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[ IIIIID'II Inifial Carmmeants {C D0ay
The Adult Care Licensure Seclion conducied an |
oW O7/28/21-07/28121,
Ll Sl i Reference to: C147
CA4T 13G 0408 Other Staff C 147
Lﬁgﬁn:ﬁ uasEIn In order to prevent deficiency
and provide better care for
10ANCAC 136G 0406 Other Staff Qualifications residents
{a) Each staff person of a family care home Management of facility held a
:;?’M R meeting to resolve ongoing
Ve f Crimang raur n
acordance with 6.8, 114-18,10 and G.S. problems. ala7/21
131D-40¢ There were miscommunication
|Froks s 16 ot ik s ekl B and information was not deliver
Eased on intendews aod recand feviaws, the properly what paperwork is valid
facility failed to ensure 2 of 3 sampled staff (Staf or not for rehired personal,
& and Staff B) had a eriminal background chack [
comgleled upon hire. The issue was resolved,
management was instructed.
The findings ara:
Manager of ility will
1, Review of Staff A's, Supervisor-In-Charge anager of the facility
(SIC) personnel record revealed: require to get all new paperwork |
TFivare wle nié Fire dists etad for S, including criminal record and
“There was no documentalion & criminal others and report to
backgrourd check had been complebed, administrator upon completion.
-Thera was o decumentation of a signesd
e Administrator would be monitor
Interview with the SIC on 07/28/21 at 1:52pm all paperwork for new personal
rancslod: for completion after each hiring.
-She was rehired by the faclity as s SIC around
| March 2021,
=S did not remamber § she signed conssnt for
a orimindal I:u_mkgnunl:l chack whan she was
rehirad.
-Sha did not ramesmber if & eriminal background
check was complstad wihen she was rehired.
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Telaphone interviaw with the facility's Banager an
O7i2aid 1 at 2:61pm revealsd Siaf A worked at
the facility ﬁr\mriuu.sly arid was tehired an
413021,

| Riter 1o the elephone nterview with the facility's
Manager on OT2W21 st 2:51pm.

Rafar 1o the interaes with thesAdminisirator on
072821 al 1:28pm,

2. Review of Stall B's Supenisar-in-Charge
parsonnal fecord revealed:
Staff B was rehired by the fecifity on 0511521,

-There was no documarbation @ criminal
hackiponngd chack was rompleted,

| ~There was no documentation of a signed
consant for a criminal background check,

| Refar to tha telaphone mtarview wilh (he faciity's
Managear on OT/ZE021 at 2:51pm,

Refar (o e Interview with the Administrator on
072821 at 1:28pm,

Telephone imbervies with the faciily's Manager on
OTiEei21 al 2:67pm revealed:

-Hewae raaponsibla Tor engsurng crimenal
background checks were completed whan stafl
Cowere hired.

| -He did not know-a background check needad to
be completed for statl who previously worked for
the faciiity and were mbirad,

Intereleny with the Administrator on 0728027 al
1:28pm revaaled the Taclity's Mansgear was
rasponedle for ensuring criminal background
checks were complated batore staff staried
working at the facility.
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C 248 10A NCAC 13G .0002{h) Health Care G 204
' Reference to: C 246
10A NCAC 136G 0002 Health Cara
‘:; m:; FUNNN i s etz ey risecde and provide better care for
’ residents
This Rule i nol mel as avidenced by: Management of facility held a
Based on observations, intendews, and record meeting to resolve ongoing
reviews, the facility failad to notify the pimary cara problems.
proveider (PCF) of medicaton refusals for 1 of 3
sampled residents (#3) wihe refused two nebulizer rig ,
sclenticng s “L :m A i Management of the facility failed
ot to notify the (primary care 9/07/21
provider) PCP after resident
| The findinga are: refused his medication,
Rvienr of Resident 35 curmnt FL4 datad 1. Manager requested to look |
Eﬁp’i’f‘ ’“ﬁﬁglﬂ;w il ”:k""';"ﬁ“' deeper attending nurse who
disordar. ' coming and checking
resident’s health care needs.
a, Review of Residant #3's current FL2 dated 2. Management held a
DB/2221 revealed thans was an order for meeting with a pharmacy
albutarol {wsad to pravent and freat whesezing, providing medications and we
difficudly Evesthireg, chiest lightness, and coughing ilngEU to monitor all
causad by lung diseases ) 0, 083% 2 Smal2ml
; medications thorough for
inhabe 1 vial via nebulizer twice a day, L =
presents in a facilities as well
| Interview with Resident #3 on 07/28/21 at 1:22pm as properly usage.
revealad 3. Manager will report to
| -He had stopped taking nebulizer traatments. administrator result of all
-He no longer had a nabulizer machina. checking,
-Ha-trm.ngntm NEDAEST MakENIne Wass in nes i :
dratiige: it W Hot e now: 4. Administrator/Manager will
-The nabulizar meuthpiece "got fopgy" so he be manitoring on monthly
stopped Lsing IL. basis if everything was
He felt "ok." checked and reported to PCP
H@ did not feel he needad the nabulizer as neadad,
D of Health Sanice Reguiaicn
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trestrmants.
-Ha denied having experiancad wheszing, |

shortneas of breath, or tightness in his chest
ginge having stopped the nebulizer treatmants.

Observalion of Resident #3's madications on
hand on OF 2821 at 2:30pm revesled thers wane
(B0 3l vigls of albularol Sulfate 0.0653% with a
dispansa date of 0T/ 13021,

Review of Resident £3's June 2021 Madication
Adminlstration Record (MAR) revealad:

=Thiare 'was an aniry for albutarol D0ETY wse 1
wial in nebulizer two lirmes a day schedulad for
8:00am and 8:00pm,

-The albuterod was documeanted ms administerad
fwice daily from 06121 to 06/30021.

Review of Reaident 3% July 2021 MAR revesaled:
=There was an eniry for albatersd 0085% wse 1
Wlalin natadizer lao irmes a day schaduled for
8:00am and 8:00pm..

-The eibutercl waes documented as administered
Twice daily Fram 0701727 to 0712721,

| Rawiew of & Nurses Mote dated 0772821
revealad:

“Resident #3 was refusing breatheng freatmenis
wia rabulizer,

“We nead to ses if we can get thess
disconbmsed.”

