wound care was
provided on 03/06/20-03/07/20,
03/09/20-03/12/20,

-There was documentation wound care was not
provided on 03/05/20; there was no exception
documented.

-There was documentation wound care was not
provided on 03/08/20; there was an exception
documented as resident refused.

Obsarvation of Resident #2's medications on
hand on 03/10/20 at 3:04pm revealsd:

-One tube of triple antibiotic cream with a
dispense date of 03/04/20.

-The tube of triple antibiotic cream had not been
opened.

Interview with the Resident Care Coordinator
{RCC) on 03M0/20 at 3:04pm revealed the
medication aides (MA) had probably used
Resident #2's prn tube (as needed) of triple
antibictic cintment.

D276

| indicated. The RCC, SCC, DRC and ED will

- review weekly during at risk and Monthly
during QA. Significant changes will have
updated care plans and referral if indicated.

RCC, SCC, or DRC will update the care plans and refer necessary changes. SS- 5/6/20 amended

The Executive Director is responsible for the
overall monitoring and ensuring the meetings
| occur as outlined above,

Date of Completion May 8, 2020
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Telephone interview with a pharmacy technician
from the facility's contracted pharmacy on
0311420 at 8:20am revealed:

-Resident #2's triple antibiotic cintment was
dispensed on 03/04/20 with instructions to apply
to left great toe daily.

-Resident #2 had a tube of tnple antibiotic
ointment dispensed on 05/21/18 with instructions ‘
ta apply the affected area every day for 7 days.

-Triple antibiotic sintment was used to prevent
infactions. | ‘

Interview with Resident #2 on 03/10/20 at 5:28pm
revealed:
-The podiatrist cut her toenail last week (she did
not recall the exact date.)
-The staff had not applied triple antibiotic cream
to her toe.
-Her toe was not covered with a bandage until
today, 03/10/20.
-The staff had not applied a dressing to her toe
| until today, 03/10/20.
-She "went down the hall' and asked the MA to
| dress the toe today, 031020,

Interview with Resident #2's family member on
Q320 at 5:28pm revealed:
. -He had schaduled Resident #2 to see an oulside |
provider for a second opinicn on Resident #2's
| foot care.
-The podiatrist told the family member he could
tell Resident #2's toe had an infection in it but
was okay now.
-The podiatrist applied triple antibictic sintment
and dressing.

Interview with Resident #2's Nurse Practitioner
{NP) en 0311720 at 11:45am revealed:

-She had not seen Resident #2 since the toenail
had bean cut 50 she was not familiar with the
Division of Health Service Ragulation
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order for triple antibiotic cream and dry dressing.
-The order would have been written to pravent
infection,

-If treatment was scheduled, it would be expected
ta be administered as ordered,

second interview with Resident #2 on 0311720 at
11:24am revealed the dressing on her loe was
changed today 03/11/20 after breakfast.

Second ocbservation of Resident #2's medications
on hand on 0311/20 at 11:10am revealsd:
-There was one tube of triple antibictic cream with
a dispense date of 03/04/20,

-The tube had been opened.

Interview with a MA on 03/11/20 at 11:12am
revealed:

-Resident #2 only had one tube on triple antibiotic
cream on the medication cart,

-The pharmacy usually only dispensed one tube
at a time and when the tube was used halfway,
he would reorder,

| =He had applied triple antibiotic cream and gauzs
to Resident #2's toe today, 03/11/20, around

10:00am.

| -He did not recall when he had |last worked with
| Resident #2.

Interview with a second MA an 03/11/20 at
11:18am revealed she had not worked with
Resident #2 since she had an order for triple
antibiotic cream and a dry dressing.

Telephone intarview with a third MA on 0312720
at S40am revealed:

-Resident #2 was alert and oriented.

-Resident #2 never complained about anything.
-Resident #2 did not refuse anything but Resident
#2 did ask her one day {she did not recall the
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day) to come back at a later time to do the toe
dressing because she was laying down.

-She could not recall the last time she did wound
care on Resident #2's toe.

-Resident #2's toe neadad to be cleaned and
dressed,

-When she did the care on Resident #2's toe she
used a spray bottle that was used for skincare
and dressed the toe in gauze and a brown wrap,
she wrote her name and date on the dressing.
-She did not recall if she put any cream on the
toe; she did whatever was on the eMAR
COMmpuier screan.

-The order popped up on the eMAR screen every
day.

Interview with the Resident Care Coordinator
(RCC) on 0311220 at 10:00am revealed:
-Resident #2 was "pretty accurate” about most
things.

-She could not think of anything Resident #2
would not be accurate about.

-Resident #2's primary care provider (PCP) took
the dressing off Resident #2's toe during a routine
visit on Monday, 03/09/20.

-She redressad Resident #2's toa on 03/09/20.
-She sprayed Resident #2's toe with wound
cleaner and applied triple antibiotic cream before
dressing the tos,

-She used the house stock of triple antibiotic
Crear.

-She did not know why Resident #2 would say her

| toe care had not been done daily.
| -She had entered the time for Resident #2's toe

care to be done before 10:00am so treatments
did not interfere with the medication pass.
-She found doing treatments later worked better,

Interview with the Directar of Resident Care
(DRC) on 03/12/20 at 10:58am revealed:

Divasion of Health Sarvce Regulation
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-Resident #2 would be considered a good
historian.

-She knew the podiatrist had seen Resident #2.

-She was not aware of Resident #2's order to |
wash and dry toe, apply triple anfibictic cream I
and dry dressing. |
-If treatment was not done at the scheduled time,
it would be red on the eMAR computer screen.
-All treatments should be done with the
scheduled medication pass.

-She expected staff to follow orders as written by
the physician.

-Mot following Resident #2's orders for toe care
put Resident #2 at risk for infection.

Interview with Resident #2 on 03/12/20 at
11:58am revealed the RCC had changed the
dressing on her toe a few minutes aga.

Interview with the RCC on 03/12/20 at 12:00
revealed:

-She changed the dressing on Resident #2's toe
"about 20 minutes ago.”

-She knew the dressing had not been changed
because the procedure was "red” on the eMAR |
computer screen. |

Telephone interview with a MA on 03/12/20 at
12:40pm revealed:
-He did not complete Resident #2's toe dressing
before he left the facility today, 03/12/20.
-He left the facility after 9:00am, hut bafare

| S:30am.
-He did not tell anyone he did not complete
Resident #2's toe dressing.
-Whoever took over for him as a MA would ses
the toe dressing had not be done on the eMAR
computer screen.
-The toe dressing should show on the eMAR
computer screen untii 11:00am.
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Interview with the Administrator on 03/12/20 at
2:30pm revealed,

-She knew the podiatrist had seen Resident #2
on her last visit to the facility because it was
discussed in the moming stand up meetings.
-She was concerned Resident #2's order for tos
care was not being executed corractly.

-She expected the MAs to know what they were
daing. |
-She held the MAs ultimately responsible for
following orders correctly,

2. Review of Resident #3's current FL-2 dated
02/21/20 revealed diagnoses included acuts
upper gastrointestinal bleeding with possible
esophagitis, hyperkalemia, hypertension, and
advanced Alzheimer's dementia.

Review of a physician's order dated 11/1918
revealad:
-Thera was a documented weight for September
(no year) of 123.5 pounds and a decumentad
weight for Movember (no year) of 114.3 pounds.
| =There was an order to weigh Resident #3 weekly
| for one month.

Review of Resident #3's weight report dated
OB/01M19 to 210720 revealed:

| ~There were weights documented once a month

| for every month except Movember 2019, there

| were no weights documented for November
20149.

| =There was documented weight for 10/17/18 of
123.5 pounds and a documented weight for
1271519 of 94 pounds.
-There was a documentad weight for 01/15/20 of
106 pounds.

Observation of Resident #3 on 03/12/20 at |
Division of Heallh Service Regulation
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3:12pm revealed:

-Resident #3 was taken to a wheel chair
accessible scale by a personal care aide (PCA).
-The PCA removed the Resident #3 from her
wheel chair and placed the wheel chair on the
scale; the chair weighed 36 pounds.

-The PCA set the tare weight on the scale so the
weight of the wheel chair would be subtracted
from the total weight of the resident and the
wheel chair while seated in the wheel chair.
-Resident #3 was returned to her wheel chair and
then weighed on the wheel chair scale while
sitting in the wheel chair; the scale reading was

101.5 pounds.

Interview with Resident #3's primary care provider
(PCP) on 03/11/20 at 11:3%am revealed:

-She was concermnead Resident #3 had shown a
constant change in weight and she wanted to
monitor her weight for a significant change.

-She also wanted weekly weights done to see if
the decumented weight loss was comect,

-There were variables that could have affected
Fesident #3's change in weight, variables could
include time of day, clething, and if shoes were
worm,

-5he had no weights documented for Resident #3
at the PCPF's office.

-She considerad a loss of five to seven pounds
per maonth to be significant.

-She expected the order to weight Resident #3
once a week for a month to have been followed at
the time of the order,

Interview with a personal care aide (PCA) an
0312720 at 3:12pm revealed she did not usually
weigh residents; she weighed Resident #3 that

| day because the Special Care Coordinator (SCC)

had asked her.
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Interview with a second PCA on 031220 at
3:15pm revealed:

-He weighed residents when the SCC told him to.
-He documented the weights on a piece of paper
and gave the paper to the SCC.

-He did not remember the residents’ weights from
rmonth to month.

Interview with the SCC on 03/21/20 at 3:21pm
revealed:
| <The residents in the Special Care Unit (SCU)
were all weighed once a month.
-The PCAs weighed the residents, and
sometimes she weighed residents,
- After all the residents were weighed, she
entered the weights into the electronic medication
administraticn record (eMAR).
| -5he would review the residents’ weights as she
entered them into the eMAR.
-The weights were not visible on the eMAR but
were on a separate report for waights.
| -The facility did not have a weight policy.
-She was responsible for notifying the PCP if a
resident had a significant weight loss.
-5he considered a five-pound weight loss in 30
days to be a significant weight loss.
-5he was not concerned about a steady weight
loss of three to four pounds over several months.
-Resident #3 was not always weighed at the
same time of day so her weight could change
because of the time of day she was weighed.
-She did not know why Resident #3 did not have
a documented weight on the weight report for
MNovember 2019,
-She did not know about the order for weekly
weights for Resident #3; she must have missed
the arder.
-She was responsible for making sure the PCP's
orders were followed.
-Resident #3's PCP had not talked to her about

D278
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the weekly weights or about any concerns for
Residant #3's weight.

-Resident #3 had lost weight at one time but the
resident was beginning to gain weight.
-Resident #3 weighed 106 pounds on 03/05/30,

Interview with the Administrator on 03/21/20 at
E:0dpm revealed:
-The SCC was responsible for ensuring
physicians' orders were followed.
-The medication aides (MAs) were responsible
for entering weights in the eMAR and for
moanitoring a resident's weight for loss or gain.
-She did not know of a weight policy for the
facility.
-The PCAs weighed the residents once a month.
-She did not know what would be considered a
significant weight change.

| =& resident's weight could change based on
saveral things including fluid retention or
diagnoses; the PCP should be reviewing
residents’ weights during visits.

Based on ocbservations, record reviews and
interviews it was determined Resident #2 was not
| interviewable.

D283 10A NCAC 13F .0904(a)2) Nutrition and Food
Service

104 NCAC 13F .0904 Mutrition and Food Service
{a) Food Procurement and Safety in Adult Care
Homes:;

{2) All food and beverage being procured, stored,
prepared or served by the facility shall be
protected from contamination.

This Rule is not met as evidencad by:

D276

D283

| NCAC 13F .0904 (a)(2) Nutrition and Food
Service
All foods and beverages being procured, stored,
| | prepared or served by the facility shall be
protected from contamination.

The kitchen cooler was cleaned out on

not dated were discarded, included but not
limited to, oranges, picante sauce, turkey bacon,
sliced deli ham, lime juice and diced potatoes.

20 . All items note opened and
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Based on observations, and interviews the facility
failed to ensure foods were free from
contamination related to a scoop stored inside of
bulk food containers with food, bulk food
containers not dated and labeled, expired and
spoiled food, open food packages that were not
labeled or dated, foods not labeled or marked
with an expiration date, leftover food not labeled
or dated and dirty shelves and floors.

The findings are:

Observation of the kitchen cooler on 03/10/20 at
8:56am revealed:

-There was a plastic container of sections of
oranges covered in plastic wrap that was not
labeled or dated.

-There was an opened plastic bottle with
manufacturers label for picante sauce with a
hand-written date of 12/18 with mold growing on
the inside of the bottle,

-There was an opaned pack of turkey bacon
loosely wrapped in plastic wrap that was not
labeled or dated.

-There was sliced deli ham in a resealable plastic
bag that did not have a label or date on it

-There was a bottle of lime juice with a best by
date of 01/14/20,

-Thers was a large sheet pan with diced potatoes
spread on it without a label or a date.

Observation of dry storage area in the kitchen on

03/10/20 at 9:38am revealed there were 5 plastic

containers of cereal that had been removed from
| its original packaging that had no label or date.

Interview with the Dietary Manager (DM} on
Q3M0/20 at 9:23am revealad:

-3he expecied the staff that opened a food item
to date the item when opened.

D 283

The kitchen was deep cleaned on | j:H ng gﬂr )
ltems discarded included sugar, a new! bin or
sugar was opened, scoop was cleaned, and clean
scoop was placed in a plastic bag on top of bin.
Cold foods will be stored in accordance with food
! safety guidelines. Cold foods opened, will be
labeled with the date, time and name of item
stored. A copy of “First In First Qut” guidelines is
available in the kitchen for reference. Staff was
in-serviced on the above, on

4/7/20- SS amended 5/6/20

Opened items, specifically meats will be stored
on a lower shelf to prevent cross contamination.
| On 4.27.20, all dietary employees were re-
trained on the Food Service Orientation Manual
from the Department. Certificate of completion
[ | will be in their employee record.

cleaning schedule was implemented on
! 10l ?1(32.0 . Shift specific tasks were
identified: Dietary manager will monitor bi-
weekly x 4 weeks. Review will take place weekly
x4 during the at risk meeting and monthly during
QA thereafter

Date of Completion 5.22.20
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-Food that had been opened is usually discarded
in 15 days.

-She opened the turkey bacon on 03/09/20,
-She was " ...rushing and didn't dale ..." the
turkey bacon at the time of opening.

-The Picante sauce was "starting to grow stuff"
and "Just got overlooked”,

Observation of the main kitchen area on 03/11/20
al 8:30am revealed:

-There was a metal scoop in the plastic bin of
sugar.

-There were plastic milk crates turned upside
down on the floor to support the chemicals used
for dish washing.

-There was debriz under and between the crates.
-There was a yellow liguid with debris in it on the
floor betweaen a table and the stove,

-There was a thick layer of gray dust, feod debris
and a small souffle cup on the floor under the
stove.

-There were two food preparation tables had bits
of food, black and yellow debris and a black film
on the floors under them.

-There was a build-up of a black film that went up
the baseboards behind the food preparation
tables,

~There was a sticky yellow film and rust on a solid
shelf under a food preparation table; there was a
box of coffee and a slow cooker stored on the
shelf.

-There was a build-up of dust, splattered liquids
and a sticky film on a shelf above a food
preparation table; the shell had assorted jars of
spices and bottles of liguid food items stored on

it

Observation of the freezer on 03/11/20 at 9:12am
revealed that raw ground beef, raw sea scallops
and raw cod fillets were stored on a shelf over a

D283
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| -Bhe did not know about the deep cleaning of the

| A second interview with the DM on 03/12/20 at

dated plastic container of cooked chicken, two

| boxes of roasted diced chicken and a box of

hiotdogs.

Interview with the evening cook on 03/12/20 at
4:22pm revealed; [
-5he checked the food items in the walk-in coaler
every Sunday for expired, undated and unlabeled
food.

