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~There was an order dated 06/04/21 to consult on O W . S w2
physical therapy {PT) due to poor posture, poor e “He Cose -~
balance and upper extremity weakness. \b s | %eraej Pro-
~There was no documentation Resident #3 was 3‘{5 :
o= O YT B
evaluated by physical therapy. : 6\' > WL
Interview with Resident #3 on 08/17/21 at
10:23am revealed:
-He used oxygen sometimes due to shorthess of
breath,
-He used g walker because he could not get
around without i.

=He thought he had pneumonia becauss he was
"coughing up stuff * and felt bad for the last few |
days. .

| Observation of Resldent #3 on 08/18/21 at
| 1:30pm revesled:
| HewasUsing a walker To wak down he hallway.
-He was leaning over the walker and moving
slowly.

Interview with Resident #3 on 08/18/21 at 1:30pm

revoalad:

-Staff brought lunch 1o his room because he did
I not feel like gelting out of bed and going to the
dining room.
=He did not get out of bed earlier for breakfast.
-He requested PT at one time but sinca he naver
hesrd anything about il he assumed it was never
ordered.

Interviow with the Resldent Care Coordinator
(RCC) on 08/18/21 at 3:26pm ravealed;

~She was respansible for processing orders and
following up as needed.

-She had called the agency who provided PT
services for the facility to obtain evaluation and
therapy notes because she could not locate any
in Resident #3's record.
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Telephone interview with a local home heaith
agency on 08/19/21 at 8:57am revealed;

-They provided PT services to residents at the
facility.

-They received the order for PT services for
Residant #3 on 06/07/21.

-They received a call on 08/18/21 requesling PT
records an Resident #3 and they wers unable to
locate where Resident #3 had been treated afiar
the 06/07/21 order was processed,

-They informed the facliity on 08/18/21 that they
had "overlooked” the order and never freated
Resident #3.

Telephone interview with Resident #3's Nurse
Practitioner (NP) on 08/18/21 at 11:00am
revealed:

Ol B a1 4] L et e il e
weakness with the hope that it would rebuild his
strength.

Nesidant #2 was wask, ofien refussd o lsave his
room, was less active than before he had COVID
and was not as engaged in the community as he
had been previously.

-He had pneumonia muttiple times in the past few

months and it may have bean due to his

reductlon in activity.

| -Resident #3 also thought PT would be beneficial

| ms he would receive strengthening exercises,
~Resident #3 would have bensfitad from PTIf it

| had been started after the 06/04/21 order was

| written.

| -She received reparts fram the facility after orders
were completed.

-She was informed on 08/18/21 that the PT onder

had been overlocked and PT had never besn
| infiated.

| Telaphone interview with the RCC on 08/19/21 at

D273
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12:57pm rovealed:
-She received a calt from the home heslth agency
on 08/18/21 reporting the PT order had been

| overlooked,
-She never followed-up after she contacted the
. agency to inform them of the PT consult.
! ~The PT order "fell through the eracks®,
~The facility did not have any system in place to
; ‘ ensure orders were completed.
-The only way she knew an order was complefed
i was when she received the report,
: -When she received a report she sent it to the NP !
and then filad a copy of the report in the
! resident's record.
1 ~If she never received a roport, there was no
! process in place to alert her to look into it.
[
| Telephone interview with the Administrator on i
——— 0882 at 2:38pmrevealeat, —— = e i
-She was unaware a PT order for Resident #3
had been overlocked untll the RCC toid her on I
oer1es21,
-She did not think there was any specific process
in place to ensure orders were completad.
-Tha RCC was responsible for ensuring orders
were processed and compleied.

The facility failed to ensure Resldent #3 was
evaluated and treated by physicel therapy after a
consult was written by the Nurse Practitioner due
I to resident weakness, refusal to leave his room
with reduced activity and engagement In the
community. This failure resulted in the
i continuation of reduced activity, was defrimentai
' to the health of the resident and constitutes a
Type B Violalion,

{ The facility provided & plan of protaection In !
: accordance with G.S. 131D-34 on 08/18/21 for
; | this violation.