=Residant 8 primary cara provider (PGP} woda
an grger ko discontinue breathing reaiments.

Raview of Residant #3'a PGP ordor datod
OFfEdt revealed discontaee nebulzer and vae
metared dose Inhaler as nesded.

Irtervienw with the Supervisor-In-Charge (SHC)on
07128721 at 1:35pm revaaled:

Divisicn of Hoalth Senice Fegiation

STATE FORM o L4E&T I conirnandon shaet 400 41




PRENTED: 08162021

) FORM APPROVED
Divizlon of i ulation
STATEMENT OF DiF ICENCIES (X1} PROVDERMSLIPELERICL 2 MIULTIPLE SO THLIC TION K} BT SuURvEY
ANDFLAN OF GO ; : -
CORRECTION [DENTIFICATION NUMBER- A BLILENNG: COnEL i TED
. R-C
FOLIS1053 SeY D729 2021
HAKE OF PROVOER O SUPPLIER STREET ADOREESS, CITY, STATE. 1P CODE
LISA™S FAMILY CARE HOME W 2 PEFGE RN
FOREST CITY, NG 28043
AL D EUMMARY STATEMENT OF DEFICENCIES O PROVIDER'S PLAN OF CORRECTION [LLT
PHEFIK (RAGCH DEFICIENCY MUST BE PRECECED BY FLLL FREFE {EACH CORRECTIVE ACTION-SHOULD BE CONPLETE
A REGLILATORY OR LEC IDENTIFYING SEORMATIRN) T CROES-REFERENCED 10 THE RPPROFRIATE LATE
DEFICIENGY)
C246 | Conlinued From page 4 G 246
-Resident #3 had been refising his nebulizar
treatmenia.
-The residant told her he did no longer needed

1ha albutarol nedizer reatments.,
~3hia had never given him a nebulizar traaiment.

Intendew with the Adminlstrator on 0726021 at
| 1:87pm revealad:

-He knéw Residant #3 had not bean taking tha
albuierol nebulizer freatrments,

-The staff was supposed 10 gel an arder 1o
discontinue the nebulizes treatmants.

Interviaw with tha Administrator an 07/2821 at
2:56pm revealed Resident #3 had refused his
nesulzer Ireaiments for 3 1o 4 months,

Irtarview with the SIC on 0728021 at 8:26am
ravealed:

-Ragidaen| #3 had been refusing in mke his
nebulizer treatmenls of albuleno),

-Tha rasident did nod wani io lake the nebulizer
reatmants bacause they made him “lightneaded.”
-5ha had administered the resident's albutand
inhaler “one or two limes” because she coulkl
hear the resident was "out of breath.®

-3he had documanted the nebulizer treatmeants of
albuterol &5 adminiztered an the MARs avan
though she had nol sdministered the
medications.

<Thar resident had a "smokers® cough, but she
had not observed nor had the resident repocted
expariencng wheezing and shoriness of braath,

Intersew with the faciity's Manager an DTE21
at &:08am revealed:
-Riesident #3 recaived nebulizer treatmeants of

albuberol wnlil labs April 2021,
-Rasident #3 had a nebulizer maching, but tha
nebulizer machine was misplaced during a mova

Division of Hoals Senics Reguialion
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Continued From page 5

frorm omne room o anather coom at the and of April
2021

-He showld have checked to aee it staff had found
the nebulizer machina,

=Hi did not notify the PCP the resident's nebulizer
machine had baen mispiaced and freaiments.
could nol be adminsterad,

It wias policy to notify the POP il @ resident
rafused a medication for 3 days.

-He: had not notified the PCP of Resident #3
refusals of albuteral nebulizer reatmants.

-He: had documentad adrminisierng the abudenl
o Hesident #3 on the MAR even though he had
nmal administerad the medicaliens 1o the residant
~The rasident had not reportad any probéems with
wheezing. shartness of breath, or other.
respiratory symploma since the resagent refusad
tha albuterol netadizer treatmants.

| =It was his responsibility 1o natify tha PoP

concerning medication refusels.

Attempted telaphone Interiew with Residant #3's
PCP on OTI2B/21 at 1:55pm.and 07129421 a1
19;17am Was unsuccesshd,

b. Review of Resident #3s curreni FL2 dabed
DERZ2R2T revesled there wag an onder for
ipratropiurn albuierol (used to halo cartral The
symploms of lung diseases ) 0.5mgl3mg inhaks 1
vial via nebulizer twice a day,

Interview with Resident 3 on 075821 at 1:22pm
revealed;

-Hee had stnpped teking pebulizer froatmands,

=He no kangar had & nebulizer machine.

-He thaught the asbulizar maching was in hi
diranwnar, bul it waa not thera now.

=The nebulizer mouthpiece “gol foggy® &0 he
stopped wsing It

| <Hi falt "ok.*
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=Ha did not fiesl he nesded the nebulizer
trealmants.

=Hn denied having experenced wheazing,
shortness of breath, or tightnesa & his chast
since having stopped the nebulizer reatments,

Obsereation of Resdent #3's medications on

hangd an OFA2E21 at 2:20pm revealed there wers
two boxes of (60) 3ml vials ipratroplum aibuteno
with a dispense datss of 06/21/21 and 0719721,

Revigw of Resident #2's June 2021 Medication
Administration Fecord [MAR ) revealed:

=Thina was an aniry for pratrogéem albuteral
infialz 1 vial in nebullzer two fimes & day
schedubed for BiODam and B.00pm,

=The ipratfoplum albiulemnl was documnented as
administensd twice dally from DEX121 1o
DE7A0f21,

- Review of Residen] #3's July 2021 MAR rayoalad:
| <There was an eniry for ipratropium albutersl

| infhale 1 vial i nebulizer teo times 8 day

| schedulad for 8:00am and B:00pm,

=The ipratropium aloicterod was docwmented &3
adminstered twica daily from 0707721 fo

COTRTR.

Review of a Nursas Note cated 072821
revemied

-Resldent #3 was rafosing breathing treatments
via nebulizer.