-She discarded any food iterns that were not
dated, were oul of date and had expired,

-All leftovers were supposed to be dated and
labeled before thay were placad into the walk-in
cooler and discarded after five days.

-She swept and mopped the kitchen daily at the
end of the night.

-The bulk food containers were cleaned in the
three compartment sink and air dried when the
food was used and before refilling.

-The bulk food containers were dated and labeled
when they were refilled.

-The scoops were stored on the lid of the bulk
food containers; the scoop was not supposed to
be store inside of the food container.

floor because the DM did the deep cleaning.

12:40pm revealed:

-She expected staff to date the food items at the
time of opening.

-Food items were discarded after 3, Sor 7 days
depending on the item.

-Meats were discarded after 3 days.

-She expected staff to know when to discard
items because all staff had Serve Safe
certification,

-Second shift staff were responsible for cleaning
out the cooler, freezer and dry storage areas and

discarding outdated items on Sunday. |
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-She expected floors to be swept and mopped
daily.
-The floors were deep cleaned once a month with
a pressure washer, the floors were deep cleaned
three weeks ago.
-She did not know dry items such as fleur, sugar
and breading were supposed to be dated as well
as labeled,
-She did not know cereal was supposed to be
labeled and dated once it was removed from the
manufactures’ packaging.
-She was aware that items to scoop goods from a
container were not to be stared inside the
container.
-Containers were washed as they becama
emptied prior to refilling.
-The plastic sugar container got washed
approximately every other week.
-She relied on obsarvation and visual inspection
to notice debris and prompt cleaning of lids.
-She was aware that raw food was not to be
stored over fully cooked foods.
-She was not aware that ground beef was stored
over fully cooked hot dogs and chicken.
-She knew items should be stored at least 6
inches off the floor in a way that sweeping and
mapping underneath was possible.
-3he knew the milk crates had not been cleansd
undemeath,

| -There was no assignmeant for cleaning in the
kitchen; deep cleaning was done by the kitchen
staff as they saw it needed to be done.
-It was her responsibility to ensure cleaning was
completed,

Interview with the Administrator on 03/12/20 af
4:59pm revealed:

-She expected the DM to ensure cleaning is
completed in the kitchen.

-5he expected food items to be discarded 3 to 7

! D 283
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days after being opened.
-She walked through the kitchen everyday and
looked around the kitchen to be sure it was clean.
-5he did not look in the wallk-in cooler "that much”
but when she did she looked for dates and labels
on food,
-She looked at the food stored in the walk-in
cooler a week ago.
-There were cleaning check list for the kitchen
staff and the DM to follow; the lists were for
weekly and monthly cleaning.
D 287 10A NCAC 13F .0904(b)(2) Nutrition And Food D 287 NCAC 13& .0904 (b)(2) Nutrition and Food
Service Service
) Food Preparation and Service in Adult Care
::}P‘FNC;‘E 13F '?[_904 ﬁ;tg"’“.‘ﬁ‘”fj ';'i;':"?' SGEW":'E homes. Table service shall include a napkin
ood Preparation a ervice in Adult Care : : o
Hinas: P and non-disposable place setting consisting

| (2) Table service shall include a napkin and
non-disposable place setting consisting of at least
a knife, fork, spoon, plate and beverage
containers, Exceplions may be made on an
individual basis and shall be based on
documented needs or preferences of the
resident.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure the residents were provided with
anon-disposable place setting, including a fork, a
spoon, a knife, and a non-disposable plate.

Review of the dinner menu for 03/10/20 revealed
egg salad sandwich, basil tomato soup, chips and
peaches with milk were to be served to the
residents.

of at least a knife, fork spoon, plate and
beverage container, exceptions may be
made on an individual basis and shall be
based upon the documented needs or
preferences of the resident.

All residents will be provided with a non-
disposable place setting of a knife fork,
spoon plate and beverage container. Any
changes in menu will be noted on the meal
substitution log and maintained for a
minimum of 2 years.

Meal substitution log will be reviewed
weekly during at risk and monthly during
QA. The dietary manager is responsible for
the maintenance of the substitution log.

The Executive Director is responsible for the
adherence to the meetings.
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Observation of the dinner meal on 03/10/20 at
5:30pm in the Special Care Unit (SCU) dining
room revealed:

-Egg salad sandwiches cut in half, single serving
bags of potato chips, cream of mushroom soup
and sliced peaches were served,

-There were 28 residents in the dining room.
-There were forks at each place setting with a
paper napkin,

-There were no knives at any place setting.
-There were 2 place settings with a spoon,
-Residents ware served cream of mushroom
soup.

-Peachas removed from the original store bought
bulk container were servad in disposable 4 ounce
bowls.

-A resident was attempting to eat soup with a
fark.

-Spoons were passed out to residents at 5:49
once all residents had been served.

Observation of dinner meal service in the
Assisted Living (AL) dining room on the ground
fleor of the facility on 03/10/20 at 5:52 pm
revealed:
-There were 45 assisted living residents in the
| dining room.
| -A dietary aide brought a tray of disposable bowls
| with peaches in each bowl from the kitchen.
-The disposable bowls with peaches were given
to each resident present in the dining room.

Observation of the lunch meal in the SCU dining
room on 03/M12/20 at 12:17pm revealed sliced
pumpkin pie was sarved to all the residents on
disposable plates.

Observation of the lunch meal service in the AL
dining room on 03/11/20 at 1:21pm revealed a
slice of pie was served on disposable plates.

0287

Date of Completion: May 1% 2020

Nutrition and Food Service — Food Service
Requirements in Adult Care homes: Each
resident shall be served a minimum of three
nutritionally adequate, palatable meals a
day at regular hours with at least 10 hours
between the breakfast and evening.

On {j,lLH‘al QDZO . An
inventory of pla}tes, dinner plates, utensils,
and glassware was performed. Supplies
were ordered as indicated.

In-service was I]eld on

K 25170 , for all

regardir:é resident’s rights and food service
requirement. Rule area .0904 was covered,
as well as the food service training manual
developed by the department. Certificates
are in the employee training file.

On 4.28.20, a report listing all current diet
and supplement orders located in
Matrixcare was run for audit, List will be

| compared to hard medical record, and to
supplements being provided by families.
This list will also be compared to what |
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Interview with two AL residents on 03712/20 at
8:46am revealad:

-Various food was served in styrofoam containers
2-3 times per week,

-The food served in styrofoam bowls was not
good, "it changed the taste of the food."

-They did not like eating out of styrofoam
containars.

Interview with PCA on 03/12/20 at 11:20am
revealed:

-Fruit was served in disposable bowls 2 to 3 times
per wesk.

-There were times that there were not enough
knives sent fo the floor from the kitchen.

-She was aware there should be a knife, fork and
spoon at each place setting.

Interview with the Dietary Manager (OM) on
03112120 at 12:26pm revealed:

-Utensils were placed on the cart by the Kitchen
staff.

-He knew residents were supposed to have a
fark, knife and spoon for every meal,

-The PCAs sat the dining room tables in the SCU
=0 they were responsible for placing the
silverware out the tables for the residents.
-Knives were "taken off” the meal service place
setling in the past due to safety concems,
-Knives were pul back into the place setting once
surveyors were in the facility.

-She did not know why peaches were served in a
disposable bowl but says they were "probably

| used as a short cut”.

-5he knew disposable bowls and plates were
used for serving often.

| -There was a need to order more reusable plastic
| cups and small serving plates,

-She was responsible for ordering supplies.

RCC, SCC, and DRC completed these tasks. -SS, amended 5/6/20

dietary has posted in the kitchen. Variances
will have clarification obtained from the
physician, with updates to the plan of care
as indicated.

An all staff ip-service was held on

!

menus and process to follow if menu did
not match what was being served. In
addition to the above, items addressed
were as follows:

for all staff regarding

Menus

Substitution Log

e Resident rights

« Modified Diets

« 0504

= Provision of Milk to residents

Thickened liquids

Date of Completion May 8, 2020
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Interview with the Administrator an 0312/20 at

F22pm al revealed:

-5he expected the residents to have an entire

set-up of silverware at every meal no matter what | .

was sernved,

-She was not aware the PCAs had not provided a |

knife to residents at meals.

-The only exception to always providing a knife at [

meals was if the resident was combative.

D 287 10A NCAC 13F .0904(d)(1) Mutrition And Food 0297

Senvice

108 NCAC 13F 0904 Nutrition And Food Service
{d) Food Requirerments in Adult Care Homes:

{1} Each resident shall be served a minimum of
three nutntionally adequate, palatable meals a
day at regular hours with at least 10 haurs
between the breakfast and evening meals.

This Rule is not met as evidenced by;

Based on absarvations, record reviews and
interviews it was determined the facility failed to
senve adequately nutritional meals by not serving

| fruit and the proper portion sizes of food for

pureed diets and not serving 100% fruit juice to
residents in the Special Care Unit (SCU).

The findings are:

Review of the dinner menu for pureed diets on
03/10/20 revealed one cup of pureed egg salad
sandwich, & ounces of tomato basil soup, 1
ounce (oz) of pureed crackers, half a cup of
pureed peachas were to be served fo the
residents with a puread diet.

Observation of the dinner meal in the SCU dining

Refer to attachment on page 109 - SS
' 5/13/20
NCAC 13F .0904 (d)(1) Nutritionand |
Food Service

Food Service Requirements in Adult

Care homes: Each resident shall be

| served a minimurn of three nutritionally
| adequate, palatable meals a day at

regular hours with at least 10 hours
between the breakfast and evening.
On 04/15/2020. An inventory of plates,
dinner plates, utensils, and glassware
was performed. Supplies were ordered
as indicated.
Insgrvice was held on

Lﬁ"?_% 2090 , for all
reg%?ding resident’s rights and food
service requirement. Rule area .0504

was covered, as well as the food service
training manual developed by the
department. Certificates are in the
employee training file. 4 128 HQD

] .

Division of Health Servica Regulation

STATE FORM

585 NTWN11 If eanfinuation sheat 36 of 108




Division of Health Service Regulation

PRINTELD: 03/20/2020
FORMAPFROVED

room on 03/10/20 at 5:58pm revealed there weare
five residents who were served half a cup of
pureed sandwich, 4 oz of cream of mushroom
soup, 8 half a cup of yogurt and a beverage.

Interview with the evening cook on 03/10/20 at
6:00pm revealed;

-She used a 2 oz scoop and placed fwo scoops of
pureed turkey sandwich on the plate for the
residents on a puread diet.

-She used a 4 oz scoop to serve the soup for the
residents on a pureed diet.

Interview with a personal care aide (PCA) in the
SCU dining reom on 03/10/20 at 6:20pm
revealad:

-She would give the residents on a pursed diet
yogurt from the SCU pantry because pureed fruit
was not available.

-Sometimes the kitchen staff forgot to puree the
fruit when it was on the menu or not send pureed
fruit to the SCU dining room.

Observation during the dinner meal service an
G320 at 5:50pm revesaled:

| -henu consisted of egg salad sandwiches, basil
| tomato soup, chips, milk and peaches.

-Residents on regular texture diets were served
sliced peaches,

-There was no texture modified peaches to be
served to residents.

-Those residents on a modified texture diel,

Review of menu for 03/11/20 read cheesy
scrambled eggs, hash browns and sausage link,

fresh fruit, 100% juice and milk were to be served
for breakfast.

Observation of the breakfast meal in the SCU
dinning roam on 03/11/20 at 8:40am revealed:
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On 4.28.20, a report listing all current
diet and supplement orders located in
Matrixcare was run for audit, List will be
compared to hard medical record, and
to supplements being provided by
families. This list will also be compared
to what dietary has posted in the
kitchen, Variances will have clarification
obtained from the physician, with
updates to the plan of care as indicated.

menus and process to follow if menu did
not match what was being served. In
addition to the above, items addressed
were as follows:

Il staff in-service was held on

for all staff regarding

Menus

Substitution Log

-

Resident rights

Modified Diets

0504

Provision of Milk to residents

Thickened liguids

Date of Completion May 8, 2020
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-Residents on a pureed diet were served puresad
eggs, mashed polatoes, pureed sausage and
cranberry juice,

~Thare was no pureed fruit for the residents on a
pureed diet to eat.

Observation of the kitchen on 0371120 at 9:14am
revealed the cranberry juice the kitchen staff '
senved was 25 percent fruit juice and the apple i
juice was 100 percent fruit juice.

Interview with the Dietary Manager (DM) on . |
0311420 at 8:58am revealed: |
-She prepared the pureed menu items far the
breakfast meal that day.

-She forgot to puree the fruit for the breakfast
meny; the PCAs on the SCU would give the
residents yogurt if she forgot to make pureed fruit
or she would send applesauce.

-The juice for the SCU that morning was an apple
juice and a cranberry [uice blend; blending the
juices cut down the percentage of fruit juice the
residents received. |
-She was not aware the residents on a pureed |
diet did not receive pureed fruit the night before.

Observation of breakfast meal service on
03M1/20 at 8:50am revealed.

-One arange wedge with peel on served to
residents on a regular texture diel.

- There was no fruit served to those residents on
a texture modified diet.

-Resident #3 was ordered a regular mechanical
soft diet and was served 1 hash brown and 1 link
of breakfast sausage. [
-Mo substitutions were made for eggs.

Interview with the DM on 03/11/20 at B:5%am

revealed:

-She was aware that Resident #8 was not to have
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egys.

-She did not offer any substitute in place of the

egg portion

-She expected the staff on the floor to give him a

cereal bar,

Interview with a Personal care aide (PCA) on
03112720 at 11:20am ravealed:

-Residents on a pureed or mechanical soft diet
would typically receive apple sauce, pudding or
ice cream in place of the fruit or dessert as stated
on the menus.

-5he had seen pureed or mechanical soft
preparad desserts from the kitchen on cccasion.

Interview with Dietary Manager (DM) on 03/12/20

at 12:26pm revealed:

-There was a production shaet available for

reference in the kitchen when she plated food for

the residents.

-She knew residents on a texture modified diet [

should receive the same desserts and fruils as [

other residents with the texture modified in the |

kitchen. '

-3he was not aware residents were not receiving

full partions of food from the kitchen.

| -She did not know if fruit had been served to
those residents on texture modified diets in place
of the orange wedge on the marning of 03/11/20.

Interview with the Administrator on 03/12/20 at
| 5:20pm revealed;
| =The menu for the pureed diets had the portion
sizes to serve an it
-The cooks should follow the menu as their guide
when they served all meals.
-The KM should insure the cooks were following
the menu with the correct portion sizes.
-She was concarmed the residents in the SCU on
pureed diets would be hungry when they were nat
Divesion of Health Servica Regulation
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served full portions; the residsnts on the SCU
could not always communicate to the staff if they
were still hungry.

104 NCAC 13F .0904(d)(3)(A) Nutrition And Food
Senvice

104 NCAC 13F .0804 Mutrition And Food Service
{d) Food Reguirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the
following:

{A) Homogenized whole milk, low fat milk, skim
milk or buttermilk: Cne cup (8 ounces) of
pasteurized milk at least twice a day.
Reconstituted dry milk or diluted evaparated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contamination
during mizing and the lower nutritional value of
the product if too much water is used,

| This Rule is not met as evidenced by:

Basad on observations, record reviews and
interviews, the facility failed to ensure 8 ounces of
mitk was served to the residents twice daily with
meals.

The findings are:

Review of the menu dated 03/08/20 to 03/14/20
revealed 8 ounces of milk was lo be served far
the breakfast and dinner meal.

Observation of the walk-in cooler in the kitchen
on 03M10/20 at 3:01 am revealed; there were
seven gallons of 2% milk available.