Division of Health Sarvice Regulation
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CORRECTION DATE FOR THE TYPE B '
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[ . X
D 358 10A NCAC 13F .1004(a) Medication D 358 The Coxe coordi roder 18} i|7—i
Administration o W\ o Au & o w |
10A NCAG 13F .1004 Medication Administration ot w.u:h‘\‘ . of o\
{a) An adult care home shall assure that the t" et Les 1< u.)\*\’h preson
preparation and administration of medications, gl oS . .
prescription and non-prescription, and treatments e cod \ do\d oo
by staff are in accordance with: Phrechor 3-?“ ' g ““‘"‘\ﬁ
(1) orders by a licensed prescribing practitiener oy 46 QVSCUS
which are maintained in the resident's record; and W Wi e Core |
(2) rules in this Section and the facility's policies M,\o&or{; o.hd e~
| and procedures. A c‘\{nign} T reahx
This Rule is not met as evidenced by: = oA ‘_, ] B
Based on observations, interviews, and record @ The. Aeen (‘)\\"\-:_ l ' lu
reviews, the facility failed to ensure medications ceR v aa | |e
were available for administration for 3 of § i A o ol
sampled residents (Resident #1, #2, and #4) D"‘F
related to an eye drop used for allergles (#1), a Tedhs . .
aream used for incontinence care (#2), and a
| medicatlon used fo increase appetite (#4). _r (ove- Q,wrc\nm:lﬂf'
@ \he" . rnedicodion ID\“L\
The findings ase: W 2 et on !
. : 2%
_ iy sa o @oes !
Review of the facility's policy on Medication Ao . \5 VoSt .
Management dated 07/2020 revealad: L
-The facllity was responsible for ensuring
medication ardoers were processed and
implamentad based on physician orders.
-Madlcation Cart Audits are completed to ensure
medications are in the community and available
for administration.
-Medication Cart Audits are campleted every
Wadnasday,
Diviston of Haalth Sarvice Regulation
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1. Review of Resldent #4's current FL-2 dated
01/14/21 revealed dlagnoses Included dementia,

hypothytoldism, hypertension, and
hyperlipidemia.

Review of & Progress Note for Resident #4 dated

07108/21 revealed a physician's ordsr for

Remeron (used to increasse appetite and improve

mood) 15mg take half of a tablet at bedtims.

Review of Resldent #4's July 2021 electrenic
Medication Administration Record (sMAR)
revealed:

-There was & computer-generated entry far
Remeron 15mg take % tablet at bedtime
scheduled to administer at 8:00pm dally.
-Remeren 16mg half tablet at bedtime was

- HoTUMEntad a8 adminisieat orod dally af BiUOpm

from 07/09/21 to 07/31/21 except on 07/14/21
documented as refused.

Review of Resident #4's August 2021 eMAR
revealed:

-There was a computer-generated antry for
Remeroh 15myg take % tablet at bedtime
scheduled to administer at 8:00pm daily.

Remeron 18mg teke half tablst at bedtime was

documented as administered daily at 8:00pm
daily from 08/01/21 to 08/16/21.

Observation of medication on hand on 08/17/21

at 3:15pm revealed Remeron 16mg was not
avallable to administer to Resident #4.

Telsphone interview with pharmacy technician
from Resldent #4's pharmacy on 08/17/21 at
3:33pm revealed:;

-Remeron 15mg was filled today (08/17/21) and

07115/21, 07119/24, and 07/20/21 where it was

D 358

STATE FORM
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was ready to be picked up at the pharmacy.
-Remeron 15mg was last filled on 07/09/21 for a
30-day supply.

«The pharmacy did not make deliveries to the
facility.

Telephone interview with the responsible person
for Resident #4 on 08/17/21 at 3:42pm revealed:
-~The facllity was rasponsible for calling in
medlcations to the pharmacy for Resldent #4.
-A medicafion aide (MA) or the Speclal Care
Coordinatar (SCC} would call and let her know If
she needed fo pick up a medication for Resident
.
~The facility had cailed her a few minutes before
this conversation to iet her know there was &
madication for Resident #4 at the pharmacy that
| was ready to pick up.
Slie was nhol abla 10 go pick up Ihe medication
today (0B/17421).