-*WWe need to see if we can g these
discantinuad.?

-Resident 3 primary care provider (PCF) wrals
an arder o discontinue Drepthing treatmenis.

Raview of Resident #3's PCP arder dated
OT20:21 revealed disconfinue nebulizer and usa
matersd dosa inhaler a8 needead,
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Interview with the Supervisor-In-Charge (S1C) on

OFI2B21 at 1:36pm revealed:

-Resident #3 had been refusing his nebulizer
treatimenls,

~The resident told her he did ne longer neadad
ihe Ipratropium albuterol rebulizer reslments.
=&ha had never givan him & nebulizer treatmant,

Eriterview with the SAdrinistratos on 0728121 al
1:57pm revealad:

-He knaw Resident #3 had not besn taking tha
iprafropium albuterol nebulizer treatmants,
-The staff was supposed to gat an order 1o
discontinue the nebulizer treatmends,

Indarsieny with the Administrador on 0712821 at
Z.550m revealed Resident #3 had refused his
nebulizer treatments for 3 fo 4 months.

Interiew with tha SI1C on OT/2804 at A:26am
révaalsd:

| -Rasident #3 had been refusing to take his
nebalizer eatments of ipratrogdum albutaral,
|-=Tha rasident did not want to fake the nebullzer
treatmants becsuse they made him Tightheadsd ®
«Bha had adminkstered the resident's albuterol
inhaler *one ar wo limes" because ahe could
hear the resident was "oul of breath®

-She hed documaentad the nebulzer trestmants of
ipratroplum albuterol &8 sdministemd on the
MARs avan though she had not administerad the
medeabons.

-The.resident had 8 “armokers® cough, bul shea
had not chgared v had the resident reponied
expariencing wheszing and shortness of braath,

_: Inbarview with the faclify’s Manages on 07535721
[ &t d0garm revealed:
| Resident #3 received nebulizer treatments of

Divisioes of Hanhh Ssnvce Reglabon
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ipratroplurn albutencd until fate Agrl 2021,
“Resigent #3 had a nebulizer maching, but the
nebukzer machine was migplaced during s maove
fram ane room to ancther reom at the end ol April
2021,

=He should have checked to see if staff nad faund
the nebulizer maching.

=Fe Qid not nonTy e SUF the resident’s nabulizer
maching hed baan misplaced and traatmends

| could not be administered,

-He had documented administaring the
ipratroplum aftaterod b Resident #3 on the MAR
evan though he hed nol administered the
medications ta the resident

-The regldent had not reported any problems with
wieszing, shortness of breath, ar oiher
respaatony symploms since the resident refused
the ipratropium albuterol ireatments,

=It was his respansibility fo notify the PCP
canoerming madication refusals,

Altempted lalephons intandew with Resdant #3's
PCP on O7/28/21 at 1:55pm and 0712321 at
11:1 fam was unsuccassiul,

. Review of Resident #3's current FL2 dated
06/22/21 revealed there was an order for Flovent
imhaler jused to reduce airvay mflammation)
110meg 1 puff twice a day,

Inteervinw with Reskienl 83 on 0728121 ai 1:22pm
| revealed:

| -He had stopped taking Flovent treatmants,
-Hie denead having expedenced wheezing,
eharingss of braath, or tighinose in hio cheat

sinca having stopgsd the Flovent trestment,

Observation of Residant #3's medications on
hand on 0F28/21 at 2:20pm revealad thers was
ane unapaned box with one Flovent HEA 110meq
Ciovisian af Heslth Sersics Reguizion
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inhaler with a dispense date of 0572421, [

Raview of Resident #3's June 2021 Medlcation
Adminletration Record (MAR) revoaled:

-There was an entry lor Flovent 110mcg 1 puff
two times a day scheduled for 8:00am and

B 00gm.

Thae Frarvenl was documenied ss sdminisiered
twice daily from OBM1/21 b 0630521,

Review of Resident #3's July 2021 MAR revealsd:
-There was an entry for Flovant 110mcg 1 puff
two fimes a day scheduled for 8:00am and
B:00pm,

~Tha Flovent was documented a5 administered
twica daily from 070121 to OT/2721.

interview wilh the Supervisor-In-Charge (SIG) on
OTI28/21 at 1:35pm revealad:

-Resident i3 had been refusing his Flovant.
-The rasident toki her ha did no longer needed
e Fiovent.

Interyview with the SI1C an OT/2W21 &t B:25am
revaglad:

=The resident had baen refising his Flovend
inhalar,

-She had adminlstered the residents albutenod
inkler "one of twa imes" because she could
hear the resident was “out of breath.”

=Shis had documented the Flovant as
adgministersd on the MARS even though she had
| not agdministered the medication.

- -The resident had a "smokers® cough, but she
had not obaanad nar had the resident repartad
experiencing wheezing and shoriness af breath,

Intarviaw with the: facility's Manager on 07720024
al 9:08am revealed
=In April 2021, Residant 23 told hm the Flovent

Civision of Henllh Sersice Reg et
STATE FORM L] Lafini2 of contnurton ahast 80 gl dt
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mide him feal dizry and he did not like to take
the medication.

-He told the resident they would speak 1o the
prirany care provider (PCP) about his concarms
at hls Jung 2021 appoinirmesnl.

-He bacame aware the rasident continued 1o
refuse the Flovent inhaler this past weskend
(OTIEHET), )
-The slaff had not reported to Bim the resident
confinued ta refuse the Flovend, 2o he had nat
cordacied the PGP 1o get the order discantingsd
-He had planned o confact Resident #3's PCP an
07/26/21 to get the order discontinued, but he

had failed to do 50 because he was busy with
other resident care neseds,

=He had documentad administering the Flovent to
Fesiidant #3 on ne MAH even though he had not {
administerad the madicalion to the resident

=it was policy to notify the PCP #a residant
refused a medication for 3 days,

-He had nof notified the PCP of Resident #3'
rafusals af the Fiovant.