Review of delivery invoices from the contractad
food supply company from 02/20/20 to 03/05/20
revealad:

| bagy

NCAC .0904 (d){3){a] NUTRITION AND FOOD SERVICE

Daity menus for regular diets shall include the following:
Homogenized whola milk, low fat mitk, skim milk or buttermilk.
One cug of pasteurized milk at least twice per day.
(ftsel] phS : ; :
Resconsitituted dry milk or diluted evaporated milk may be
used in cocking only and not for drinking purposes due to risk
of bacterial contamination during mixing and the lower
nutritional value If toa much water is used.
Inservice was held on 04/28/2020. Regarding nutrition and
food service 0904, all dietary and resident care staff
attended.
Executive Director and Dietary Manager reviewed need for
160z of milk to be provided per resident per day.. Dietary
manager should take the average dally census, multiple by 16,
taking the sum and multiplying by 30 [days per manth) to
procure the number of ounces needed per month. This
number should be divided by 128 to give the number of gallons
needed per month, The number of gallens should be divided
by the number of orders to procure the number of gallons
needed per order,

Breakfast and dinner to be monitored by Manager on Duty

| Daity x2 weeks then twice weekly for two weeks and weekly
therealter to validate staff are offering milk. Refusal farms will

be completad on reskdetns who refuse milk to see if care plan

needs to be updated.

Refusal forms will be reviewed weekly during at risk meetings

and maonthly during OA,

The Dietary Manager is responsible for food arders, the

Resident Care Director is responsible for ensuring the care

plans are updated, if indicated, and the Executive Director is

responsible for ensuring the plan is executed. The Executive

Director will review food orders for compliance on a monthly

basis.

Date of Completion: May 8", 2020,
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-Twelve gallons of 2% milk and 50 pints of 2%
milk were delivered on 02/20/20 and 02/27/210,
-Sixteen gallons of 2% milk and 50 pints of 2%
milk were delivered on 03/05/20.

Based on the census and the menu the facility
required & minimum of 218 eight-ounces of milk a
day equaling 12 gallons of milk a day.
Observation of evening meal service on the SCU
03M10/20 at 5:58 pm revealed:

-There was no milk offered to residents.
-Residents received water and kool-aid with their
rmeal,

Interview with the personal care aide (PCA) on
031220 at 11:20am revealed:

-Residents were always served milk, juice and
waler at breakfast service.

-Residents were served milk, kool-aid and water
or tea for lunch and dinner services.

Interview with the dietary manager (DM) on
0311220 at 12:26pm revealed:

-She ordered 4 or 5 cases each waek.

-There were 4 gallons in each case received,
-She ordered 1 case of half pint cartons of mild 1o
be used for cereal each week.

-There were 50 half pint cartons in each case,
-Milk was sarved with avery meal to residents that
like it.

-She was aware that milk was supposed to be
offered twice daily.

-Staff tried to give milk to everyone "for awhile”
but milk was being wasted.

-Staff give milk when it is requested by the
resident.

-She was not aware milk had not been offered
during the evening meal service on 03/10/20 at
5:dBpm.

-She rarely runs out of milk.
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Refusal forms will be reviewed weekly during at
risk meetings and monthly during QA.

compliance on a monthly basis,

The Dietary Manager is responsible for food
orders, the Resident Care Director is responsible
for ensuring the care plans are updated, if

I indicated, and the Executive Director is

| | respansible for ensuring the plan is executed. The
Executive Director will review food orders for

Date of Completion: May 8", 2020.
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-There was not enough storage space to store
enaugh milk.

Interview with the Administrator on 03/12/20 at
5:45pm revealed:

-She expected milk to be served twice daily.
-She expected staff to walk around during meals
ta offer milk to each resident.

-She was not sure if milk is offered by staff in the
memary care unit.

-She was concerned staff may need re-education |
regarding offering milk,

-Residents in the SCU should be served milk

when they could not communicate their needs to

the staff.

D 310 10A NCAC 13F .0804(e)(4) Mutrition and Food | D310
Service '

10A NCAC 13F 0804 Mutrition and Food Service
(2} Therapeutic Diets in Adult Care Homes:

(4} All therapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician.

Thiz Rule is not met as evidenced by:
Based on obzervations, interviews and record
reviews the facility failed to ensure therapeutic

| diets were served as ordered for 1 of 6 sampled
residents (#8) with orders for a mechanical soft
diet and 2 of 4 sampled residents (#2, #3) who
used nutritional supplements had a written

| physician's order.

The findings are:

NCAC 13F .0904{e}(4) Nutrition and Food
| Service

Therapeutic Diets in Adult Care Homes. All
therapeutic diets, including nutritional
supplements and thickened liguids, shall
be served as ordered by the resident’s
physician.

On 4.28.20, a report listing all current diet
and supplement orders located in
Matrixcare was run for audit. List will be
compared to hard medical record, and to
- supplements being provided by families.
This list will also be compared to what
dietary has posted in the kitchen.
Variances will have clarification obtained
from the physician, with updates to the
plan of care as indicated.
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1. Review of Resident #8's most current FL-2
dated 01/22/19 revealed:

-Diagnoses included dementia, diabetes, HTM,
hyperlipidemia, gastroesophageal reflux (GERD),
low vitamin D and a history of prostate cancer.

- The diet crder section of the FL-2 only indicated
"spoon'.

Review of Resident #8's Resident Register dated
0/0G T revealed the resident was admitted on
041019,

a. Review of Resident #8's physicians order
dated 11/20/18 revealed;

-There was an order for a mechanical soft regular
diet.

-The order was signed on 1/22/19.

| Observation of the kitchen on 03/11/20 at 83:08

am revealed:

-There was a daily menu for regular and modified
diets for the day.

-There were 7 pureed meals plates prepared by
Dietary Manager {DM).

-Mo mechanical soft consistency meals were
ochserved,

-The trays were not labeled.

-Plating of the food began at 8:12 and ended at
8:39am.

Observation of breakfast meal service on
03/11/20 B:50am revealed that Besident #8 was
served a whole hash brown patty and a link
sausage.

Observation of the lunch meal service on
0311420 at 12:45 pm revealed:

-Resident #8 was served steamed broceoli, sliced
ham, rice and gravy and roll at regular
consistency.
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Dietar%,r_ManagEr will review the resident
register to obtain resident food
preferences. These will be listed under
preferences in Matrixcare. Allergies will
be listed in the electronic medical records
indicated, for it to populate in MatrixCare
and Care Assist.

Verified diet orders and supplements will
have clarification entered into Matrixcare,
and a new listing of current diet and
supplement orders will be provided to the
dietary manager for their records.

Dietary Staff responsible for meal
preparation and madified diets were
inserviced on preparation of Mechanically
altered diets, including pureed, mech soft
ground meats and mech soft chopped
meats on

Staff also received training on
supplements requiring physician’s orders.
Changes in orders, new orders will be
provided by Care Services to dietary
utilizing the Diet report.

at risk and monthly during QA.

Process will be monitored weekly during

Date of Completion: May 8, 2020
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pieces.
-Resident #8 did not appear to have any trouble
with chewing or swallowing.

-Staff did not cut Resident #8's food into bite size |

Based on observations, interviews, and record
reviews it was determined that Resident #8 was
not interviewabls.

Interview with DM on 03/11/20 at 8:59am
revealed:

-She prepared the meals for residents with
meadified consistency diet orders.
-Therapeutic diet menus were available in the
kitchen.

-5he knew Resident #8 had an order for a
mechanical soft diet.

-She knew Resident #8 was not to be served
eggs of any kind but was unsure if this was a
preference or allergy.

-There was no substitute for eggs offered.
-There were "extras upstairs” {cereal bars) to
offar to Reszident #5.

& second interview with the DM on 031 2/20 at
12:26 revealad:

-Mechanical soft diets were prepared by the DM
in a food processor.

-There were are 11-12 residents receiving a
mechanical soft diet in the facility.

-Only 1 plate of mechanical soft diet was labeled
due to a fish allergy.

-Mo other plates wearse are labeled for residents or
diet,

- She would give orange slices with the pesl
removed to a resident on a mechanical soft diet.
-Some residents on mechanical soft diet were
served potato chips but should probably be
sanved mashed potatoes instead.

-She knew residents were ordered modified
Divizion of Health Service Regulation
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consistency diets due to concerns regarding
chewing and swallowing.

-She knew these concerns were related to risk of
choking,

Telephone interview on 03/11/20 at 4:50pm with
Resident #8's guardian revealed that she was not
aware of Resident #8 having any problems with
chewing and/or swallowing,

Telephone interview with a nurse for Resident
#8's Primary Care Provider (PCP) on 03/12/20 at
9:10am revealed;

-She was not aware of the reason Resident #8
had been ordered a mechanically soft diet,

-The PCF was not available for clarification.

Interview with the Administrator on 03/12/20 at
3:22pm revealed:
-She seldom observed evening meals but had
recently observed a meal the previous waek.
-It was the DM's responsibility to prepare modified
texture diets.
-5he was concerned that a rezident could choke
if provided a regular diet when modified texture

| was ordered.

b. Review of Resident #8's physicians orders
| revealed the most recent diet order, dated
| 9/25/18 was for a named sugar free nutritional
supplement or an equivalent nutritional
supplement drink 2 containers daily, There was
no current arder for nutritional supplements.

Observation of the pantry on 03/12/20 at 11:45

revealad:

-There was a box of protein drinks in the cabinet
| above the sink with Resident #8's name on the

outside.

-There was a box of protein drinks in the

0310
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refrigerator with 3 single serving cartons inside
with Resident #8's name hand-written on the
outside of the box.
-There were no "no sugar added" nutritional
supplements available to be served . |
Telephone interview on 03/11/20 at 4:50pm with
Resident #8's guardian revealad;
-She provided the whatever you called it above
that was given to the resident by the staff.
-5She did not know how protein drink she provided
compared to the “no sugar added” nutritional
supplements nutritional value.

Telephone interview with a nursa for Resident
#8's primary care provider (FCP) on 03/12/20 at
9:10am revealad: .
-There was a note in Resident #8's record stating |
their dietician had spoken with the facility and
| approved the use of no added sugar mighty
shake in place of the named nutritional
supplement as ordered,
-The last diet order for nutritional supplements
was written 9/25/M18.

Resident #3's PCP was unavailable for interview.

Interview with medication aide (MA) on 02/12/20
| T11:52am revealed:;

-He knaw Resident #8 was receiving a protein

drink.

-Supplements are placed on the electronic

medication administration record (elMAR) when

orderad.

-Supplements were administered to residents by

the MA as ordered.

-There were no supplemeants on the eMAR for

Resident #3.

Review of eMARs for January 2020, February
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2020 and March 2020 revealed there were no
eniries for supplements to be administerad to
Resident #8.

Interview with patient care aide (PCA) on
0311220 at 12:00pm revealad:

-The MA administered the supplements to the
residents.

-The MA had delagated this to the PCA at times.
-She was aware Resident #8 received
supplements.

-Resident #3 received 2 single serve cartons of |
Muscle Milk (name) per day.

-Resident #3 typically received his supplements |
at "1:00 am and 3:00-3:30 pm",

-Resident #8 was sometimes given a protein or
cereal bar by the Resident Care Coordinator
{RCC).

Interview with the Special Care Coordinator

(SCUYy on 0311220 at 3:33pm revealed: [
-Resident #8 did not have a physician's order for

a supplement; his wife brought in & protein drink '
far him.

-She did not know Resident #8 needad an order
far a supplement; she thought it was okay for him
to have the protein drink because his family
wanted him to have it.

Interview with the Administrator on 0371220 at
3:22pm revealed:
-She began her role as Administrator on
1210619,
-She was aware residents' families sometimes
provided the supplements that were ordered.
-She expected the family to give the supplements
to the MA on duty when the supplements wera
brought in.
-t was the MA's responsibility to place the liquid
nutritional supplements in the refrigerator to
Divisicn of Health Service Regulation
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administerad as orderad to the resident.

| -She expectad the supplemeants to be inventoried

as medication when brought in by the family.
-She expected the Mas to verify the brand of
supplement administered.

-She expected the MAs to administer the
supplemeants as ordered.

-She expected the MAs to document the
administration of supplements on the eMAR.
-She was not aware of any rule or regulation
requiring supplements be brand specific.

-She was aware the families sometimes brought
supplements into the facility that had not baen
ordered by a physician.

-She said it was a "residents right” to drink what
the family brought in and comparad it to a family
bringing food to a resident.

-She expected the MA to communicate with the
resident's PCP when a family deliversed
supplements without an order and compared it to
a family bringing in Tylenol.

2. Review of Resident #2's current FL-2 dated
09/13/19 revealed:

| -Diagnoses included hypertension, diabetes

mellitus, gait impairment, Parkinson's disease,
anemia, osteoarthritis, and insomnia.

-There was no physician’s order for nutritional
supplemanis.

Review of a list of all residents who received
liquid supplements provided by the Special Care
Coordinator {SCC) revealed Resident #2 was not
listed as recsiving & nutritional supplement.

Review of Resident #2's electronic Madication
Administration Record (eMAR) for January 2020,
February 2020, and March 2020 revealed there
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was no entry for nutritional supplements.

Observation of a refrigerator in Resident #2's
room on 03M10/20 at 3:3%am revealed 20 bottles
of an "original” nutriticnal supplement.

Interview with Resident #2 on 0310/20 at 9:3%am
revealed:

-She drank one battle of a nutriticnal supplement
every day before breakfast.

-She drank the nutritional supplement becauss |
she felt "light-headed” and "dizzy” first thing in the
morning.

-Drinking the nutritional supplement helped her
feel better.

-The staff knew she had nutritional supplements
to drink.

-Her family member purchased the nutritional
supplement and brought it to the facility,

Interview with Resident #2's family member on
0310720 at 5:28pm revealed:
-He had been providing Resident #2 with a [
nutritional liguid supplement since the resident
moved into the facility.

| -He had asked someone at the facility to provide
the drinks (he did not recall who he talked to).

| -Mo ane teld him a doctor's order was necassary.

Second interview with Resident #2 on 03/10/20 at [
5:28pm revealed:

-She drunk a shake every day at about 7:30am.
-She had never tald her primary care provider
(PCP) she felt "light-headed” in the momings.
-The staff knew she drunk liguid nutritional
shakes every day.

-She felt better after drinking her liquid nutritional
shake.

-Someatimes she would drink more than one liquid |
nutritional shake, bul not very often.
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-She did not recall the last time she drank a
nutritional supplement more than once a day.

Interview with a medication aide (MA) on 03/11/20
at 11:12am revealed:

-The nutritional supplement was previded by
Resident #2's family member.

-Resident #2 drank a nutritional supplement every
day; he did not know how many she drank.

-If Resident #2 had an order for a nutritional
supplement the facility would provide the
supplement.

-Resident #2 did not have an order for a liquid
nutritional supplement.

-MNo ane had askad him 1o obtain an order for
Resident #2's liguid nutritional supplement.

Cbservation of Resident #2's trash can on
0311420 at 11:24am and 03/12/20 at 11:58am
revealed an empty container of a liguid nutritional
supplement.

Interview with Resident #2's PCP on 03/11/20 at
11:45am revealed:
-She was not aware Resident #2 was drinking
supplements.
-She would have liked to have been notified if
Resident #2 was drinking supplements.
-Resident #2 would need a specific supplement
for diabetics.

| -Resident #2 could have experienced elevated
blood sugar, which could then cause problems
such as organ failure.
-She usually only ordered a liquid nutritional
supplement for someone who had weight loss.
-Mo one had told her Resident #2 was
experiencing being light-headed in the mornings.

Interview with the Resident Care Coordinator
(RCC) on 03/12/20 at 10:00am revealed:

Da1a
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-She knew Resident #2 had a nutriticnal
supplement in her room in her personal
refrigerator,

-Fesident #2 drank a nutritional supplement every
day before breakfast.

-She did not know why Resident #2 drank a
nutriticnal supplerment drink.

-The nutritional supplement was provided by
Resident #2's family member.

-She had not talked to Resident #2's PCP about
the nutritional supplement.

-She did not know Resident #2 neadad a
physician's order for her personal nutritional
supplement,

-PCP's usually ordered a nutritional supplement
when the resident was losing weight or not eating.
-Resident #2 eats good and had not lost any
weight.