Interview with a MA on 08/17/21 at 4:22pm
revealed:

-Resident #4 had all medications avallable to
administer when she last worked on (08/15/21,
-Either & MA or the SCC was responsible for
calling in madications to Resldent #4's phamiacy
when the medications neadad to be refilled.
-Either a MA or the 8CC was responsible for

pharmacy and bring them to the facllity.

interview with a second MA on 08/19/2 at
12:56pm revealed:

-The SCC was respaonsible for processing new
mediication otders.

-The MAs were responsible for contacting the
pharmacy for Resident #4 when she needed
medications refilled.

caliing Rasldent #4's responsible person to let her
know she needed 1o pick up medicatlong from the

Division of Heallh Service Reguiation
STATE FORM
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-Madication carts wers audited weekly.

-The MA was responsible for prinfing the eMAR
| for each resident and camparing It to the
medication cart to make sure all medications
were available for administration,

Interview with the SCC on 08/18/21 at 11:1 0am
revealed:

-She called Resident #4's responsible person on
0B/17/21 to let her know Resident #4 was out of
Remeron and it was ready to be picked up at the
pharmacy.

-The responsible parson sald she would pick up
the medication and deliver it to the pharmacy,

i -Resident #4 was still out of Remeron and did not
| receive the scheduled dose on 08/17/21.

| ~She did not know why the responsible person did
not bring the medication to the Tacility.
-If the medication &id not gel defiverad 1o The
facility then thay "sometimes” borow It from
another resident,

~She thought the Remeron was prescribed to
Resident #4 10 treat dementia related bshaviors. |

Telephone intsrview with the facility’s contracted
Nurse Practitioner (NP} an 08/19/21 at 11:00am
revealed:

-Resident #4 was prescribed Remeron becsuse
she was losing weight.

-Resident #4 sfarted losing weight over the past
several months,

-The Remeron was used to increase Resident
#4's appetlte to prevent further weight loss,
-Resldert #4 was at an increased risk for
continued weight loss and increased woakness If
she was not administerad the medication as !
prescribad, |

Interview with the Administrator on 08/18/21 at
12:00pm revealed:

Diviston of Health Service Regulation
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-The SCC was responsible for madication cart
audits weekly and requssting refills for
medications that were low, expired, or missing
from the cart. |
-The last medication cart audit was completed
tast week but she did not know the date.

: -She did not know why the Remeron for Resldent
##4 was missing from the medication cart. [
i -The MA's were responsible for relaying to the
i SCC when a medication was needed so the SCC l
could request a medication refill from the |

phammacy.

| | Raview of Resident #4's record revealed weight
; { was documented ag 1150 tbs on 06/12/21, 141 lbs
on 07/07/21, and 118 los on 08/10/21.

Based on observations, interviews, and record
reviews, Fesident ¥4 was not Interviewable.

2. Review of Resident #1's current FL-2 dated
03/28/21 revealed diagnoses inciuded
Alzhelmer's, depression, chronic kidney dispase |
stage 3, cerebrovascular accident, congestive |
heart fallure, and dysphagia,

Review of a physician’s order dated 03/28/21
revealed 8 medication order for azelastine aye
drops (used to treat itching eyes caused by
allergtes) 0.05% Instlll 1 drop in each eye twice
daily at B:00am and 2:00pm.

Observation of Resident #1 on 08/17/21 at
9:46am revealed:

-Sho was sitting in & recliner chair with the feet
reclined and pillows propped around her on both
sides.

-Her eyes and eyelids were bright red, and eyes
ware watary,

-She was unable to convarse.

Division of Health Servica Regulation

STATE FORM UB3B41 If continuation shest 8 of 20




To: +19197339379

H
i

Page: 11 of 21

| _Division of Health Service Regulation

2021-08-20 10:42:55 EDT

18283576123

PRINTED: 09/10/2021
FORM APPROVED

i STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(X1) PROVIDER/SUPPLIER/CUIA
DENTIFICATION NUMBER:

HALO6101¢

{2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

08/20/2021

NAME OF PROVIDER CR SUPPLIER

MITCHELL HOUSE

SPRLUCE BINE, N 2R7TY

STREET ADDRESS, CITY, STATE, ZIF CODE
13681 HWY 226 SOUTH

Ay I
TAG

PREFIX '

SULMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST EE PRECEDED BY FULL
REGULATORY OR. LSC IDENTIFYING INFORMATION)

[1+]
PREFIX
TAG

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

DEFICIENCY)

(M6}
COMPLETE
DATE

D358

i

Continued From page @

Review of Resident #1's July 2021 electronic
MedIcatlion Administration Record (eMAR)
revealad;

| -There was a computer-generated entry for

arelastine drops 0.05% instill 1 drop both eyes
twice daily.