-Resident 83 had & "smokers cough.®

-The resident had not reported any prablams with
wheazing, shorness of breath, or other
respiratory symphoms since the resident refused
the Flowent,

it was his responsibility to notify the PCP
cancaming madication refisals,

Attempled telephone interview with Residant £3
PCF on 072821 at 1:55pm and 0772921 &

T:Mam was unsuccesshl,

{6 7308 10A NCAC 130 ,1004(a) Medication 1S 33n)
' Adminlstratian

104 MCAC 136 1004 Medscation Administrabon
{a) Afsmily care home shall assure that the

Division of Health Sendos Rogulston
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and procedures.

This Rula ki not met as avidenced by

Based on obeervations, interviews. and recard
raviews, the Tacility fadled to-administer
madications as ordared by a licensad practitianar
for 1 of 3 sampied residents {Rasidanl #3} mlated
to medications used to prevent and treat
wheazing, difficully breathing, chest tightness,
and cough,

The findings are:

Review of Resident 835 current FL2 dated
06/22(21 revealed diagnoses inclded dementia,
bipolar disorder, and schizotypal personaliy
disardar.

&, Review of Resident #3's FL2 dated 0672274
revealed there was an order for albuternl {usad to
prevent and treat wheezing, difficulty breathing,
chest lighiness, and eaughing caused by lung
dizseagses] 0.083% 2.5mgf3md Inhale 1 vial via
nebulizer twice a day,

Interyview with Resident #3 on 072821 al 1:Z&2pm
navaabed:

-He had stopped laking nehullzer resiments.

“Ha no [onger had a nebullzer maching,

i -He thought the nebulizer machine was in his

drawer, bul if was not thare now,
=The nebulizer mouthpeece “got foggy" so he
sloppead using |1,

problams.

As an outcome of this meeting
it was found:

Management of the facility
fail to monitor and control self-
administer medication since it
probably was not emphasize
strong enough during training
of the personal,

1. Manager requested to look
deeper attending nurse who

health care needs.
with a pharmacy providing

monitor all medications
thorough for presents in a
facilities as well as properly
usage,

3. Manager will report to
administrator result of all
checking.

4. Administrator/Manager will

everything was checked and
reported to PCP as needed.

coming and checking resident’s
2. Management held a meeting

medications and we agreed to

monitoring on monthly basis if

galth Senica Regulation SO AR
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AND PLAN OF CORRECTION II'.IEHHFH:ATID:I rfmnﬁuu G e
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preparation and administration of medications, Reference to: C330
preseription and non-prscription snd treaimants In order to prevent deficiency
by staff ane in accordancs with: and provide better care for
(1) arders by & licensed prascribing practitioner residents
Which are maintained in the resident's record; and Management of facility held a
12) nules in this Section and the facility's policies meeting to resolve angoing 9/07/21

be
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-He denind having experionced wheering,
‘shortness of braath, or tightness in his chess
gince having stopped the nebulizer treatments,

Imferaie witly e Supersor-In-Cnarge- | 50 on
728021 &L 1:35pm revealed:

-Resident #3 had baen refusing his nebullzer
trealmenis.

~The reaident told har he no longer needed the
nebilizar traaiments,

-Zha had never given him & nebulizer ireatmaent.

Cb=ervation of Regident #3's medications on
hand on OF 281 at 2:20pm revealed:
=Thare wera B0 3ml visls of albuterol sulfate
0.083% with a dispenae date of 071321,
=Thare were no olhar booes of albutendl,

Reviaw of Resident #3's June 2021 Medication
Admmistration Record (MAR) revealed:

~Thifs was an entry for albuwtersd 00835 wea 1
vial in nebulzer two limes a day schadulad for
8:00am and B:00pm.

~The altwderol was documentad as sdminstered
bwice daily from 0801421 to Q60021

Review of Resident #3' July 2021 MAR revealad:
~There was an entry for albulerol 0.0B3% wse 1
wial in nebulizer two times a day sehadulad for
B:00am and B:D0pm.,

The albuteral was documentad & adminktened
bwice daily from 0701/21 1o 0727024

Interview with the Administrator on 07891 ot
1:57pm revaglad!

| -Ha knew Resident #3 had not been taking the
alx.rten:d nabulizer freatments.
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-He fedl "ok."
-He did mot fesl he needed tha nebulizar
reatmenis;
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-Tha siaff was supposad 1o gat the ordar
diseantinueed.

Intarview with the Admmistrator on 07728721 at
2:55pm revealed Resident #3 had refused his
albuteral nebedizer treaiment for 3 o £ months.

Interview with the 81 on OTIZ21 ard2sam
revisalad:

-Residant #3 had bean refusing to take his
albuteral retadizer treatrmants.

~The resident did nat want to take the nebuzer
treatments because thay made him "lightheaded *
“5hs had documentad the albiderl &5
administered on the MARS svan thowgh she had
not administersd the medication,

=Tz rusident Nad a “smokers” catgh, bul she
had not obsarved nor had the sesident reported
expangncing wheszing and shoriness of braath,

Interview with the faciity’s Manager on 07/28/21
at 3:08am revealad:

-Resident #3 recalved nebulizer reatmants untl
labes April 20321,

-Risident #3 had a nebulizer maching, but the.
nebulizer machine was misplaced during & move
from one room to another room at the end of April
2021,

-The albusterol was not administersd beginning in
late April 2021, bacause the resident began
refused the nebullzer treatament.

| -The resident told him the nebulizer medications
made him fegl "dizry

=He had decumented adminislening the amedaml
o Regident #3 on tha MAR sven though he had
not administerad the medicetion to he residans,

Review of Resident #3's Nursas Mobe dated

QTF2821 revealed:
| *The resident was refusing breathing treatments
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via nebyllzar,
-“Wa nead to 2ee i we can'gel thesa
discaontinyed.”

~Resident #3's primary care pravider (PGP wiote
&N order to discontinue breathing traatments.

Review of Resident #3% PGP order dated
OFERET revealed discontinue mebulizer and nss
metered dose inhaler as meeded.