Interview with the Director of Resident Care

| {DRC) on 0312720 at 10:58am revealed:

-She did not know Resident #2 had a liquid
nutritional supplement.

-Resident #2 would need an order to have a liquid
nutritional supplement.

| -Supplement orders were initiatad by the RCC.

-If a family member wanted a supplement for their
family member, it would need to be addressed
with the resident PCP.

-If a MA knew a resident was drinking a nutritional
supplement, she expected the MA to tell the
RCC.

Interview with the Administrator on 03/12/20 at
3:30pm revealed;

-She did not know if Resident #2 had a liquid
nutritional supplement,

-She would have expected the MA to let Resident
#2's PCP know about the supplement.

-5he knew an aorder was needed for residents to
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have a liquid nutriticnal supplement, i
-Bometimes families brought in lquid
supplements for residents for personal
preference on flavers or costs.
-The MAs handled all supplemants.
-She did not know if residents kept supplements
in their personal refrigeratars.
-The PCP should be notified if a resident's family
was praviding a liquid nutritional supplement,
D312 10A NCAC 13F .0904(f(2) Mutrition and Food 0312
Service
NCAC 13F, 0904(f){2) Mutrition and Food
10A NCAC 13F 0904 Nutrition and Food Service
2 . ; : Service
(f) Individual Feeding Assistance in Adult Care Y ; : ; |
Homes: Individual feeding assistance in adult care
(2} Residents neading help in eating shall be homes. Residents needing help in heating
assisted upon receipt of the meal and the shall be assisted upon receipt of the meal
assistance shall be unhurried and in a manner | and the assistance shall be unhurried in a
:.‘3' maintains or enhances each resident's manner that maintains or enhances each
| dignity and respect. resident’s dignity and respect. |
L“THis Ruls Is jiot st s evidencad by: All residents sitting at one table shall be
Based on observations, interviews and record served their meals, prior to proceeding to
reviews the facility failed to assist residents in the serving the next table. Those residents
Special. I';‘:are Llrt_it (SCU) dining room with |_'neals requiring assistance shall have assistance
by providing aaﬁ.mta”':e a't'd pmmpf'”g res’_'jems provided, in accordance with their service
| who sat down with food without eating, residents | PHIN icti Henteat another
who fell asleep during meal time and residenis Planprior;ia disHng BES
who were assisted upon receipt of the meal in a table. .
| timely manner. Good hand hygiene should be observed, if
! . staff is providing physical assistance with
| The findings are. feeding, staff should wash their hands prior
. isti ident to comply with
Observation of the dinner meal in the second FD ass.lsung g e re.s de Py
dining room in the SCU on 03/10/20 at 5:54pm infection control practices.
revealad, Residents may not be in the dining room for
-The pre-plated food was delivered inside a | meals without supervision.
heated food delivery cart at 5:56pm.
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-There were fourteen residents seated in the
dining room at five tables.

-Two tables zat three residents, two tables sat
two residents and one table sat four residents.
-There were four personal care aides (PCAs) in
the dining room; they served plates, poured
beverages and gave the residents eating utensils,
-Five residents were served a pureed meal.
-There was a pursed sandwich and a bowl of
creamed soup on each plate served for the
puresd meals.

-One PCA left the dining room after all the plates
were served and only three PCAs remained in the
dining room to assist residents.

-One of the PCAs sat at a table with three
residents and began to assist one of the residents
with eating a pureed meal; the other two
residents were able to eat without assistance.

-& second PCA sat at a table with two residents
she began to assist one of the residents with
eating a pureed meal while she verbally
encouraged the second resident to eat.

-A third PCA stood between two residents and
assisted both residents with eating; the PCA
verbally enceuraged the third resident at the table
fo eat.

~There was a fourth table with four residents
seated at the table; two residents had pureed
meals and two residents had regular meals,

-0ne of the residents with the pureed meal at the
fourth table dipped her fingers into her soup and
then sucked on them, one of the residents with
the regular meal ate his food, the other resident
with a regular meal slept and the fourth resident
sat and waited for assistance,

-The fifth table had two residents that ate their
meals withoul assistance or encouragement.

-Al 6:19pm the second PCA moved to the table
with four residents and began to assist the
resident who had dipped her fingers into her

| Staff should not take breaks while trays are
out on the floor. Housekeeping staff,
trained as a PCA, may assist during meal
times, as well as the managers in the
community.

Resident files should be audited to
determine who requires assistance with
feeding, the level of assistance needed in
order to determine the amount of physical
assistance to assist residents in a timely
manner.

Date of completion May 8", 2020
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soup; the PCA woke the sleeping resident up and
encouraged her to eat.

-The first PCA removed a pureed meal and
beverages from the fourth table and set it on tha
fifth table.

-The PCA then moved the resident from the
fourth table to the filth table where her food was
moved to and then assisted the resident with
eating; the resident was moved to the fitth table
after sitting at the fourth table for aver a half an
hour.

Observation of the breakfast meal in the secand
dining room in the SCU an 023/12/20 at 8:58am
revedled;

-There were twelve residents seated at five
tables; three tables sat three residents, one table
sat two residents and one table sat one resident,
-There were three PCAs in the dining room; one
PCA was assisting a resident with eating and the
other two PCAS served plated food.

-One of the PCAs laft the dining room; every
resident did not have a plate.

-A PCA assisted a resident with eating while
another resident at the table did not have a plate
and slept.

-A second PCA sat at a table with three residents
and assisted one residant with eating, ane
resident was eating without assistance, and ons
resident had a plate but was asleep.

-At 9:04am the second PCA stopped assisting a
resident with eating, got up from the table and
served a plate to a resident that was brought into
the dining room.

-At 9:08 am the second PCA stopped assisting
the resident with eating again and served other
residents' plates and beverages.

-The third table sat two residents with pureed
meals; one resident was leaning forward with her
chin on the table and was asleep and the second
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resident used her fingers to scoop her eggs and
catmeal to eat.

Interview with a PCA on D3M12/20 at 11:20am
revealed:

-There were 4 or 5 residents that required full
assistance with eating currently on the SCU.
-Residents requiring full assistance would sit in
the same dining room.

-She usually assisted two residents with eating at
the same time,

-5he sat between the two residents and offered a
bite to one and than the other to give them time to
chew and swallow.

-Thera were usually two PCAs present in the
dining room during meal senvice.

-There were times that the Activity Director and
the medication aide would assist with feeding
residents.

-There were limes that residents had beaen left in
the dining room unsupervised during meals.
-Residents may wait 15 minutes to be assisted lo
eal.

-t teck 25-30 minutes to feed a resident.

-5he knew staff should be seated while assisting
residents 1o eat,

Interview with the Special Care Coordinator an
031220 at 3:33pm revealed:
-She knew there were seven residents in the
second dining room that needed assistance with
eating and a couple that had o be verbally
encouraged to eat but it depended on the
resident,
-There should have been three PCAS in the
dining reom at one time to assist residents with
eating.
| -PCAs could sit between two residents and assist
therm with eating at the same time.
-The PCAs took 15 fo 20 minutes to assist a

0312
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resident with eating; it depended on the resident.
-PCAs were trained not to give a plate of food to
a resident until they were ready to assist the
resident; the PCAs should not have allowed a
resident to use their fingers to eat puread food.
-She was not aware thers were residents that
waited to be assisted with eating or watched other
residents eat while they waited.

-PCAs were trained how to assist residents with
eating by other PCAs during oriantation.

-PCAs should never stand to assist a resident
with eating.

Interview with the Administrator on 03/12/20 at
4:59pm revealed:

-She did tours of the dining room during meal
service, usually during breakfast.

-She had last toured on 03/09/20.

-She had toured the dining room during a dinner
sarvice the previous week.

-She had neted a concern that three residantis
were sitting with their food and not being assisted
fo eat.

-Thera were three PCAs in the dining room
assisting a single resident at the time.

-She expected that residents should wait no mare
than 10-15 minutes before being assisted.

-She expected the Resident Care Coordinator
{RCC) and the Special Care Unit Coordinator fo
maoniter meals on evenings.

-She knew staff were trained in assisting
residents but did not know who was responsible
for the training.

-Staff may have needed retraining in feeding
assistance.

104 NCAC 13F .1004(a) Medication
Administration

D312

10 A NCAC 13F .1004 (a) Medication

Administration

An adult care home shall assure that the

preparation and administration of

medications, prescription and non-
prescription, and treatments by staff are

| in accordance with orders by a licensed

| prescribing practitioner which are

maintained in the resident’s record and

rules in this section and the facility policy

D 358

| and procedures.
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10A NGAG 13F 1004 Medication Administration Wity prescrintion. Thess prders are
(a) An adult care home shall assure that the processed via the "bucket system”. Meds
preparation and administration of medications, which have been approved but not
prescr'lpticnn_and nnn-prescri!:rt'tun, and treatments arrived, move from the orange bucket, to
by staff are in accordance with: 1o the red bucket for follow-up by the care
(1) orders by a licensed prescribing practitioner n SICt th dicati
which are maintained in the resident's record; and i ag?r . O ensure the medication
{(2) rules in thiz Section and the facility's policies has arrived from the pharmacy. If
and procedures, medications have not arrived, and are not
available for administration will have
This Rule is not met as evidenced by: medication error reports completed in
TYPE 8 VIOLATION Matrixcare as indicated.
Bk chicmiiiie raaard retae A The Covington receives medications in
interviews, the facility failed to ensure Multi-Dose Packaging (Packaging)
medications were administered as ordered for 2 Manthly, the Community receives a Cycle
of 6 residents (#9 and #10) observed during the Fill Preview Report. This report is to be
medication pass including errors with a high reviewed for current residents and current
blood pressure medication and anxiety | d Revi batild lated b
medication (#9) and a medication to treat side | AR e”few shou € comp _Ete_' v
effects of psychotropic medications {#10) and for the appropriate care manager within 5-7
3 of 7 sampled residents (#1, #2, and #3) for days, signed and returned to pharmacy. B
record reviews including two meldi::atiuna fo treat Each week, 3 days prior to the meds being
:lepfressmr!, 3 E’ZEP a'ddr.“‘a‘t:!'catt":‘?' d ::fd'cat't‘?” utilized, the medications arrive and should
or insomnia, and a medication to treat dementia e
(#1), aeye drop (#2) and a medication to lower be verified by the Care Manager.
blood pressure (#3). Contents in the MDP should be compared
to the delivery sheet, and contents should
| The findings are: be compared to current orders to ensure
- all matches. These delivery sheets should
1. The medication error ratle was 10% as be maintained for 3 years.
evidenced by the cbservation of 3 errors out of 29 When 3% shi |
opportunities during the 8:00 am-9:00 am en shift SIC places the new ':"""Cle on
be verified against the MAR prior to
a. Review of Resident #9's current FL-2 dated placing on the cart to ensure all meds are
OB/OB/1O revealed: o present and accurate. All old cards, with
-Diagnoses included major depressive disorder, axcantion of PRMs or high risk medicati
anxiety disorder, mild cognitive impairment, and P BTl Tk THeplca s
gastro-esophageal reflux disease. _should be removed. The Care manager
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-There was no medication order for amlodipine
(used to treat high blood pressure).

Reviaw of Resident #9's subsequent physician
orders dated 02M14/20 revealed there was an
order for amlodipine 2.5 mg daily.

Feview of Resident #9's March 2020 electronic
medication administration record (eMAR)
revealed:

-There was an entry for amlodipineg 2.5 mg take
one tablet daily, scheduled for 9:00 am,

-There was documentation of administration from
03/01/20 to 03/11/20 at 9:00 am.

Cbservation of the medication pass on 03/11/20
at 8:31 am revealed:

-The medication aide (MA) removed a multi-pill
package for Resident #9 from the medication
cart.

-He removed a pill package labeled morning
(03/11/20) containing two pills {gabapentin and

| Trazodone).

-He removed a separate pill packat for Resident
#39 containing another medication (lithium) and
added a pill to Resident #9's pill cup.

-Resident #3's pill cup contained three pills and
three medications were administerad to Resident

| #
-Amlodipine was not administered to Resident #9.

Interview with Resident #8 on 03/12/20 at 3:.08
pm revealed:

| -He took two pills in the merning time and six pills
| at night.

-He did not know the names of the pills.
-He did not think he took anything for his blood
prassure,

Observation of Resident #9's blood pressura

responsible for the completion, accuracy and
timeliness of evaluations. The Executive
Director is respensible for the overall

| manitoring and ensuring the meetings ocour
| as outlined above.

Date of Completior=rrgese

4/26/20- SS-amended- 5/6/20
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manitoring on 03/12/20 at 3:08 pm revealed his
blood pressure was 137/89.

Interview with a Pharmacy Technician at the
facility's contracted pharmacy on 03/11/20 at 3:27
pm revealed:

-Resident #3 had medication sent in multi-pill
packages that contained seven days of
medications.

-There was a current order for amlodipine 2.5 mg
daily dated 02/14/20.

-The amlodipine prescription was written for 30
tablets and it was keyed into the pharmacy

| computer system for 30 tablets.

-There were seven amlodipine tablets dispansed
on 02/20/20 and Resident #9 was only billed for
saven tablets of amlodipine.

-Resident #9 would have ran out of amlodipine an
D2/28/20.

-There were no other amlodipine tablets
dispensed.

-A refill request was sent to the facility to oblain a
new prescription on 02/20/20 but it was never
returned to the pharmacy.

-5ince the refill request was not returned,
amiodipine was not dispensed upon the next
weekly cycle.

-She did not know why the remaining 23
amiocdipine tablets were not dispensed.

Interview with Resident #%'s physician on
031120 at 11:57 am revealed:

-Amlodipine was ordered on 02014420 to treat
hypertension.

-When Resident #3 was seen his blood pressure
was elevated, so a low dose of amlodipine was
started.

-If Resident #9 did not receive amlodipine his
blood pressure would remain high.

D asa
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Interview with the first shift MA who administerad
the medications during the medication pass on
03/11/20 at 1:28 pm revealed:
-The Resident Care Coordinator (RCC) recaived
orders from the physician and faxed the orders |
over to the pharmacy, |
-When the multi-pill packs were delivered weskly, | |
he compared the contents of the multi-pill
packages with the eMAR for each resident on the | . [
medication cart he was assigned. '
-He was not always assigned to the same cart.
-When he checked the contents of the multi- pill
packages and compared the contents to the .
eMAR it helped him to speed up when
administering medications because he was
reassurad that the contents of the pill packages
were accurate.
-He still was suppesed to check each residents
pill package with the eMAR.
-He did document administering the amlodipine.
-He thought he gave Resident #3 amlodipine, but
he now realized he did not, and that the
medication was not available to administer,
-He thought he had seen the amlodipine for
Resident #2 in the past.
-Cart audits were completed by Mas, but he did
not know the last time a cart audit was
completed.

| -MASs were responsible for administering |
medications correctly, ' '

Interview with the RCC on 03/11/20 at 4:01 pm .
revealed: I
-She reordered Resident #9's amlodiping on
030920,

-5he did not recall receiving a refill request from
the pharmacy prior to 03/10/20,

-She did not know Resident #9 did nat have any
amlodipine on the medication cart available far
administration.
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-She did cart audits to ensure all residents’
medications on the Assisted Living (AL) were
available for administration.

-She was the only one to do cart audits for AL and
the last time she did a cart audit was 02/07/20
prior to her leave time.

-The cart audits were supposed to be completad
weekly but she had not been able to do them
weskly.

-The cart audit was completed prior to the start of
Fesident #9's amlodipine ordar.

-She held the MAs respansible for administering
medication correctly and someone should have
tald her the medication was not on the madication
cart for Resident #9,

Interview with the Director of Resident Care
(DRC) on 0371220 at 11:04 am revealed:

-3he knew of the resident but did not know what
medications he had orderad.