-Azglastine eye drops 0.05% were documented
as administered iwice daily at 8:00am and
8:00pm from 07/01/21 through 07/31/24.

Review of Resident #1°s August 2021 eMAR
revealed:

-There was a computer-generated entry for
azelastine drops 0.06% instill 1 drop both eyes
twice daily.

~Azelasting eye drops 0.05% were documented

: az administered twice daily at 8:00am and

: B:00pm Trom BWTFET Hirough D&V 2T and al

8:00am on 08/17/214,

QObservation of Resident #1's madications on
hiand on 08/17/21 at 4:20pm revealed azslastine
eye drops 0.05% were not available for
atministration.

Interview with a medication aide (MA} on

| 08/17/21 at 4:20pm revealed:
| -Azelastine eye drops were adminlstered to
| Resident #1 this morning (08/1 7/21) at 8:00am by

the first shift MA. .
-She did not know why the betite of azelastine
eye drops for Resident #1 were missing from the
medication cart.

Telephone Interview with a representative from

| the facliity’s contracted pharmacy for Resident #1

on 08/18/21 at 9:31am revealed:
-Azelastine sye drops 0.05% was last dispensed
on 08/17/21 after a request for refill was faxed by

D 358
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the facility on 08/17721.

«The pravious dispense date for azeiastine eya
drops was completed on 06/19/21 and would
have lasted for 28 days if the eye drops were
administered as ordered.

<Rasident #1 had missed 29 days of
administration of azelastine eye drops,
-Azelastine eye drops 0.05% were not on a cycle
fill and must be requested by the facllity to be
dizpensad,

Telephane interview with a second MA on
08/19/21 at 12:52pm revealed:

-She last administered azelastine eye drops to
Resident #1 on 08/15/21,

-There were "at least 2 or 3 more doses” of
Resident #1's azelastine aye drops available for
| administration on 08/15/21,

Telephone interview with the Special Cara
Coordinator {SCC) on 08/19/21 at 1:03pmi
revealed:

-She had administered azelastine eye drops fo
Resident #1 on 08/06/21, 08/08/21, and 08/12/21.
-She did not know why Resident #1's azelastine
aye drops wers Inlssing from the medicafion cart
and net available for administration on 08/17/21.
-She was responsible for the medication cart

| audit weskly and requested refills from the

| pharmacy when a medication was low or about ta
explre.

<She did not know if azelastine eye drops for
Rasident #1 had been requested to be dispsnsed
by the pharmacy.

-Sha could not find & refill request faxed to the
pharmacy for azelastine eye drops for Resident
#1.

MA's were rasponaible for requesting refills for
medications from the phammacy when a

medication was low or ran out.

Division of Healih Service Regutalion
STATE, FORM
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Talsphone interview with the Administrator on
08/19/21 at 1:16pm revealed:
~She did not know how the MA's were
administering azelastine eye drops to Resident #1
from 07/18/21 through 08/17/21 when the last
dispensad eye drops would have run out on
07117121,
~A medication cart audit was completed weekly by
the SCC and any medications needing refilled,
expired, or missitg from the cart were reordered.
-8he did nat know if the MA's or SCC had
requested a refill from the pharmacy for Resident
#1's azelastine eya drops since the last dispense
date on 06/19/21.
-The facility faxed a refill request for Resident
#1's azelastine eye drops to the pharmacy on
1 0817721 when found not available for
administration,
~The pharmacy dispensad Resident #1's
azelastine eye drops on 08/17/21 and deliverad
them to the facility.

| Based on observations, interviews, and record
| reviews, It was determined Resident #1 was not
Interviewable,

Attempted telephione interview with Resldent #1's
Primary Care Provider (PCP) on 08/19/21 at
11:45am was unsuccessiul,

3. Review of Resident #2's curtent FL-2 dated
10/22/20 revealed:

-Diagnoses includad schizophrenia-paranold
{ype, dementia, and hypothyroidism.
-Ineontinent of bowel and bladder,

' Review of a physiclan's order dated 03/25/21
19VECIoU afl VU T 4 RIUH AU 1o ausiug s
j cream {used to treat redness, swelling,

D 368
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itching or frritation.