Telaphone interview with the facility's contracied
phammacy on 072821 at 3:08pm revealed:

-Tha kst prescription for albuternd 0.083% 1 2m|
wvial In nabulizer two times a day was dalod
D327,

-They dispensed 60 vials of albutersl on D5/24/21,
DBI214T, and O,

-A box of 60 vials was & 30-day supply,

Attempted lalaphons intandew with Resident #1's
PCP on O7/28/21 at 1:55pm and 07/29/21 at
11:11 am was unsuccessiul.

b, Reviaw of Resident #3's FL2 dated 01/08/24
revaled an order for ipratropium albuters] (used
to help control the symptoms of lung diseases)
0.5mg3amg Inhale 1 vial via nebullzer twice a day.

Review of Regidant #3'%s FL2 dated 06/22/24
ravealed there was an onder for ioratroplum
albuteral 0.5mgf3mg inhale 1 vial via nebulizar
twice a day.

Otservation of Resident #3's medications on
hand on OT/2821 at 2°20pm ravealed thers wara
i boves of 60 3mi vials ipratropium albulerl
with & dispense dates of 08/21/21 and 07/19/21.

Interview with Resident #3 on 0728721 at 1-22pm
revealkad:

Diviion of Haslih Sorsice Foguiaton
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Caonlinuad From page 15

=He had stopped faking nebulizer treatmants,
-He no longer had a nebulizar machine.

- -He thougit the nebullzer machine was in his
dravwar, but i was nod thare now,

-The nebulizer mouthpéece “got foagy” so he
slopped Lsing i,

-He fedf "ok "

=Ha did mol e he neadad the nebulizer
freatmeaants,

-He denied having expaniencad wheezing,
shoriness of breath, or tightness In his cheat
sinca having stopped tha nebulirer treatments.

Intarview with the Supervisor-In-Charge (SIC) on
077321 at 1:35m revealed:

-Resident #3 had been refusing nis nebulizer
IrEatmEnts.

=Tha resident told her he ne langar neadad the
nebulizar reatmeanis,

-Bhe had never given him a nebulizer treatment.

Review of Resident #3's Juns 2021 Madication
Administration Fecord (MAR]} revealbs::

=There was an entry for iprafroplurm afbutercl
inhase 1 vial in nebulizer two timos a day
echedubed for B:00am and 8:00pm.

-The ipratropium aibulerol was documented as
adminsterad twice dally from 0601721 to
OE302T .

' -There was an eniry for ipratropium abuterol
infrabe 1 vial In nebullzer hwo timas a day

schedubed for &:00am and A:00pm.
~The ipratropiurs albvisro] was documanied as

adrinisterad twice dally from 07001721 to
Q2T

Interview with the Administrator on 07728721 at
| L5Tpm revaaled:

Review of Resident 3% July 2021 MAR revealed:

{C 330)
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-Ha knew Resident #3 had not been taking the
Ipratropium albutenal nebulizer restmants,
-The siaff was supposed to get the order
dEscontinesd,

Irterview with the Administrator.on 0728021 at
£:35pm ravesied Resident #3 had refused his
albutercd igrabiopiurm nebullzer eatmant for 2 o
4 mantha,

Irterview with the SIC an 07/2921 at 8:28am
revealed;

-Riesident 83 had bean refusing to teke his
neblizer freatments,

~The residant did nat want to take the nebulizer
treatments bacause they mada him “lightheaded.*
=5he had docemandad the Ipratropium albuterol
as administered on he MARS even though sha
had nat adrrinisterad the medication:

-The resident had a "smokers” cough, buf she
had net ghsarvad nor had the resident reporbad
axpanencing wheezing and shodness of braath,

Interview with the fac@ily’s Manager an 0772521
at 8-09am revealed:

-Resident 3 recaived nabulizer traatments until
bater Apedl 2021.

-Resident #3 had a nebulizar maching, bt the
nebulizer machine was misplaced during 2 move
from one room to another at the and of April
2021.

=The ipratropium albuterol was not administerad
beginning in kete Apeil 2021, bacauss the resident

refused it

-The residant kaid him the nebulizer madicstions
mada: him feel “dizzy.”

He had documented administaring the
Iprafroplum afbatercs] o Residant £3 on tha MAR
aven though he had not adminstened tha
redication to the rasident,
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Review of a Nurses Maote dated 07/28/21
revaalad:

-The resident wae refusing breathing treatments
via nabulizar.

-"Wa nead to sen f wa can ged these
discontinused,”

Fosident #'s primary ware provider (PCP) wrots
an order o discontinue breathing treatments,

Reviewof Resident #3's PCP order dated
OTRAH21 revealed discontinue nebulzer and use
matered dosa inhaler as needsd,

Telephone interview with tha facilitys eontractad
pharmacy an 07/28/21 at 3:08pm revealed:

=T lasl prescrplion Tof ipratropiurm alasdernc
0.5mg/2mg Inhale 1 vial twice a day was dated
D240,

=They dispensed 60 vials of ipratropium albulecal
on (662421, DE21/21, and 07H B2,

-A Box of B0 vials was a 30-day supply.

Altempted telephone interview with Resident #3's
PCPon 07728721 at 1:55pm and OT/2921 at
T1:Mam was unsuceessiul,

C. Reviow of Resident #3's FL2 dalad D622
rvealad there was an order far Flavent HEA
(used to reduce airway inflammaltion) 110mog 1
puff po balce & day.

Intervisw with Rasident #3 on 07/28/21 al 1:22pm
revealad:

-Ha had stopeesd taking Flovant treatmants.

-He denied having experlsnced whaszing,
shortnase of breath, or tighiness in his chest
sinca having slopped the Flovent eatment;

| Observabion of Residant #3's madicationg on
Divinkon of Henllh Baries Fegusson
HTNTESTEM . L4612 Yol bl 18 o8 &
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Continued From page 18

hand an OT/28/21 at 1:100m revealsd:

~Thare was one unopenad box with one Flovent
HFA 110micsg inhalsr.

-The: label directions were inhale 1 puff two tmes
& day with a dispense date of 05/24/21.

Interviaw with the Supernvisor-in-Charge (SIC) on
UT28i2 at 1:35pm revealed:

=554 did nol administer Resident #3's Floven
HFA 85 it was ordemd,

-Rusident #3 told het he did not need the Flavent,

Feview of Resldant #3's June 2021 Medication
Adminéstration Recond (MAR) revesled:

-Theare was an entry for Flovent HFA 110meg
inhale 1 puff two times a day scheduled for
B:00am and 8:00pm, )

-The Flovent wae documented as administerad
twice daily from DBADT21 1o OR/3021.