-She did not know Resident #9 was not
adminmistered amlodipine as ordered by the
physician.

-She expected MAs to call the pharmacy or
physician if amlodipine appeared on the eMAR
screen to administer but it was not available.

Interview with the Administrator on 0301220 at

| 3:28 pm revealed:

| -She was still becoming acquainted with

| residents, but she did not know about Resident
#9's amlodipine.
-She expected staff to read the order for Resident
#9's amlodipine on the eMAR and if it was not
available notify pharmacy or the physician.

Refer to the telephone interview with a MA on
| 3M12/20 at 11:50 a.m.

Refar to the interview with the SCC on 31 2/20 at
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11:57 am.

Refar to interview with the DRC on 031 2/20 at
10:58 am.

Refer to interview with the DRC on 03/12/20 at
12:55 pm.

Refer to interview with the Administrator an
0312120 at 3:22 pm.

Refer to interview with the Administrator on
03M2/20 at 3:30 pm.

b. Review of Resident #9's current FL-2 dated
08/08/19 revealad there was no medication aorder
for Trazodone {used to treat depression, and
sleep initiation and maintenance disorders).

Feview of Resident #9's subsequent physician
arders revealed there was an order dated
D2/21/20 to start Trazodone 25 mg cne tablet
daily for anxiety.

Feview of Resident #9's March 2020 electronic

medication administration record {(eMAR)

revealed:

-There was an entry for Trazodone 50 mg fake

one-half tablet (25 mg) every morning, schedulad

for 9:00 pm.

-Thera was decumeantation of administration from
[ 03/01/20 to 0310420 at 9:00 pm.

-There was no documentation of administration

on 03r11/20.

Observation of the medication pass on 03/11/20
at 831 am revealed:

-The medication aide (MA) removed a multi-pill
package for Resident #3 from the medication
cart.
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-He removed a pill package labeled marning
(03/11720) containing two pills (gabapentin and
Trazodone).

-He removed a separate pill packet containing
another medication (lithium) and added a pill to
Resident #9's pill cup.

-Three medications were administered to
Resident #9,

Interview with Resident #9 on 03/12/20 at 3:08
pm revealed:

-He had been "so nervous since lunch” about his
upcoming x-ray an his shoulder.

-He hopead everything would go well when his
¥-ray was done, and he did not understand why
he was "so worried",

-He took two pills in the morning time, but he did
not know what they were treating.

Interview with a Pharmacy Technician at the
facility's contracted pharmacy on 03/11/20 at 3:27
| pm revealad:
| -Resident #9 had an active order dated 02/21/20
for Trazodone 25 mg every morning.
-The order specified that Resident #9's
Trazodone was for morning administration.
-There was a default time for the facility of 8:00
am but the facility could change the time of
administration on their side of the eMAR
| computer system.
-Trazadone 50 mg one-half tablets were
dispensed for a 7-day supply on 02/28/20,
03/06/20, and there was a future dispense date
set for 031320 for a T-day supply.

Interview with Resident #8's Psychiatric Murse
Practitioner (NP} on 03/12/20 at 10:38 am
revealed:

-She ordered Trazodone for Resident #9 to treal
his anxiety.
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-She specified that his Trazodone was to be
administerad in the morning versus night time
because it was for anxiety and not sleep. |

Interview with the first shift medication aide {MA)
who administered madications during the
medication pass on 03/11/20 at 1:28 pm
ravealad:

-He administerad the Trazodone to Resident £9,
and it was in the morning pill package for [
Resident #3, |
-He thought Trazodone had "popped up" on the
eMAR screen to administer for the moming pill
pass but now he was not sure.

-When administering medications, he read the '
eMAR screen and compared it to the resident's
pill package.

-If the medication appearad on the eMAR screen,
he administerad that medication without question.
-He thought a nightshift MA would have noticed
the Trazodone was "popping up" on the screen
but not in the evening pill package.

-The MA whe did the cart audit should have
noticed the Trazodone order did not match the
time of administration.

-The Resident Care Coordinator (RCC) was able
to change the time of administration; the MAs
were not able to change the time of
administration.

-Each MA was responsible for administering
medications correctly.

Interview with the RCC on 03/11/20 at 4:01 pm
revealed:

-She was able to verify medication orders in the
eMAR system pricr to administration,

-5he, the Special Care Coordinator (SCC) and
the Director of Resident Care {DRC) were the
only staff who were able to verify medication
orders in the eMAR system.
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-When she verified Resident #9's Trazodone she
thought it had a default time of 1:00 am and she
changed the time to ;00 pm.

-She did not realize the order was not congruent
with the changed time of administration,

-She was responsible for changing the time of
administration for Resident #9's Trazodone.

Interview with the Director of Resident Care
(DRC) on 03M12/20 at 11:04 am revealed:

-She expected MAs to follow the five rights when
giving medications.

-If MAs were chacking the package with the
eMAR, she thought they would have notad
Resident #9's Trazodone was appearing on the
eMAR screen for the morning medication pass.
-She expected the MAs to notify the RCC about
the time of administration for Resident #9's
Trazodane.

Interview with the Administratar on 03/12/20 at
3:28 pm revealed:

-She was not aware of Resident #9's Trazodone
time of administration was 9:00 pm, but that was
what she would expect it to be because
Trazodone was usually administered at night,
-She thought that staff who changed the time also
thought 9:00 pm was the correct time for
administration.

-The MA should have noticed Resident #9's
Trazoadone did not appear on the eMAR and
netified the pharmacy or physician before
administering.

Refer to the telephone interview with a MA an
3M2/20 at 11:50 a.m.

Refer to the interview with the SCC on 312720 at
11:57 am.
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Fefer to interview with the ORC on 03/12/20 at
10:58 am.

Refer to interview with the DRC on 03/12/20 at
12:55 pm.

Refar to interview with the Administrator on
031220 at 3:23 pm.

Refer to interview with the Administrator on
0312120 at 3:30 pm.

¢. Review of Resident #10's current FL-2 dated
OB/0ENG revealed:

-Diagnoses included hypertension, Parkinson's
disease, localized osteoarthritis in right knee,
hyperlipidemia, anxiely, depression,
hallucinations, and obesity.

-Thera was a medication order for benztropine
(used to treat involuntary movements due to side
effects from psychotropic medications) 1 mg
twice daily.

Feview of Resident #10's subsequent physician
orders revealad:

-There was a prescription dated 01/29/20 for
benztropine 0.5 mg twice daily.

-There was an order dated 01/29/20 to
discontinue previous prescription for benztropine
1 mg twice daily.

-Thera was an order dated 03/09/20 to
discontinue benztropine.

Review of Resident #10's March 2020 electronic
medication administration record (eMAR)
revealed:

-There was an entry for benztropine 0.5 mg take
one fablet twice daily, scheduled for 9:00 am and
9:00 pm.

-There was a documentation of administration
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from 03/01/20 to 03/09/20 at 9:00 am and 9:00
pm, and 03/10/20 at 9:00 am.

-There were "Xs" documented on 03/ 10020 at
9:00 pm and on 03/11/20 at 9:00 am and 9:00
pm.

-There was documentation on the right side of the
entry of discontinued on 03/10/20.

Observation of the medication pass on 03/11/20
ai 8:35 am revealad:

-The medication aide (MA) removed a multi-pill
package from the medication cart for Resident
#10.

-He removed two pill packages labeled morning
(03M11/20) containing seven pills {aspirin,
benztropine, finasteride, fludrocortisone,
meloxicam, risperidons, and
carbidopa-levodopa).

-The MA placed all seven pills into a pill cup and
seven medications were administerad to Resident
#10.

Interview with Resident #10 on 03/12/20 at 3:13

| pm revealed he was taken to the physician's

office by a family member, but he did not know
the medications he took.

Interview with a Pharmacy Technician at the
facility's contracted pharmacy on 03/11/20 at 3:46
pm revealed:

-There was an order in the computer system
dated 01/29/20 for benztropine 0.5 mg twice daily.
-There was a discontinue order dated 03/0%/20
for benztropine written by Resident #10°'s primary
care physician.

-There were 56 tablets dispensed on 02/14/20 for
Resident #10 and he was set-up for multi-pill
packaging.

Interview with a representative from Resident
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|
|
#10's physician's office on 03/12/20 at 10:23 am |
revealed: :
-The physician was weaning Resident #10's |
benziropine dose down, |
~The physician discontinued Resident #10's |
benztropine on 03/09/20.

-She could not locate documentation in the

computer regarding the reason it was ordered or

stopped.

Interview with the first shift medication aide (M#A)
who administered medications during the
medication pass on 03/11/20 at 1:28 pm
revealed:

-He administered benztropine to Resident #10.
-When a medication was discontinued, the MA
was made aware and the multi-pill package was
labeled indicating there was & change or
medication discontinued.

-He thought the crder appeared on the eMAR |
screen for administration that morning, but he
was not sure, |
-He did not know Resident #10's benztropine had
been discontinued on 03/09/20.

-The Resident Care Coordinater (RCC) was
responsible for labeling the packages when there
was a medication order change.

Interview with the RCC on 03/11/20 at 4:01 pm
revealed:

-She had received an order to discontinue
benztropine from Resident #10's family member
who took him lo an appeointment on 03/09/20.
-Resident #10 did not receive care from the
in-house physicians and he saw other physicians
far primary care, neurclogy and psychiatric
services.

-When she received orders to discontinue a
medication, she usually told staff, and labeled the
resident’s pill package with a label, |
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-There were two labels available to use when
there was a medication order change, one labgl
indicated "directions changed refer to chart” and
the other label indicated "medication
discontinued"” with a space for the date and time.
-She did nat tell staff or label Resident #10's pill
package indicating the benztropine was changed,

| -This error could have been prevented if she had
told staff and labeled Resident #10's package.
-She was responsible for processing medication
orders so that medications were administered
comectly by the MAs,

Interview with the Director of Resident Care
{DRC) on 031220 at 11:04 am revealed: |
-Once Resident #10's benztropine was

discontinued, she expectad the RCC to tell staff,

notify the pharmacy and remove Resident #10's
benztropine from the medication cart.

-She expected the MA to compare Resident #10's
medication to the eMAR and benztroping should

have been removed before administering the |
medications to Resident #10. '
-She was not familiar with the labels used to
indicate a medication order change had occurred.
-5he held the MAs and RCC responsible for
ensuring madications were administered
corractly.

| Interview with the Administrator on 03712420 at
3:28 pm revealed; '
-She was not familiar with Resident #10 and she
did not know his benztroping was discontinued,
-The order should have been changed on
Resident #10's eMAR and the medication

| removed from the medication cart.

Refer to the telephoneg interview with a MA an |
3220 at 11:50 a.m.
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Refer to the interview with the SCC on 312720 at |
11:57 am.

Rafer to interview with the DRC on 03/12/20 at
10:58 am,

Refer to interview with the DRC on 03/12720 at
12:55 pm,

Refar to interview with the Administrator on
031220 at 3:22 pm.

Refer to interview with the Administrator on
03/112/20 at 3:30 pm. !

2. Review of Resident #1's current FL-2 dated |
02/26/20 revealed diagnoses included senile
degeneration of the brain, unspecified dementia
with behavior disturbancs, generalizad anxiety,
and major depressive disorder,

Feview of Resident #1's Resident Registry
revealad, the resident was admitted into the
facility on 01/27/20.

a. Review of Resident #1's current FL-2 dated
02/26/20 revealed there was an order for
Sertraling 100 mg take 1 tablet daily (used to
treat depression.)

Review of Resident #1's subsequent physician
order dated 03/04/20 revealed an order for
Sertraline 100mg 1 tablet once daily.

Review of Resident #1's January 2020 electronic
medication administration record (eMAR)

revealed:

-There was an entry for Seriraline 100mg tablet

scheduled at 9:00 am.

-0n 01727120 and 01/28/20, staff had not
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documented administration of Sertraling 100mg,
-There was documentation Resident #1 was
administered Serraline 100mg from 01/29/20 -
01431420,

Review of Resident #1's February 2020 eMAR
revealad:

-There was an entry for for Seriraline 100mg
tablet scheduled at &:00 am.

-There was documentation Resident #1 was
administered Sertraline 100mg daily from
02/01/20 - 0272920,

Review of Resident #1's March 2020 eMAR
revealed:

-There was an entry for Sertraling 100mg tablet
daily scheduled at 9:00 am.

-There was documentation Resident #1 was
administered Sertraline 100mg from 03/01/20 -
0310/20.

-On 0310720, staff documented administering
Sertraline 100 mg to Resident #1.

Observation of Resident #1's medication on hand
on 03110020 at 3:00 pm revealed Sertraline was
not on the medication can.

Based on observation, interview and record
review, it was determined Resident #1 was not
interviewahble,

Telephone interview with a Fharmacy Technician |
at the facility's contracted pharmacy on 0341 2/20 '
at 8:36 am revealad:

-3even Sertraline 100mg tablets were dispensed

to the facility on 02/07/20,

-Thirty Sertraline 100mg tablets were dispensed

to the facility on 03010720,

Telephone interview with Resident #1°s medical
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provider on 03/12/20 at 10:08 am revealed: |
-Seriraline was prescribed to treat depression,
-If Resident #1 missed 7 or more days, it may
cause restlessness or irritation,

Telephone intarvisw with a Medication Aide (MA)
on 03/12/20 at 11:50 am revealed he could not
recall if he had reordered any medications for
Resident #1.

Interview with the Special Care Coordinator
(SCC) on 31212020 at 11:57 am revealed the
medications that were not on the medication cart
for Resident #1 on 31072020 had not bean
recrdered,

Refer to the telephone interview with a MA an
32720 at 11:50 a.m.

Refer to the interview with the SCC on 3112/20 at
11:57 am,

Refer to interview with the DRC on 03/12/20 at
10:58 am,

Refer to interview with the DRC on 03/12/20 at
12:55 pm.

Refer to interview with the Administrator on '
031220 at 3:23 pm.

Refer to interview with the Administrator on
03/12/20 at 3:30 pm.

b. Review of Resident #1's current FL-2 dated
02/26/20 revealed thare was an arder for
Melatonin 3mg 2 tablets every evening. (used as
a supplement to aid sleep).

Feview of Resident #1's subsequent physician
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order dated 03/04/20 revealed an order for
Melatonin 3mg 2 tablets every evening.

' Review of Resident #1's January 2020 electronic

medication administration record (eMAR)
revealed:

-There was an entry for Melatonin 3mg 2 tablets
scheduled at 3:00 pm.

-0n 01/27/20, staff had not documented
administration of Melatonin to Resident #1.

-On O1/28/20 - 01/31/20, staff documented
administering Melatonin to Resident #1.

Review of Resident #1's February 2020 eMAR
revealed:

-There was an entry for Melatonin 3mg 2 tablets
scheduled at 9:00 pm.

-On 02/01/20 - 02118/20, 02/20/20, and 02/22/20 -
02/29/20 staff documented administering
Melatonin medication to Resident #1.

-0n 0219720 and 02/21/20, thers was an entry
the facility was awaiting the pharmacy's delivery
of Melatonin medication.

Review of Resident #1's March 2020 eMAR
revesled:

-There was an entry for Melatonin 3mg 2 tablets
scheduled at 9:00 pm.

-On 03/01/20 - 03/06/20 and D3/08/20, staff
documentad administering Melatonin medication
to Resident #1.

-On 0307720 and D3/0%20, there was an entry
the facility was awaiting the pharmacy's delivery
of Melatonin.

| Observation of Resident #1's medication on hand

on 031020 at 3:00 pm revealed Melatonin was
not on the medication cart.

Based on observation, interview and record
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review, it was determined Resident #1 was not
interviewable.

Telephone interview with a Pharmacy Technician
at the facility contracted pharmacy on 03/12/20 at
8:36 am revealed;

-Fourteen Melatonin 5mg tablets were dispensed
to the facility on 02/07/20.

-Thirty Melatonin Smg tablets were dispensed to
the facility on 02/17/20 and 03/10/20.