Review of Resident #2's July 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was a computer-ganerated entry for
triamcinolone acetonide cream apply to rash
twice daily as needad for itching or irritation.
~There was no documentation fiamcinolone
acetonide cream was administered.

Review of Resident #2's August 2021 eMAR
revaslad:

-There was a computer-ganerated entry for
triamcinolone aceatonide cream apply to rash
twice daily as needead for itching or irritation.
-There was no documentation triamcinolone
acstonide cream was administered.

Observation of Resident #2's medications on
hand on 08/18/21 at 10:567am rovealed

! for adminlstration.

Interview with a medication aide {MA) on
08/18/21 at 10:57am revealed:
-She did not know why Resident #2's

medication cart.

cream on Resldent #2.
Resident #2 was inconfinent of bows! and

was aware of.

Interview with the Special Care Coordinator
(SCC) on 08/18/21 at 11:25am revesled:
-She did not know why Resident #2's

inflammation, and itching skin caused by various
conditions) apaly to rash twice daily as needed for

1 trlameinolene acetonide cream was not avaitable

tiamcinclone acetonide cream was not on the

-She had never used the frlamcinolone acetonide

bladder but did not have any skin Issues that she

Divislon of Heatth Service Regutation
STATE FORM
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triamclnotone acstonide cream was not available
| for administration.
-She would call the Nurse Practitioner (NP) to get
a discontinue order for the tdamcinolonse

acetonlde cream for Resident #2 since it was not
on the medication cart.
| -Resldent #2 would not allow the trlamclnoloha |
acetonids cream to be applied.
-She: was responsible for completing a
medication cart audit weekly and did not realize
Resident #2's triamcinolone acetonide cream was
not available,
-Herself and the MA's ware responsible for
requesting medication refills from the pharmacy
when the medications were low, expired, or
unavailable,
-She had not requested a medication refill from
the pharmacy for Resident #2's triamcinolone
acetonide cream, T

Intervisw with the Administrator on 08/18/21 at
12:00pm revealed:

| ~The SCC was responsible for medication cart
audits waeldy and to request refills for
meadications that were low, expired, or missing
from the cart.

-The last medication cart audit was completed
last week but she did not know the date.

~She did not know why the tiamcinolone
acetonide cream for Resident #2 was missing
from the medication cait,

-The MA's were responsible for relaying fo the
SCC when a medication was needed so the SCC
could request a medication refill from the

pharmacy.

Telephone interview with a representativa from
the faclilly's contracted pharmacy on 08/49/21 at
| 8:31am revealed:
| -The tHamcinolone acetonide cream for Resident
Division of Heatth Servics Regulation
STATE FORM L UaseH 1 conlinuation sheal 14 oi 20
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| #2 was last dispensed on 04/30/20. : |
<Tha trlamecinolong acetonide cream was noton o

cycle fill and a refill must be requested by the

facility.

-The pharmacy had not raceived a refill request

for Resident #2's triamcinolons acetonide cream.

Telephone Interview with Resident #2's NP on

08/19/21 at 11:00am revealed:

-She did not know why she had ordered

triamcinolone acetonide cream on 03/25/21 for

Resident #2.

! -She may have ordered Resident #2

: | triamcinalone acetonide cream for a rash caused
by Resldent #2's incontinence and rafusal to

change her under garments.

-She did not know if the facillty had ever applied

the triamcinolone acetonide cream to Resldent _ N

P TH#2, —== —— ]

-Resident #2 refused her ordered medications,

-The facility had not previously contacted her for a

discontinue madication order for Resident #2's

triameinolone acatonide cream.