Review of Resident #3's July 2021 MAR revealod:
=Thare was an entry for Flovant HEA 110meg
inhale 1 puff bwo mes a.day scheadubed for
B:00am and &:00pm,

-The Flavent was documentsd as administersd
bwice daily from O7/D1/21 to 0727121,

Telephone intarview with the facility's contracted
pharmacy on 07428721 al 3:08pm revealed;

=Thia last preacription for Flovent 110meg Inhale 1
pult bwo times a day was dated 04/27/20,

{ -One Inhaler was a 80-day supply with 120 sprays

| In each inhaber,

=4 Flowvent inhalee was dispensed io Resident #3
on OB and OFf G099

Interdigw with the Adminisicator an 072821 at
1:57pm reveslad;

=@ ke Riesident #3 hiad not bean taking tha
Flzvant inhaber as ordered,

{c 330}

Ditson of et Sarvics Faguiaion

ETATE FORM

LAGa12

T oonbriaben ahaad THOl A%




PRINTED:; 0g/662021

) FORM APPROVED
Divlzion of ey
STATEMENT OF BEFIENCIES (¥1] PROVIDERSLUPPLIERITLLA Py MULTIPLL CONETRLICTION (X3} DATE SLEYEY
AMD PLAN OF CORRECTHON IDENTFICATION NLINEIER: COMPLETED
A, BLILDING:
R-C
FCLO81053 ki 07/28/2021
MANE {OF PROVIOER OR SUPPLIER STREET ADDREEE. CITY, STATE, 2P COOE
141 EOX RUN
LISA'S FAMILY CARE HOME # 2
FOREST CITY, NG 28043
(44 o SUMMARY STATEMENT OF DEFICENCIES in PROVIDER'S PLAY OF CORRECTION | m
PREFEX |FACH DEFICIEMGY MUST 0E PRECEDED By FPuLL PREFIx AESDH CORRSCTAE ACTION SH0LILD BE CONFLETE
TAG AEGLUATORY R LEC IDENTIFYTRG IMFCRMATION) TaG GROSS-REFEAEMGED TO THE AFFROPRIATE [ E
DEFICIEMCY)
{C 330} Continued From pags 18 {C 330}

The staff were supposad to gat an order ko
discontinue the Flovant.

Intarview with the Adminisirater on 0772824 a
2:58pm revealed Resident £1 had refused his
Flowvent for 3 104 rmonths.

Interview with T SIC an 07729021 at8:25am
rewealed:

-Bhe had documentsd the Flovent as
administered on the MARS even though she had
nol administerad the: medicafion.

-The resident had a "smokers® cough, but sha
hed nod obaerved naor had the resident repoded
expariencing wheezing and shortness of breath.

Interviaw with thi tacilily’s Manager on 07725021
at S:089am revealéd

=in April 2021, Resident £3 told him the Flovent
rade him foal dizzy and he did not like 1o take

the medication.

-He told the resident thay would speak to the PCP
about his concenms at his June 2071 appostiment.
=Ha bacame awane tha msident continued io
réfusa the Flovent inhaler his past weeakend
{07r24/21).

-The staff had not raported 1o him e residant
cantimeed to refuse the Flovent, so he had not
contacted the PCP 1o get the order discondinuad.
=He had planned ta contact Resident #3's PCP on
OT2611 to get the arder disconlinued, but ha

had failed to do 5o becauss he was busy with
olfwer resident care nesds,

Attermplod telephone inferndew with Boasidont #3's
PGP on GFR268/21 at 1:56pm and 07/20/21 at
H:11am was unseccassivl,

Divasion of Health Bervice Fepaanon
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Eisposndl. ©32 | Reference to: C342
382 104 NCAC 136, 1004() Madication G342
Administration In order to prevent deficiency
10A NCAC 136 1004 Medicstion Adminlstration and pmwde o F care for
(i} The resident's madization adminiatration residents -
record (MAR) shall be accurgls and nclude the Management of facility held a
following: | meeting to resolve ongoing
(1) resident’'s nanmsa; problems.
[2) name of the rmedication or treatment order, -~ y
| {3) strength and dosage or quantity of Management of the Facility fail
| medication adminlstered:; to ensure to control self-
{4} Ingtrugtions for adminisiering the medication administer medication due to not 9/07/21
of treatmuant; sufficient training and emphasis
i) reason of |ustification for the administration of an job priority that is wh
medications or treatmants as needed (PRN) and id P h'f f 4
dncumenting the resulting effsct on the resident: residents rights for proper
(t5) dste 8nd me of dminiskratin: managements medication was
(T) documentstion of any emission of violated.
madications or ireatments and the reason for tha
omission, Incleding refusals; and
(8) name or indials of the person adminigtering ’ ThE management Fa”
lhe medication or treatment, If initials are used, visiting nurse to provide
signature eguivalent to those initials & to ba additional training as well as
| documented and maintained with the medication management explained again
| administration record (MARL of importance to follow all the
rules in a policy.
Thig Rule is not met as evidonoed by:
Based on observations, Intendews and record
resiews the facility failed to ensure tho medication
administration record (MAR) was atourate for 2
af 3 sampled residents (Residents #2 and #3)
related o accurale documentation of
adminskaton of medinatinns o neal
srhizanhrania (#2) and dacumansdation of
adminigtration of Inhakation medication o prevant
and irmat wheazing, dificully bresthing, chest
lightness, and cowgh (#3),
The findings arm;
Davisian af Heslth Service Regasacn
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1. Review of Recident #3's current FL2 dated

DE222Y revealed diagnoses included demestia,

bigalar disorder, and echizotypel pe iy 1. Manager requested to look

dianrder, deeper attending nurse who

coming and checking
a. Review of Residant #1's FL2 dated 01/08/21 resident’s health care needs.
revealad &N ofger Tof albulerol [used to prevant 2. Management held a

and real wheszing, difficulty breathing, chest
Hgmnuﬁ. and coughing cawsed by lung
diseases) 0.083% 2.5mg3ml inhale 1 vial via