Telephone interview with Resident #1's medical
provider on 03/12/20 at 10:089 am revealed
Melatonin was prescrbed as a sleep aid.

Telephone interview with a Medication Ade (MA)
on D3M2/20 at 11:50 am revealed he could not
recall if he had reordered any medications for
Resident #1,

Interview with the Special Care Coordinator
(SCCY on 3M 22020 at 11:57 am revealed the
medications that were not on the medication cart
for Resident #1 on 3/10/2020 had not been
reardered.

Refer to the telephone interview with a2 MA an
212720 at 11:50 a.m,

Hefer to the interview with the SCC on 3/12/20 at
11:57 am.

Refer to interview with the DRC on 023M12/20 at
10:58 am.

Refer to interview with the DRC on 03/12/20 at
12:55 pm.

Refer to interview with the Administratar on
03/12420 at 3:23 pm.

| D358

|
|
|
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Refer to interview with the Administrator on
03220 at 3:30 pm.

c. Review of Resident #1's current FL-2 dated
0212612020 revealed there was an order for
Memanting Sma 1 tablet once daily. (used to treat
dementia.)

Review of Resident #1's subsequent physician
order dated 03/04/20 revealed an order for
Memantine 5mg 1 tablet once daily.

Review of Resident #1's January 2020 electronic
medication administration record (eMAR)
revealed:

-There was an entry for Memantine Smg tablet
daily, scheduled at 2:00 am.

-There was no documentation for why Memantine
Smg was not administered on 1/28/20.

-Oin 01/29020 - 01/31/20, staff documented
administering Memantine Smg medication to
Resident #1.

| Review of Resident #1's February 2020 eMAR
| revealed:
-There was an entry for Memantine Smg tablet
daily scheduled at 9:00 am.
-0n 02/01/20 - 02/29/20, staff documented
| administering Memantine 5mg medication to
Residant #1.

Review of Resident #1's March 2020 eMAR
revealed: ‘

-There was an enfry for Memantine 5mg tablet
daily, scheduled at 9:00 am.

-On 023/01/20 - 03/05/20, 03/07/20 and 03/10/20,
staff documented administering Memantine Sma
medication to Resident #1.

-0n 03/06/20, 03/08/20, and 03/09/20 there was

D 358
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an entry the facility was awaiting the pharmacy's
delivery of Memantine 5mg medication.

Observation of Resident #1's medication on hand
on 03M10/20 at 3:00 pm revealed Memantine was
not on the medication cart.

Baszed on observation, interview and record
review, it was determined Resident #1 was not
interviewable.

Telephone interview with a Pharmacy Technician
at the facility contracted pharmacy on 03/12/20 at
B8:36 am revealed:

| ~Fifteen Memantine Smg tablets were dispensed

-Seven Memantine Smg tablets were dispensed
to the facility on 02/07/20.

Telephone interview with a Medication Aide (MA)
on 03/12/20 at 11:50 am revealed he could not
recall if he had reordered any medications for

| Resident #1.

Interview with the Special Care Coordinator
(SCC) on 031220 at 11:57 am revealed the
medications that were not on the medication cart
for Resident #1 on 2102020 had not been
recrderad.

Refer to the telephone interview with a MA on
03/12/20 at 11:50 a.m.

Refer to the interview with the SCC on 03/12/20
at 11:57 am,

Refer to interview with the DRC on 03/12/20 at
10:58 am,

Refer to interview with the DRC on 03/12/20 at

| to the facility on 01/27/20, 02M18/20 and 0310720,

D 358
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12:55 pm.

Refer to interview with the Administrator on
03M2/20 at 3:23 pm.

Refer to interview with the Administrater on
03112120 at 3:30 pm.

d. Review of Resident #1's current FL-2 dated
02/26/2020 revealed there was an order for
Mirtazapine 30mg 1 tablet at bedtime.
(Mirtazapine is used fo treat depression and
insomnia.}

Feview of Resident #1's subseqguent physician
order dated 03/04/20 revealed an order for
Mirtazapine 30mg 1 tablet at bedtime.

Review of Resident #1's January 2020 electronic
medication administration record (elMAR)
revealed:;

-There was an entry for Mirtazapine 30mg tablet
scheduled at 9:00 pm.

-There was documentation the resident was
administerad Mirtazapine from 01/28/20 -
01431/20. |

Review of Resident #1's February 2020 eMAR
revealed:

-There was an entry for Mirtazapine 30mg tablet |
scheduled at 2:00 pm,

-There was documentation the resident was
administered Mirtazapine from 02/01/20-0219/20
and D2f24/20 -02/25/20.

-There was an entry the facility was waiting for
the pharmacy to send the medication from
02/20/20-02/23/20.

Review of Resident #1's March 2020 eMAR
revealed:

Division of Health Service Regulation

STATE FORM o WTVN11

If continuation shael 77 of 108




Division of Health Service Regulation

PRINTED: 03/30/2020
FORM APFROVED

STATEMENT OF DEFICIENCIES [%1) PROVIDERSSUPPLIER/CLIA [22) MULTIPLE COMNSTRUCTION {53} DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER . COMPLETED
A, BUILDIMG:
R
HALD92181 B WING 03/12/2020
MAME QOF PROVIDER OF SUFPLIER STREET ADDRESS, CITY. S5TATE, ZIP CODE
4510 DURALEIGH ROAD
THE COVINGTON
RALEIGH, NC 27615
X4y D SUMMARYT STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (5
PREFIX |EACH DEFICIEMNCY MUST BE FRECEDED BY FLILL FREFIX |EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATHIN) TAG CROSE-REFEREMNCED TO THE APPROFPRIATE DATE

DEFICIENCY)

D 358 | Continued From page 77

-There was an entry for Mirtazapine 30mg tablet
scheduled at 9:00 pm badtime.

-There was documeantation the resident was
administered Mirtazaping from 03/01/20 -
03020,

Ohservation of Resident #1's medication on hand
on 03/10/20 at 3:00 pm revealad Mirtazapine was
not on the medication cart.

Based on observation, interview and record
| review, it was determined Resident #1 was not
| interviewable.

Telephone interview with a Pharmacy Technician
at the facility contracted pharmacy on 03/12/20 at
8:36 am revealed:

-There was a previous order dated 01/28/20 for
Mirtazapine.

-Fifteen Mirtazapine 30mg tablets were
dispensed to the facility on 03/10/20,

Telephone interview with Resident #1's madical
provider on 03/12/20 at 10:09 am revealed
Mirtazapine was prescribed to treat depression
and insomnia,

Telephone interview with a Medication Aide (MA)
on 0371220 at 11:50 am revealed he could not
recall if he had reordered any medications for
Resident #1.

Interview with the Special Care Coordinator
{3CC) on 03/M12/20 at 11:57 am revealed the
medications that were not on the medication cart
for Resident #1 on 3102020 had not been
recrdered.

Refer to the telephone interview with a MA on
IM2/20 at 11.50 a.m.
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Refer to the interview with the SCC on 03/12/20
at 11;57 a.m.

Refer to interview with the ORC on 03/12/20 at
10:58 am.

Refer to interview with the DRC on 03/12/20 at
12:55 pm,

Refer to interview with the Administratar on
031220 at 3:23 pm.

Refer to interview with the Administrator on
0312420 at 3:30 pm.

e. Review of Resident #1's current FL-2 datad
02126720 revealed there was an arder for
Trazodone 50mg ¥ tablet (25mg) daily at noon,
{used to treat insomnia and/or agitation,)

Review of Resident #1's subsequent physician
order dated 03/04/20 revealed an order for
Trazodone 50mg ¥: tablet (25mg) daily at noan.

Review of Resident #1's January 2020 electronic
medication administration record (eMAR}
revealed there was no entry for Trazodone.

Review of Resident #1's February 2020 eMAR
revealed;
-There was an entry for Trazodone 50mg tablet
scheduled 0.5 (25 ma) daily at 12 noon.
-The administration time for Trazodone was at
2:00 a.m.
| =There was documentation the resident was
administered Trazodone from 02/05/20 -
02/08/20, and 02/10/20 - 2/29/20.
-There was no documentation of administration
fram 02/01/20 to 02/04/20 at 9:00 am and
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02/09/20 at 9:00 am.

Review of Resident #1's March 2020 eMAR
revealed:

-There was an entry for Trazodone 50mg tablet
scheduled 0.5 (25 ma) daily at 12 noon.

-There was no documentation Trazodone was
administerad to Resident #1 on 03/01/20.
-There was documentation the resident was
administered Trazodone 03/02/20 and 03/03/20.
-There was an entry the facility was waiting for
the pharmacy to send the medication from
03/04/20 - 0310/20.

Observation of Resident #1°'s medication on hand
on 03/10/20 at 3:00 pm revealed Trazodone was
not on the medication cart.

Based on observation, interview and record
review, it was determined Resident #1 was not
intarviewahle,

Telephone interview with a Pharmacy Technician
at the facility contracted pharmacy on 0312720 at
8:36 am revealed:

-Three and one- half Trazadone 50mg tablets
were dispensed to the facility on 02/07/20. .
-Seven and cne-half Trazadone 50mg tablets |
were dispensed to the facility on 02/18/20. . |
-Fifteen Trazadone 50mg tablets were dispensed :
to the facility on 03/10/20. |

Telephone interview with Resident #1's medical
provider on 03/12/20 at 10:09 am revealed
Trazodone was prescribed to treat insomnia and
agitation.

Telephone intarview with a Medication Aide (MA)
on 0312720 at 11:50 am revealed he could not
recall if he had recrdered any medications for
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Fesident #1. |

Interview with the Special Care Coordinator

{(SCC) on 03/12/20 at 11:57 am revealed the
medications that were not on the medication cart |
for Resident #1 on 02/10/20 had not been

recrdered.

Refer to the telephone interview with a MA on
0312720 at 11:50 am,

Reafer to the interview with the SCC on 03/12/20
at 11:.587 am.

Refer to interview with DRC on 03/12/20 at 10:58
arm.

Refer to interview with the DRC on 03/12/20 at
| 12:55 pm.

Refar to interview with the Administrater on
03/12/20 at 3:23 pm.

Refer to interview with the Administrator on
0312420 at 3:30 pm.

3. Review of Resident #2's current FL-2 dated
091319 revealed diagnoses included
hypertension, diabetes mellitus, gait impairment,
Parkinson's disease, anemia, ostecarthritis, and |
insomnia.

Review of Resident #2's physician's order dated
11/15/1% revealed an order for Refrash Plus instill !
2 drops in both eyes every day. (Refresh aya [
drops are a lubricating drop used to treat dry
eyes).
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Review of Resident #2's January 2020
Medication Administration Record (eMAR)
revealed:

-There was a computer-generated antry for
Refresh Plus instill 2 drops in both eyes every day
with a scheduled administration time of 8:00am.
-There was documentation Refresh Eyes drops
were administered at 8:00am on
01/01/20-01/31/20,

Review of Rasident #2's February 2020 eMAR
revealad:

-There was a computar-generated entry for
Refresh Plus instill 2 drops in both eyes every day
with & scheduled administration time of 8:00am.
-There was documentation Refresh Eyes drops
were administered at 8:00am an
02/01420-02/16/20 and 02/18/20-02/29/20; there
was an exceplion documented on 02/17/20 as
"resident unavailable.”

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

-There was a computer-generated entry for
Refresh Plus instill 2 drops in both eyes every day
with a scheduled administration time of 8:00am.
-There was documentation Refresh Eyes drops
were administered at 8:00am on
03/01/20-03/11/20.

Observation of Resident #2's medication on hand
on 03/10/20 at 3:04pm revealed;

| -There was a bax of 42 individual vials of Refresh

Plus with a dispense date of 01/05/20.
-The box had an original dispense of 30 vials.

Telephone interview with a Pharmacy Technician
with the facility's contracted pharmacy on
03M0/20 at 3:15pm revealed:

-Thirty individuzl vials of Refresh Plus eye drops
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were dispensed on 07/18/19 and 01/06/20.
-Each dispensing was a 30-day supply; the |
O07/18M19 dispensing would have ran out in August |
2019 and the 01/06/20 dispensing would have ran

out in February 2020.

-The eye drops were a lubricant used to treat dry, |

irritated eyes.

Interview with Resident #2 on 03/10/20 at 5:28pm |
revealed; ' |
-She did not get eye drops.
-2he had not refused eye drops. i
-She did not recall when she last received eye
drops.

Interview with a medication aide (MA) on 03/11/20
at 11:12am revealed:
-He administered Resident #2's aye drops today,

| 03/11/20, before breakfast.

| -He could not recall when he last administersd |
eye drops to Resident #2, |
-He thought it had been a couple of weeks since
he had been assigned to Resident #2's
medication cart.

Interview with Resident #2 on 03/11/20 at
11:24am revealed;

-She was administerad eye drops today,
03711420, this was the first time in a long time.
-Her eyas felt better after receiving the eye drops.

Interview with Resident #2's Primary Care
Provider (PCP) on 03/11/20 at 11:45am revealad:
-She was not aware Resident #2 was not
receiving her eye drops daily as ordered.
-Refresh eye drops were used to treat dry eyes. |
-Resident #2's eyes would feel better if she used

the eye drops.

-She expected Resident #2's eye drops to be
administered as ordered.
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Interview with a second medication aide (MA) on
03M2/20 at 9:14am:

-He did not administer Resident #2's eye drops
today, 03/12/20, because there were na eye
drops on hand to administer.

-He documented the medication was not
available and were going to be reordered.

Observation of the medication cart on 03/12/20 at
9 14am revealsd:

-Resident #2's box of eye drop vials were in the
top drawear, on the front lef-hand side of the
drawer.

-The MA looked at all the bottles of eye drops in
the top drawer, on the back left- hand side of the
drawer.

-The MA did not observe Resident #2's box of eye
drops.

Interview with the Resident Care Coordinator
(RCC) on 03/12/20 at 10:00am revealed:
-Resident #2 was "prefty accurate” about most
things.

-She could not think of anything Resident #2
would not be accurate about,

-She administered Resident #2's eye drops when
she worked the medication cart.

-She administered Resident #2's eye drops last
week when she was working as a MA.

-She did not know why Resident #2 would say
she had not received eye drops.

Interview with the Director of Resident Care
{DRC) on 03/12/20 at 10:58am revealad:
-Resident #2 would be considered a good
historian,

-Resident #2 would know whether she had been
administered an eye drop or not,

-She expected staff to follow orders as written by

| Dase
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the physician.

Interview with Resident #2 on 03/12/20 at
11:58am revealed she was administered eye
drops today, 03/12/20.

Telephone interview with a MA on 03/12/20 at
12:40pm revealed he administered Resident #2's
eye drops today, 03/12/20, after the RCC showed
him where Resident #2's eye drops were on the
medication cart.

Interview with the Administrator on 03/12/20 at
3:30pm revealed she was concerned Resident
#2's eye drops were not administered as ordered, |

Refer to the telephone interview with a MA on [
3M27E0 at 11:50 a.m.

Refer to the interview with the SCC an 31 2/20 al
11:57 am.

Refer to interview with the DRC on 03/12/20 at
10:58 am.

Refer to interview with the DRC en 02/12/20 at |
12:55 pm.

Refer to interview with the Administrator on
031220 at 3:23 pm.

Refer to interview with the Administrator on
0312720 at 3:30 pm.

4. Review of Resident #3's current FL-2 dated
02/21/20 revealed diagnoses included acute
upper gastrointestinal bleeding with possible
esophagitis, hyperkalemia, hypertension, and
advancead Alzheimer's dementia.
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Review of Resident #3's previous physician's
order dated 12/03/19 revealed an order to begin
lisinopril (used to lower blood pressure) 5 mg
ance daily.