Based on observations, interviews, and record
reviews, It waa determined Resident #2 was not
interviewable,

i | Attempted telephone interview with Resldent #2's |
: responsible parson on 08/19/21 at 9:15am was
unsuccessful.

D 367, 10A NCAC 13F .1004(j) Medication D 367
Administration

10A NCGAC 13F .1004 Medication Administration |
{i} The resident's medication administration
record (MAR) shall be accurate and includa the ‘

following:

b bmon a8t Il i tlevn P ror sfom s n —
CASIARIT W § TN | AL T IR VR IULAR T
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! administration record (MAR).
]

This Rule is not met as evidencad by: readi\ wia\»\&— .

Based on observafions, record reviews, and 3

interviews, the facility failed to ensure the |
accuracy of the electronic Medication

| Administration Record (eMAR) for 1 of 6 sampled

residents (Resident #1),

The findings are:

| Revlew of Resident #1's current FL-2 dated
03/28/21 revealed diagnoses Included
Alzheimer's, depression, chronic kidney disease
stage 3, cerebrovascular aceident, congestive
heart fallure, and dysphagla.

Review of a physlcian's order dated 03/28/21
| revealed a medication order for azelasiine eye
! drops (used to treat itching eves caused by
| allergles} 0.05% instill 1 drop in each sye twice
! daily at 9:00am and 9:00pm.
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D367 Continued From page 15 0367 ({5 The. Cove. Coordinater ol
{1) resident's name; c-"hd"‘d' & FY=8 RN e — }pl I{ZJ‘
{2) name of the medication or treatment order: N'\d Wi . . Ll
(3) sirength and dosage or quantity of medication | meried .-..:3_. caHoms, L
| administered; | Medicadione i e card
{4) Instructions for administering the medication wsill be. eonmpored with
or treatment; MAR
{5) reason or justification for the administration of e ' l
medications or treatments as needed (PRN) and . oliizl
documenting the resulling effect on the resident; tri ) Ned Teche lj‘"“\ £l ok wl
{6} date and time of administration: ) o‘g 5\,\\{3‘}: \’P_pbt’t
{7} documentation of any omilsslon of N ) E The -
t medications or trealments and the reasan for the on eacin st J
 omission, Including refusals; and, Y" £ vl be si\JU\
+ {8) name or initials of the perscn administering . M‘d \:,_S ok o
| the medication or treatment. If initials aro used, a and et A -
: signature equivalent to those initials Is to be QA‘_ e Cpog-al\'\d?r and
; documented and maintained with the medication ) Superwsdt In -

| Geag el |
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1 8:00pm from 07/01/21 through 07/31/21,

Observation of Rasldent #1 on 08/17/21 at
9:45am revealed:

-She was sitting in & recliner chalr with the feet
reclined and pillows propped around her on both
sides.

-Her eyes and eyelids were bright red, and eyes
weare watery.

-She was unable fo converse.

Review of Resident #1's July 2021 electronic
Medication Administration Recard (eMAR)

! rovealed:
i ~There was a computer-generated entry for

azelastine drops 0.05% instilt 1 drop both eyes
twice daily.

-Azelastine eye drops 0.05% were documented
as administered twice daily at 8:00am and

Review of Resident #1's August 2021 eMAR
revealed:

-There was a computer-generated entry for
azelastine drops 0.05% instill 1 drop both eyes
twice daily.

-Azalastine eye drops 0.05% were documented
as administered twice daily at 8:00am and
8:00pm from 08/04/21 through 08/16/21 and at
8:00am on 08/17/21.

Observation of Resldent #1's medications on
hangd on 08/17/21 at 4:20pm revealed azelastine
eye draps 0.05% ware not avaliable for
administration.

Interview with & medication aide (MA) on
08/17/21 at 4:20pm revealed:

-Azolastine sys drops were administered to
Resldent #1 this morning (0B/17/21) at 8:00arm by
ancther firgt-shift MA,

Division of Health Service Regulation
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-She did not know why the bottle of azelastine
| eye drops for Resident #1 were missing from the
medication cart.

Telephone Interview with a representative from
 the facility's contracted pharmaey for Resident #1
on 08/19/21 at :31am revealed:

-Azelastine sye drops 0.06% was last dispansed
on 08/17/21 after a request for rofill was faxed by
the facility on 08/17/21,

~The previous dispense data for azelastine eye
drops was completed on 06/19/21 and would
have lasted for 28 days if the eye drops were
administered as ordered.