. meeting with a pharmacy
providing medications and

nebulizer twice a day. we agreed to monitor all
medications thorough for
Review of Resident #3's FL2 dated 06/22/21 presents in a facilities as well
revealed there was an ordar for albutercl 0.083% as properly usage,
2:5maf3ml induade 1 '.r!d via nebolizer wice & day. 3 Mgnager ?,Ir.;ill r:l_Epnrt b g"f.ﬂ?"le
Interview with Resident 3 on 07728721 &t 1:22pm admlqlstralﬂr result of all
revealed: _ checking.
-He had stopped Laking nebulizer trealments, 4. Administrator/Manager will
-He fait “ok." be monitoring on monthly
-He did nol feel he neaded the nebulizer basis if everything was
reatments. checked and reported to PCP
-He denied having experienced wheezing, as needed.

shoringsa of braath, or tightness in his chost
gince having slopped the nebulizer reatmaniz,

Interview with the Supenvisor-In-Charge (SIC) on
0728121 at 1:35pm revealed:

-Resident #3 had been refusing hiz nebulizar
freatmanta.

-She had never given him a nebulizer reairment,

Review of Resident #3's June 2021 Medication
Admintrtraban Recond (MAR) revaalad:

-There was an enlry for slbutersl 0.063% use 1
vial in nebullzer two leres a day scheduyled for
B:00am and 8:00pm.

=Tha albuteral wae decumesnbed as adminlstarad
bwice dally from DEAD121 1o 0630021,

Civraion of Healh Seraos Faguision
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=There wers o documented refusals of the
albuksral,

Feview of Resident #3's July 2021 MAR revealed:
-There was an eniry for albutencd 0.083% usea 1
vial In nebullzer twio imes a day scheduled for
l_i:ﬂr.'.lam ard 8:.00pm,

-ihe albuterol was decumanted as administerad
twice dally frare 0701521 Lo OTI2TI21,

=There wese no documented ralusals of the
albirtard,

Dibservation of Residant #3's medicafions on
hand on 072821 st 2:20pm revealed:
~Thars wans 60 3mi viais of albuterol sulfate
0.083% avasilable.

-The label amount dispensed was 180m| (G0
vigla3mil per vial) on 0711921,

~There ware no ather boxes of albuterol.

Interview with the Adminsirater on 0728021 af
Z:55pm revealed Resident #3 had refused his
altwrierol nebullzer treatmant for 3 to 4 months,

| Interview with the SIC on 072021 at 8:25am
revaaled;

Resident #3 had refused to take his albulerol
nebulizer reaimants,

-The resident did nof wanl ko ke thi nebalzar
treatments because they made him lightheaded.”
-She had documented the albuland as
adminisierad on the MARs ewan though she had
not administered the medicetion.

trtardiaw with the freilinda Manager on 0720029
at S=00am revaalad:

-Reaidant #3 had a nebulizer maching, but tha
nabulizar maching was misplaced during a move
from one room to another soom gt i end of Apl |
2021. |
Divisaon of Henhh Servce Reguaton
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-The albuteral was ot sdministered Baginning in

lale April 2021, becauss the resident refussd if,
<The resident toéd him the nebulizer medications
mada him feal “dizzy."

-He had documented administering the albular
o Resident #3 on thie MAR even though he had
ol edmindstered the madication fo the residen.
-Hiz sxpactation was stall would decurmenl the
MAREe with an "R" an the ront whan a medicathon
was refused and document the resson on the
back of the MAR,

b. Review of Resident #2's FL2 dabed 01//06/29
revealed an crder for ipralropsem albutenol (used
to hiep control the symptoma of lung diseases)
0.5mo/3mg infale 1 vial via nebulizer twice a day.

Review of Resldent #3's FL2 dated 0B/Z2721
revesled thara was an order for ipratroplum
albubarol (.5mgflmg inhale 1 vlal via nebulizer
bwice a day,

Infervieny with Residant #3 on O7728/21 at 1:2%0om
renveahid;

-Ha had stopped laking mebulizer treatments.
=M fel "ok."

=i did nod feal he needed the nebulizer
Ireatmants,

-He denied having experienced whoezing,
shoriness of breath, or ightness n his chest
since having stopped the nabulizer treatments,

Interview with the Supervisor-In-Charnge (S1C) on
OITRA al 1-350m reveslad:
JHacidart #3 s B rafumng hin nelbulizer

treatmants.
| <5he had never given him a nebullzer treatment.

Raview of Resident #3%a June 202 Madicatian
Administration Recard (MAR) renveabed;

Division of Henllh Service Regaeson
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Conlinued From page 24

~Thare was an entry for ipratropism albubensl
Inhale 1 vial In nebulizer two times a day
scheduled for B:00am and &00pm,

=The ipratropium albutersl was documanted as
administered hwice daily from 08101721 1o
DEAET,

~There were no dacumanted refusats of the
ipratrapium sloutercl. o

Review of Residant #3's July 2021 MAR revealed;
-There wag an entry Tor ipratropium albuteral
inhala 1 vial in nebwlizer twa fimes a day
scheduled for 3:00am and B:00pm.

=The ipratropium afbulerol was documented as
admanistered twica daily from O70121 10
07T,

=There ware no documended refusals of tho
ipratropium albulend,

Otaeration of Resident #3's medications on
hand on 072821 at 2:20pm revesied;

-Thers were twia boxes of 60 3mil vials
ipratropium albwteral with 3 dispense datas of
OB/21721 and OF 21,

—The kel amount dispensed was 180ml (60
vigls/3md par vial) on DBM21521 and on 079521,

Intarview with the Administrator on 072824 at
2:55pm revealed Resident #3 had relused his
albunenal ipralropiem nebullzer treatment for 3o
4 months.

Interview with the 510 on 07120021 af 8:25am
revealed:

Hasidant #3 had baan rafuslng to lake hin
nebulizar reatments.