Review of Resident #3's electronic medication
administration records (eMAR) for January 2020,
February 2020 and March 2020 revealed there
was not an entry for lisinopril 5 mg take once daily
on the eMARSs,

Observation of Resident #3's medication on hand
on 03/12/20 at 3:07pm revealed 30 tablets of
lisinopril 5 mg were dispensed on 03/10/20 and
30 tablets were still available for administering.

Telephone interview with a represantative from
the facility's contracted pharmacy on 03/11/20 at
10:59am revealed lisinoprl 5 mg take once daily
was phoned into the pharmacy by the primary
care physician's (PCF) office on 03/10/20.

Interview with Resident #3's PCP on 03/11/20 at
11:38am revealed:
-5he confirmed the order for lisinopril 5 mg take
ance daily for Resident #3; the PCP identified the
signature an the physician's order dated 12/03/19
for the lisinopril 5 mg as her signature.
-She ordered the lisinopril for Resident #3 after a
recent hospital stay.

| -She expected the facility to follow the order for

| the lisinopril once it was written; the facility should
have sent the arder to the pharmacy.
-The lisinopril was a low dosage and was ordered
to help control Resident #3's blood pressure,
-Resident #3's blood pressures had stayed within
parameters for the last two months.
-She expected Resident #3 to begin taking the |
lisinopril as ordered and to continue to take the
lisinopril as ordered,
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-She was nat aware of the refill order on 03/10/20
for the lisinopril, another physician in her office
could have recrdered the lisinopril.

A second telephone interview with a
representative from the facility's contracted
pharmacy on 03/11/20 at 4:15pm revealed:
-Lisinopril 5 mg take once daily was ordered for
Resident #3 on 12/03/19 by the PCP.

-Mine tablets of lisinopril 5 mg were dispansad on
12/03/19.

-Twenty-eight tablets of lisinopril 5 mg wera
dispensed on 12/13/M19, 0110020 and 02/07/20.
-Thirty tablets of lisinopril & mg were dispensed
on 031020,

-The lisinopril was on a cycle fill system whean
dispensed.

-When the pharmacy dispensed medications to
the facility the information for the medication was
electronically sent to the eMAR and would show
on the aMAR that same day.

-She could not explain why the lisinopril was not [
on the eMAR.

Telephone interview with the pharmacist from the
facility's contracted pharmacy on 03/12/20 at
10:07 am revealed:

-She was responsible for the quarterly medication
reviews for the facility. ;
-She looked at the physician's orders and '
comparad them to the eMAR when she did her
reviews,

-She did not look at the medication on the cart
when she did the quarterly reviews.

-3he did not know why the lisinopril was not on
the eMAR but was dispensed.

-The facility staff should have notified the
pharmacy when they received the lisinopril but
could not find an arder for it on the eMAR.

-The pharmacy did not document when the facility
Divisson of Health Servica Regulation
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staff called about medication returns or questions |
about the eMAR.
-She was concerned the lisinopril might not have |
been administerad because it was not on the

elAR.

-Lisinopril was used to control blood pressure and

an outcome of not administering as ordered could

be elevated blood pressure which could cause a

stroke. |

Telephone interview with a medication aide (MA)
on Q31220 at 9:50am revealed:

-When medication was on the medication cart but
not on the eMAR she was not allowead to
administer the medication.

-5he would look for an active order on the eMAR
and then call the pharmacy or the PCP if there
was a medicalion on the medication cart but not
an the eMAR.

-She would send the medication back to the
pharmacy and notify the Special Care
Coordinator (SCC) about the issue.

-She did not recall a package of lisinopril for
Resident #3 or returning lisinoprl back to the
pharmacy.

-She administerad Resident #3 her medications
but could not recall if she administered lisinopril to
Resident #3.

Interview with a second MA on 03/12/20 at 4:41
pm revealed:

-He administered Resident #3 her medications
and the resident took her medications and did not
refuse them.

-He only administered meadications that were on
the eMAR,

-He did not remember if Resident #3 had lisinopril
on the medication cart.

-He did not know if Resident #3 had an order for
lisinopril on the eMAR.
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Interview with the SCC on 03/12/20 at 9:26am
revealad:

-The pharmacy put new medication orders on the
eMAR.

-The MA had to approve the new order befaore
administering the medication.

-Once the MA approved the new arder the
medication would appear on the eMAR whean
scheduled to be administered.

-When a medication was delivered from the
pharmacy but was not on the eMAR the MA
would remove the medication from the cart and
natify the pharmacy.

-Medication could not be administerad if it was
not an the eMAR,

-The madication should be returnad to the
pharmacy when it was not administerad.

-Cart audits were completed once a week and
medicalions were checked for expiration dates
and if reorders were needed; she did not check
the medication an the cart to the eMAR.

Second interview with the SCC on 03/12/20 at
3:07pm revealed:

-Medications sent back to the pharmacy were not
logged or documented,

-Medications were not checked when the
pharmacy deliverad them; medications were just
placed into the medication cart.

-The order for Resident #3's lisinopril 5mg should
have been sent to the pharmacy by the PCFP
when the PCP ordered it, I
-She did not know the last time the pharmacy had
dispensed the lisinopril for Resident #3,

-The eMAR alerted the MAs to administer the
lizinopril =0 if the lisincpril was not on the eMAR
then it was not administered.

-She did not believe Resident #3 had been
administered the lisinopril because it was not on
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the eMAR and the MAs were not allowed to
administer a medication if it was not on the
eMAR,

-She did not know why the lisinopril was not on
the eMAR; there must have been a "kink” in the
sysiem.

-The MAs had not told her about Resident #3's
lisinopril,

Interview with the Administrator on 03/12/20 at
6:21pm revealed;

-5he was not aware of any issues with Residant
#3's lisinopril.

-She did not know if the PCP ordered the lisinopril
with a phone call to the pharmacy or with a
handwritten arder faxed to the pharmacy.

-She expected the order for the lisinopril for
Resident #3 to be followed as ordered by the
PCP.

-The PCP came to the facility each week and
should have looked at Resident #3's medicafions
when she last saw the resident.

-The MAs should have called the PCP and
informed the SCC of the lisinopril.

-She did not know why the lisinopril was not on
the eMAR system and she did not know if the
lisinopril was administered to Resident #3.

Refer to the telephone interview with a MA on
312120 at 11:50 a.m.

Refer to the interview with the SCC on 3/12/20 at
11:57 am.

Refer to interview with the DRC on 03/12/20 at
10:58 am.

Refer to interview with the DRC an 03/12/20 at
12:55 pm.
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Refer to interview with the Administrater on
031220 at 3:23 pm.

Refer to interview with the Administrator on
032720 at 3:30 pm.

Telephone interview with a Medication Aide (MA)
on 031220 at 11:50 am revealed;

-Medication Aides order/recrder residents’
medications.

-He ordered meadications when there was a 7-10
days supply remaining for residants.

Interview with the Special Care Coordinator
(SCC) on 03/12/20 at 11:57 am revealed:

-Upon a new resident's admission into the facility,
they had not documented the quantity of
medications received by the resident.

-They compared the residents' medication supply
brought in with their current FL-2.

-Upon a residant's admission into the facility, they
faxed the resident's curent FL-2 fo the
pharmacy.

-When a residents’ medications were down io 10
tablets or less, the MAs were supposed to reorder
those medications from the pharmacy.
-Medication carts were supposed to be audited
on every Thursday during third shift.

-Once the audits were completed, the paperwork
was given to the SCC.

-The SCC had not provided documents regarding
the medication cart audits.

Interview with the Director of Resident Care
(ODRC) on 03/12/20 at 10:58am revealad:

-She expected the medication aides (MAs) to
follow the "five rights" of medication
administration, which included checking the
medication package, comparing the medication to
the eMAR and administering it to the right

0 358
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resident at the right time.

-When a medication was not available, she
expectad the MAs to document “other®, check the
backup medications, notify pharmacy, check the
medication cart tharoughly, notify the Resident
Care Coordinator (RCC), and documeant what
actions ware taken to address the missing
medication.

-If there were any issues with medications for a
resident, she expected the MAs to report the
issues fo the naxt shift.

-She expected the RCC and Special Cars
Coordinator (SCC) to verify medication orders,
-She, the RCC, and the SCC were always on call
and staff could contact them at any time of the
day.

-A full carl audit was done weekly by the SCC and
the RCC,

-She expected the cart audits to include looking
at the amount of medication on hand and the
dispense dates of the medication.

-She started reviewing the cart audit this month;
she had only looked at the SCLU resident records,
not the AL.

-She was concerned the SCC and RCC were not
looking at everything that needed to be reviewed.
-Anyone who had anything to do with the elMARs
was responsible for making sure the ellARs were
accurate.

-Anyone who had access to medication was
responsible for administering the medication
correctly.

-If a medication was not available the MA should
look in the back-up, as well as the cart thoroughly
to make sure the medication had not been
overlooked.

-If the medication was not available the MA
should contact the pharmacy to see if the
medication had been ordered and if not recrder it,
-The MA should notify the RCC and SCC so they
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could follow up on the medication,

-She was not sure if the facility had a medication

administration policy.

-The MAs were provided with training from the

Reglonal Murse on diabetes, insulin

administration, dizscontinued medications, and

medication orders on 03/06/20.

| -She held the MAs, RCC and SCC respansible
for administering medications correctly.

Interview with the Director of Resident Care
(DRC) on 03/12/20 at 12:55 pm revealed:
-Medications should have been recrdered, when
the resident had 7 or less tableis,
-“Weekly medication cart audits were conducted
on Thursdays during second and third shifts by
the Mas,
-Once the audits had been completed, they were
given to the SCC and the Resident Care
Coordinator (RCC),
-The final reports were then given to the DRC.
-She had not received any audit reports this
maonth.
-She last recalled receiving reports in January

| 2020,
-Medication cart audits were supposed to catch
medications they did not have on the cart and/or
needed to be removed from the cart.

Interview with the Administrator on 0312/20 at
323 pm revealed:

-She had not known what the MAs were
monitering weekly on the medication carts.

-The SCC, RCC and the DRC should have been
menitoring the eMARs and medication carts.

-If the medication carts were manitorad waekly,
the MaAs should have detected the missing
medications.

-When the medications in the bubble packs were
down to 8 or 10 tablets, the medications should
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have been reordered.
-The MAs would start counting the residents’
medications, upen admission into the facility.

Interview with the Administrator on 03/12/20 at
3:30pm revealed:

-The Administrator, RCC, SCC and the DRC were
working on auditing resident records.

-She expected medication administration fo be
arror-iree,

-She expected the MAs to know what they were
doing. including administering medication timely
and executing orders,

-3he expected the RCC and SCC to know how to
administer medication just like a MA,

-She expected the DRC o be familiar with the
resident's medication too.

-She expected all of the management team to be
"hands-on" and fo be comfortable with working on
the medication caris,

-She hald the MA ultimately responsible for
administering medications correctly. '

The facility failed to administer medications as
ordered which resulted in Resident #1 not | |
receiving two anti-depressant medications, a
sleep aid medication, a medication to treat
demeantia, and a medication to treat insomnia; .
Resident #2 not receiving an eye drop that |
provided lubrication for her eyes; Resident #3 not
receiving an anti-hypertension medication as
ordered; Resident #9 not receiving a high blood
prassure medication and an anxiety medication;
Resident #10 receiving a medication used to treat
the side effects of psychotropic medications that
was discontinued. This failure was detrimental to
the health, safety and welfare of residents and
constitutes a Type B Vialation.
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A plan of protection was requested in accordance
with G.S. 131 D-34 on 03/23/20.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 26,

2020,
D387 10A NCAC 13F .1004()) Medication 0308 Refer to attachment at page 111 of this
Administration document- SS 5/13/20

104 NCAC 13F 1004 Medication Administration |
{j} The resident's medication administration

record (MAR) shall be accurate and include the
following:

{1} resident's name;

{2) name of the medication or treatment arder;

(3) strength and dosage or quantity of medication
administered;

(4) instructions for administering the medication

or treatment, |
(5) reason or justification for the administration of |
medications or treatments as needed (PRN) and '
documenting the resulling effect on the resident;
(B} date and time of administration;

(7) documentafion of any omission of
medications or treatments and the reason for the
ormission, including refusals; and,

{B) name or initials of the person administering
the medication or treatment. f initials are used, a
signature equivalent to those initials is o be
documented and maintained with the medication
administration record (MAR). !
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This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure the
accuracy of electronic medication administration
recards for 3 of 9 sampled residents (#2, #3, and
#49).

The findings are:

1. Review of Resident #2's current FL-2 dated
091319 revealed diagnoses included
hypertension, diabetes mellitus, gait impairment,
Parkinson's disease, anemia, ostecarthritis, and
insomnia.

Review of Resident #2's physician's order dated
11/15/19 revealed an order for Refresh Plus instll
2 drops in both eyes every day. (Refresh eye
drops are a lubricating drop used to treat dry
eyes),

Review of Resident #2's January 2020
Medication Administration Record (eMAR)
revealad:

-There was a computer-generated entry for
Refresh Plus instill 2 drops in both eyes every
with a scheduled administration time of 8:00am,
-There was documentation Refresh Eyes drops
were administered at 8:00am on |
01/01/20-01/31/20. |
-It was documented Resident #2 recaived 31 '
doses of Refresh eye drops out of 31
opportunities.

Feview of Resident #2's February 2020 eMAR
revealed:

-There was a computer-generated eniry far
Refresh Plus instill 2 drops in both eyes every
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with a scheduled administration time of 8:00am.
-There was documentation Refresh Eyes drops
were administered at 8:00am on
02/01/20-02M16/20 and D2/18/20-02/29/20; thera
was an exception documented on 02/17/20 as

| "resident unavailable,"

-It was documented Resident #2 received 28
doses of Refresh eye drops out of 29

| opportunities.

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

-There was a computer-generated entry for
Refresh Plus instill 2 drops in both eyes every
with a scheduled administration time of 8:00am.
-There was documentation Refresh Eyes drops
wera administered at 8:00am on
03/01/20-03/11/20.

-It was documented Resident #2 received 11
doses of Refresh eye drops out of 11
opporunities.

Cbsenvation of Resident #2's medication on hand
on 03110720 at 3:04pm revealed:

-There was a box of 42 individual vials of Refresh
Plus with a dispense date of 01/05/20.

-The box had an original dispense of 30 vials.

Telephone interview with a pharmacy technician
with the facility's contracted pharmacy on
031020 at 3:15pm revealed:

-Thirty individual vials of Refresh Plus eye drops
were dispensed on 07/18/19.

-Thirty individual vials of Refresh Plus eye drops
were dispensed on 01/08/20.

-Each dispensing was a 30-day supply.

-The eye drops were a lubricant used to treat dry,
irritated eyes.

Based on staff docurmentation and medications

D 367
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on hand betwsen 01/01/20-03/11/20, there should
have been no Refresh eye drop vials remaining,
but there were 41 vials remaining on 03/11/20,

Interview with Resident #2 on 03/10/12 at 5:28pm
revealed:

-She does not get eye drops.

-She has not refused eye drops,

-She did not recall when she last received eye
drops.

Telephone interview with a MA on 03/12/20 at
9:40am revealed:

-She did not know why Resident #2 had excess
Refresh eye drop vialz on hand,

-Maybe Resident #2's family brought eye drops in
to be administered.

-The eMAR system did allow a MA to decument
they gave a medication when they did not, but
she did not think anyone would document if they
did not administer the medication.

-If she documented she gave something, then
she gave it.

Telephone interview with Resident #2's family
member on 03/12/20 al 10:45am revealad he had
never brought eye drops into the facility for
Resident #2,

Interview with the Resident Care Coordinator
(RCC) on 0312720 at 10:00am revealed:

-She did not know why there were so many
Refresh eye drops in the box dated 01/05/20.
-She thought maybe a new pack had baen
opened and added to the box dated 01/05/20.
-She was concerned people were falsely
documenting and the residents were not getting
the medication administered a= ordered,

Interview with the Directer of Resident Care
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{DRC) on 03/12/20 at 10:58am revealed:

-She expected the MAs to document correctly,
-If something was supposad to be administered,
she would expect it to be administered,

-If something was not administered, she would
expect an exception to be documented.