~Resident #1 would have missed 29 days of

: administration of ezelastine eye drops if the eye
drops were administered as ordared,

-Azolastine aye drops 0.05% were not on a cycle

fill and must be reguested by the fadiiity to be
dispensed.

Telephone interview with a second MA on
08/19/21 at 12:52pm revealed:

-She last adminlstered azelastine aye drops to
Resident #1 on 08/15/24.

-There were “at least 2 or 3 more doses” of
Resldent #1's azelastine eye drops available for
administration on §8/15/21.

Telophone interview with the Speclal Cara
Coordinator (SCC) on 08/19/21 at 1:03pm
revealed:

-She had administered azelastine aye drops to
Reslident #1 on 08/06/21, 08/08/21, and 08/12/21.
<She did not know why Resldent #1's azelastine
eye drops were missing from the medication cart
and not availabie for administration.

-She was responsible for the medication cart
audit weekly and requested refills from the
pharmacy when a medication was low or about to

Division cf Health Service Regulation
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usast

if continustion shest 18 of 20



To: +19197339379 Page: 20 of 21 2021-09-20 10:42:55 EDT 18283576123 From: Mitchell House
PRINTED: 69/10/2021
! FORM APPROVED
! Divislon of Health Service Renulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED

HALDG1011 B. WING 0812012021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
13681 HWY 226 SOUTH
OUSE
MITCHELL H SPRUGE PINE, NG 28777
o | SUMMARY STATEMENT OF DEFICIENCIES ; o FROVIDER'S PLAN OF CORRECTION o5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) H TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i ! DEFICIENCY]
D 367 | Continued From page 18 D 367

explre.

-She did not know If azelastine eye drops for
Resident #1 had been requested to be dispensed
by the phanmacy since the last dispense date of
| 0619721,

i -Bhe could not find a reflll request faxed to the

| pharmacy for azslastine eys drops for Resident
| #1.

| MA's were responsible for requesting refills for
medications from the pharmacy when a
medication was low or ran out,

; Telephene interview with the Administrator on

- 08/19/21 at 1:16pm revealed:

, “She did not know how the MA's were

; administering azelastine eye drops to Resident #1

i from 07/18/21 through 08/17/21 when the last

! dispensad aye drops would have run out on
~ 1 O717/21 if administered as ordered.
-A medication cart audit was completed weekly by
the SCC and any medications needing refifled,
expired, or missing from the cart were reordsred.
-She did not know if the MA's or SCC had
requested a refill from the pharmacy for Resident
#1's azelastine eye drops since the last dispense
date on 06/19/21.
~The facility faxed a refill request for Resident
#1's azelastine eye drops ta the pharmacy on
08117121 when found not available for
administration.
-The pharmacy dispensed Resident #1's
azelastine eye drops on 08/17/21 and dslivered
| them to the Tacllliy.

Based on observations, interviews, and recerd
raviews, it was determined Resident #1 was not
interviewable.

Aftempted telephone interview with Resident #1's
Primary Care Provider {(PCP} on 08/19/21 st

Divislon of Health Service Regulation
STATE FORM
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D 387

Continued From page 19
11:45am was unsuceessfiyl,

D912 G.8. 131D-21(2) Declaration of Residents' Rights

G.8. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To recelve care and services which are
adequate, appropriate, and in compliance with
refevant federal and state laws and rules and
regulations,

{ This Rule Is not met as evidenced by:

! Based an observatlons, interviews and record

| reviews, the facllity failed to snsure all residents

* recsived care and services which were adequate,
] appropriate and In compliance with relevant

i federal and state laws and rules and regulations

D 387

D912

A shoff will ke
immediately redined on

, ralated to heath care reforral,

The findings are:

f Based on observations, record reviews and

’ inferviews the facllity failed to ensure referral to

i meet the acute heslthcare needs for 1 of 3

| sampled residents (#3) who had an order for

| physical therapy. [Refer to Tag 273 10A NCAC
13F .0802(b) Health Care (Type B Violation).]
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