-5he was concerned about overall
documentation,

Interview with the Administrator on 03/12/20 at
3:30pm revealed:

-She did not know why the MAs would document
Resident #2's eye drops if they did not administer
the eye drops

Refer to the interview with DRC on 03/12/20 at
10:58 am.

Refer to the interview with the Administrator on
03/12/20 at 3:30 pm.

2. Review of Resident #3's current FL-2 dated
0212120 revealed:

-Diagnoses included acute upper gastrointestinal

bleeding with possible esophagitis, hyperkalemia,

| hypertension, and advanced Alzheimer's

dementia.

-There was an order for Miralax (used to treat
and prevent constipation) 17gm per 8 ounces of
water once daily.

| Review of Resident #3's physician's order dated

02721420 revealed an order for Miralax 17gm per
8 ounces of water once daily.

Review of Resident #3's electronic madication
administraticn records (eMAR) for January 2020
revealed;

| -There was an entry for Miralax 17gm per &

ounces of waler once daily scheduled at 8:00am.
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-Miralax was documented as administered at
8:00am from 01/01/20 to 01/31/20.

Review of Resident #3's eMAR for February 2020
revealed:

-There was an entry for Miralax 17gm per 8
ocunces of water once daily scheduled at 8:00am.
-Miralax was documented as administered at
8:00am from 02/01/20 to 02/13/20 and 02/15/20
to 02/29/20; there was one exception
documented on 02/14/20 as "resident refused",

Review of Resident #3's aMAR for March 2020
revealed:

-There was an enfry for Miralax 17gm per 8
ounces of water once daily scheduled at 8:00am.
-Miralax was documented as administerad at
8:00am from 03/01/20 to 03/08/20; there were
exceptions documented from 03/0%/20 to
0311020 as "resident refused”.

Observation of Resident #3's medication on hand
on 03/10/20 at 3:08pm revealed;

-There was an unopened , 17.9-ounce bottle of
Miralax dispensed on 08/01/18.

-The manufacture's label had 30 once daily
doszes.

Telephone interview with a pharmacy technician
from the facility's contracted pharmacy on
03/11/20 at 10:5%am revealed:

-There was an active order for Miralax 17gm take
with 5 ounces of water once daily.

-Thirty doses of Miralax were dispensed on
0801119 would have lasted 20 days.

-Miralax was not on a cycle fill and would need to
be ordered by the facility staff az needed.

Based on observations, record reviews and
interviews it was determined Resident 23 was not
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interviewable.

Telephone interview with a medication aide (MA)
on 03/M12/20 al 9:59am revealad:

-She did not remamber if Resident #3 was
ordered Miralax without locking at the eMAR.
-She administered medication if it was on the
eMAR; if the Miralax was on the eMAR then
Resident #3 should have been given it,

-if the eMAR had decumentation she
administered Resident #3 the Miralax then she
administered the Miralax.

Telephone interview with Resident #3's family
member on 03/11/20 at 3:27pm revealed:

-5he had never brought Miralax into the facility for
Resident #3. '
-She received a monthly statement from the
pharmacy and Miralax was not on any statements
from the last three months.

Interview with the Special Care Coordinator
{3CC) on 03M12/20 at 3:15pm revealed:

-She thought the MAs were pouring Resident #3
Miralax from another bottle.

-She knew the MAs could borrow madication
from another resident on a ona-time basis, but
the MAs should have known better than to borrow
more than one time.

-lt was not an acceptable practice to use one
bottle for all the residents.

-She thought Resident #3 was administered
Miralax because her bowel movements were
consistent, and she had not been constipated.

Interview with the Administrator on 03/12/20 at
5:04pm revealed MAs were only allowed to
borrow from anaother resident's medication one
time and only ons dose.
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Refer to the interview with the DRC on 03/12/20
at 10:588 am.

Refar to the interview with the Administrator on
031220 at 3:30 pm.

3. Review of Resident #9's current FL-2 dated

08/08/19 revealed diagnoses included major

depressive disorder, anxiety disorder, mild

cognitive impairment, and gasiro-esophageal
| reflux disease. |
l a. Review of Resident #9's current FL-2 dated

OB/OB/1S revealed there was no medication order

far Trazodone.

Review of Resident #2's subzequent physician
orders revealed there was an order dated

02/21/20 to start Trazodone 25 ma ane tablet |
daily for anxiety,

Feview of Resident #9's March 2020 electronic
medication administration record (eMAR)
revealad:

-There was an entry for Trazodone 50 mg take
one-half tablet {25 mg) every moming, scheduled
for 9:00 pm.

-There was documentation of administration from
03/01/20 ta 0310/20 at 9:00 pm.

Observation of medication on hand on 03/12/20
at 9:00 am revealed there was a new multi-pill
package for Resident #9 and Trazodone was in
the: marning pill packages for seven days
03M13/20 to 031920,

Interview with a first shift medication aide (MA) on
0312720 at 8:01 am revealad:

-The Residant Care Coordinator (RCC) verified

orders in the eMAR system befora the MAs were
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able to administer the medications.

-The RCC was able to change the times of
administration for a medication.

-He realized on 03/11/20, Resident #9's
Trazedone was in the eMAR system with the
incorrect time of administration.

-Also, if a cart audit was done staff would have
noticed the difference between the ime of
administration on the eMAR and the medication
packaging.

Interview with the RCC on 03/11/20 at 4:01 pm
revealed:

-She was responsible for ensuring the medication
orders were verified for the Assisted Living (AL).
-She changed the time of administration for
Resident #9's Trazodone when it was keyed into
the computer system by the pharmacy in
February 2020.

-Bhe thought the default time was 1:00 am and
she changed it to 9:00 pm without reviewing the

| physician's order again.

Interview with the Director of Resident Care
(ORC) on 0312120 at 11:04 am revealed:
-She did not know Resident #9's Trazodone had

| the inaccurate time of administration on the

eMAR.

| -The MAs and RCC were responsible for

ensuring the elMAR entries were accurate.

Interview with the Administrator on 03/12/20 at
328 pm revealed:

-She was not aware of Resident #3's Trazodone
scheduled time of administration was 9:00 pm,
but that was what she would expect it to be
because Trazodone was usually administerad at
night.

-She thought that staff who changed the time also
thought 5:00 pm was the correct time for
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administration. |
-She expected staff to compare the order with the
eMAR to ensure the eMAR entry was accurate.

Refar to interview with the DRC on 03/12/20 at
10:58 am.

Refer to interview with the Administrator on
0312720 at 3:30 pm.

b. Review of Resident #9's current FL-2 dated
08/08/19 revealed there was no medication order |
for amlodipine. [

Review of Resident #3's subsequent physician
orders revealed there was an order dated
0214/20 for amlodipine 2.5 mg daily.

Review of Resident #9's March 2020 electronic
medication administration record (elMAR)
| revealed:
-There was an entry for amlodipine 2.5 mg taks
one tablet daily, scheduled for 9:00 am.
-There was documentation of administration from
03/01/20 ta 03/11/20 at 5:00 am.

Observation of medication on hand on 03/12/20
at 8:00 am revealed there was no amladipine -
available for administration.

Intarview with a first shift medication aide (M&) on

| 0312720 at 9:01 am revealed;

| -He did cart audits when the Resident Care
Coordinator (RCC) requested him to do so.

| -He thought a cart audit would have shown
Resident #2 did not have amlodipine available to |
administer,
-He saw that ather MAs and himself had clicked
on the amlodiping as though it was administered. !
-He did nat know why MAs documented giving
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the amlodipine, but the medication pass was a
very busy time.
-Residents wanted their medications quickly and
there were many other things happening on the
unit during medication pass.
-He thought he and other MAs were going too

| fast and not reading the eMAR screen thoroughly
when administering medications.

Interview with the RCC on 03/12/20 at 10:27 am
revealed:

-She ensured the eMARs were accurate by doing
cart audits.

-Cart audits were supposad to be done weekly,
but she did the last cart audit on 02/07/20.

-She did not realize Resident #39's amlodipine was
not available to administer on the cart until
030920,

-She did not know MAs were documenting
administering amledipine aven though it was not
available to administer to Resident #5.

-She thought MAs were not reading the eMAR
and not comparing the pill package with the
eMAR before signing the medicafion off as
adminizterad,

-MAs were responsible for ensuring the eMARS
were acourats,

Interview with the Director of Rasident Care
(DRCY on 03/12/20 at 11:01 am revealed:

-She did not know Resident #3's amlodipine was
rot available but was signed as given on the
eMAR by MAs.

-Mas were expected not to sign for medications
that were not administerad.

Interview with the Administrator on 03/12/20 at
3:28 pm revealed;

-She thought staff were falsely signing off
amlodipine for Resident #3 if amlodipine was not

| D387
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available to administer.

-She thought staff needed retraining fo reinforca
notifying the RCC. pharmacy or physician if a
medication was not available.

Refer to interview with the DRC on 03/12720 at
10:58 am,

Refer to interview with the Administrator on
03M 220 at 3:30 pm.

Interview with the Director of Resident Care
{DRC) on 0312720 at 10:58am revealed:

-Anyone who had anything to do with the eMARs
was responsible for making sure the eMARs were
accurate.

-5he expecied the MAs ta follow the orders and
document correctly.

-If something was supposed to be administered,
she would expect it to be administered unless
there was an exception. |
-"If you gave something you document, if it is not
documented you did not do it."

-She was concerned about overall '
documentation. ' '
-She wanted to make sure the MAs wera
following the orders that were provided.

Interview with the Administrator on 03/12/20 at
3:30pm revealed:

-She was not sure who audited the eMARS.
-She thought auditing the eMARs was completed
by the management team, Resident Care
Coordinator (RCC), Special Care Coordinator
(SCC) and the Director of Resident Care (DRC).
-She did not know their process for auditing the
elMARs.
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G.5. 1310-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. Toreceive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on abservations, interviews. and record
reviews, the facility failed to ensure residents
received care and services which are adequate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to personal care and supervision, and
medication administration.

The findings are:

1. Based on cbservations, record reviews, and
interviews, the facility failed to ensure supervision
in accordance with current symptoms for 1 of 7
{#5) sampled residents with ten falls within three
months.

2. Based on observations, recard reviews, and
interviews, the facility falled to ensure
medications were administered as ordered for 2
of 6 residents (#9 and #10) observed during the
medication pass including errors with a high
bleod pressure medication and anxiety
medication (#9) and a medication o treat side
effects of psychotropic medications (#10); and for
3 of 7 sampled residents (#1, #2, and #3) for
record reviews including two medications to treat
depressicn, a sleep aid medication, a medication
for insomnia, and a medication to treat dementia
{#1). aeye drop (#2) and a madication to lower
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blood pressure (#3).
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NCAC 13F .0904 (d){1) Nutrition and Food
Service (Revised)

Food Service Reguirements in Adult Care
homes: Each resident shall be served a
minimum of three nutritionally adequate,
palatable meals a day at regular hours with
at least 10 hours between the breakfast and
EVENing.

In-service was held on _ 04/28/2020, for
dietary and care staff regarding resident’s
rights and food service requirement. Rule
area 0904 was covered, as well as the food
service training manual developed by the
Department. Certificates are maintained in
the employee training file.

Dietary disposed of all juices which are not
100% fruit juice. Only 100% fruit juices will
be served by the community, in accordance
with menus signed by the Dietician.

Fruit juice and exchange are as follows: Two
servings of fruit {one serving equals 6
ounces of juice; ¥ cup of raw, canned or
cooked fruit; 1 medium-size whole fruit; or
% cup dried fruit). One serving shallbe a
citrus fruit or a single strength juice in which
there is 100% of the recommended dietary
allowance of vitamin C in each six ounces of
juice. The second fruit serving shall be of
another variety of fresh, dried or canned
fruit,

Dietary Manager visited a sister community
to ohserve and shadow another dietary
manager on 5.8.2020. Focus was placed on
maodified diet orders, portion sizes, and food
exchanges. Dietary Manager practiced
return demaonstration in following the
menu, mechanically altering diets including
pureed, mechanical soft diet with chopped
and ground meats, etc,

On 4.28.20, a report listing all current diet
and supplement orders located in
Matrixcare was run for audit. List will be
compared to hard medical record, and to
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supplements being provided by families.
This list will also be compared to what
dietary has posted in the kitchen. Variances
will have clarification obtained from the
physician, with updates to the plan of care
as indicated.

An all staff in-service was held on
_04/28/2020 for all staff regarding menus
and process to follow if menu did not match
what was being served. In addition to the
above, items addressed were as follows:

. Menus
Substitution Log
Resident rights
Modified Diets
0904
Provision of Milk to residents
Thickened liguids
Breakfast and dinner to be monitored by
Manager on Duty or the Dietary Manager
Daily x2 weeks then twice weekly for two
weeks and weekly thereafter to validate
adherence to the menu, portion sizes and
modified diet orders. Findings will be
reviewed weekly during at risk and monthly
during QA.

The Dietary Manager is responsible for
following the menu, provision of adequate
portion sizes, and following mechanically
altered diets.

The Executive Director is responsible for the
adherence to the meetings.

Date of Completion May 15, 2020
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Tag 367- SS amended
5/13/20

The Residents medication administration record
shall be accurate and include the following:
resident name, name of the medication or
treatment order, strength and dosage or quantity
of medication administered, instructions for
administering the medication or treatment,
reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident,
date and time of administration. Documentation
of any omission of medications or treatments and
the reason for the omission, including refusals
and the name or initials of the person
administering the medication or treatment, If
initials are used, a signature equivalent to those
initials is to be documented and maintained with
the medication administration record..

Medication Error Reports were completed for
Residents #2, #3 and #9.

Refer to attachment on page
The Covington's preferred pharmacy provider
dispenses medications by means of a 7-day cycle
fill with multi-dose packaging. Routine
medications are delivered weekly, Bulk items are
ordered on demand. New orders are faxed to
the pharmacy or escribed, deliverad within 24
hours, and will be in the MDP the following week.

Medications are verified by use of the delivery
manifest. Cycle fill should be verified within 24
hours of delivery and cross checked against the
MAR on consumption date by a qualified
associate responsible for medication
administration, preferably the SIC. Focus will be
placed on ensuring the medications in the bubble
match the medications and the hour of
administration codes on the MAR.

Medications not available for administration will
be procured by the qualified medication
associate noting the missing med. The pharmacy
will be notified, and additional action taken as
indicated.

Medication staff are responsible for medications
being available for administration.
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Cart audits will be performed weekly by the care
managers on the day of consumption. Care
managers will utilize the Physician Orders Form,
utilized by the qualified medication associate
responsible for placing the cycle fill on the cart
for consumption. Focus will be placed on bulk
medications not included in the cycle fill, such as
controlled substances, eye drops, oral inhalers,
insulin, liquids and powders. For controls, the
number of pills in the cart will be placed beside of
the medication, on the Physician Orders Form.
For Bulk meds, the date of fill and the size of the
bottle/quantity dispensed will be written beside
of the medication, on the Physician’s Order form.

The Resident Care Directar will review the
completed cart audits for completion and follow-
up. Medications found to be outside of the dates
the medications supply should have been
exhausted, will be reviewed against the MAR.
Medication Error reports will be completed as
indicated, by the RCD, and reviewed weekly
during the “At Risk Meeting”, and Monthly during
aA.

On 4 Z 2 I{Zﬂ 2,‘_’2 all staff
responsible for medication administration were

in-serviced utilizing the Guidelines for completing
the medication skills checklist and applicable
facility policies referenced. Focus was placed
upon triple checking the order versus the MAR to
ensure you are following the six rights of
medication administration. All qualified staff
responsible for medication administration will be
observed passing medications by a RN over the
next 90 days. Additional training needs identified
will be addressed.

The RCC, SCC and DRC are respansible for the
oversight of medication administration.
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