=The reshdent did nof wand 1o take the rebulizer
freaimenis becausa fhey made him Mighthaadad
-Eha had documantad tha Ipratropium albulercl
a5 adminstened on e MARS sven though she

G342
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Cantmued From page 25
had nat adminieterad the medication:

Enterelew with the facility's Manager an 072021
at 9:08am ravasled:

-Résident #3 recalwed nebulizer treatmants untll
late April 2021,

-Resident #3 had a nebullzer machine, but the
nebulizer machese was misglaced during a move
from ceve roam (o another room at the end of Apdl

| A2,

=Tha ipratropiom albuterol was ol administered
Baginning in late April 2021, because the reskdent

| madused .

=The resident told him the nebullzer medications
miade him feal “dery”

-He had documented administering the
ipratroplurm afulerod to Resident %3 on the MAR
even though he had not administerad the
medication to the residant,

«His axpactation was stafl would docwemand the
MARs with an "R" cn the front when & medication
was refuzed and dosurment the reason on the
back af tha MAR.

c. Raview of Resident #3's FL2 dated 06/22/21
revealed there was an order for Flovent HFA,
(used to reduce airway inflammation) 110meg 1
puff po bavice a day.

Interviaw wilth Resident #3 on 072821 &t 1:230m
renviealad:

=He had stopped 1aking Flovent treslments.

=He dienled having experisnced wheazing,

shorinees of breath, or tightness n his chesl
ginas having stoppad the Flovant traabmoaesl

Observation of Residan) #3's madications on

| o on OTAZBEZT at 1:10pm revealed:

~There was o unapened box with one Flovent
HF& 110meg inhaler nside the box.

o342
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Confinued From page 26

-The label direclions wers inhale 1 puff twa fimes

o day with 3 dispanasa dale of 0524/21.

Interview with the Supendsor-in-Charge {SIC)
OT/2821 at 1:35pm nevealed:

-She dic not administer Resident #3's Flovent
HFA a3 il was ordered.

| -Rasinent .3 14d Ner e ded not nasd the Flovent.

Review of Resldent #3% June 2029 Medicaton

Administration Record (MAR) revealed:
~Thare was an entry for Flovent HFA 110mcg
inkaie 1 puff o times a day scheduled for
8:00am and B;:pm.

=Tha Flovent was documented &5 edministensd

twice dasly from OB/01/21 to DB/3021.
~There wera no documented refusals of the
Fravant,

Faview of Residant #3's July 2021 MAR revealad:

~Thera was an entry for Flovent HFEA 110meg
inhale 1 g bwo imes a day scheduled for
B:00am and &:00pm.

«Tha Floant was documeantad as adminiziarod

twica daily from O7807/21 to 072721,

| =There were no documented refusals of the
| Florvant.

| Talephons infendew with the facilily's contracted

phamacy on 072821 at 3:08pm reveabed:

=The kasl prescription for Flovent 110mog inhale 1

puff bao timnes 8 day was datsd 27020,

| -Ome inhater was a B0-day supply with 120 sprays

in each inhaber,
-& Flovant Inhaler was dispansed to. Rosidont
o 05024521 and OTHHE1,

Interviow with the Adminkastrator on 072821 at
2-55pm revealed Resident #3 had refused his

Flovent for 3 to 4 manths.
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Conlinued From page 27

Irtepvieny with the SIC on 0728021 at 8:25am
fovaaled she had documsantad the Flovend as
administerad on the MARS evan though she had
not administered the medicabon,

Interview with the faciity's Manager on 0728721
af 8 0880 revaudlad:

-in Aprll 2021, Residant #3 told him the Flovent
made him feel dizzy and he did not like o lake
1he: meadlication.

-He became aware the resident continued 1o
refuse the Flovant inhaler this past weskend
{OTi2az1).

-The staff had not reported te hirm thi resident
contireed o refuse the Flovent, 50 he head not
CONUCed i primary care providger (PCP) o pet
the crder discontinued,

-He had plannad to contact Resident #3' primary
care providar (PCPan 0726521 to get the order
discontinued, but he had falled to do so because
he was busy with other resident cane needs.

-He had documanted administering the Flovant to
Reaident #3 on the MAR even though he had not

| administered the medication to the resigent,
| -His expectation was staff would document the

MARs with an *R* on the front when a medication
was refused and document the reason on the
back of the MAR,

2. Review of Rasidant #2's curmant FL2 dated
03431721 revesled:

=Diagnoses included schizophrenia and clozaping
haragy,

-Thara was an ordar fnr arpiprasels 20mg, one

| tablet daly.

| & Review of Rasident 82 primary care
| providar's (PCP) arder dated 07721121 peveabad:

~Aripiprazole 20myg was discontinuad.

C 342
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 Continued From page 28

-Thera was a new order for arpiprazole 10mg,
one tablet daily.

Review of Resident #2's July 2021 medication
administration recaord (MAR) revealed:

~There was an entry for anipiprazole 20mg ona
tablel dally &t B:00am.

-The medicalion was documentad a5
adminsstered from 070121 o 0728021,

Qbsarvation on O7/26/21 &l 11:15am of
| medicalions on hand for Reskdent #2 revealad the

| 3:00arm pil pouch contained aripiprazole 10rmg,
| o tablad,

Intervienw with the Supecviecr-In-Charge an
O7I28/21 at 11:35am revealed: B

«The box containing Resident #2's currant plll
POUCHES wWere on & 28-day fill cyce,

-When g resident's medications wera changed,
lie: change was typically made a4 the nexd fill
cycie, unless the changs nasded o be mada
imemediatahy.

=Thig pharmacy contacied the PGP o gat
approval to wait until the start of the new eyl o
directions to send immediataly.

| -Riesident #2's curment pill cycle began on

| DFI28121,

| -She did not change Resident #2's MAR to reflect
| the new aripiprazole dosage started o 072621,
| <From DF/26/21 bo 07/28/21 shi docurmentsd she
had administared aripiprazole 20mg, one et at
B:00am when she had adminlsterad arplprazole
10rng. one tabled at &:00am o Resident 43

-She showld hava changad Rasidant #2% MAR
when sha administersd the new dosage of
Rasidant 2's aripiprazols;

-3he was unsure why ahe did not change
Fesident 82 MAR,
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Fafer to tha intenview with the facility's Manager
an 07202 at 907 am.

Riefiar to the intervisw with the Admisistratar on
OT/2E21 at 3:40pm.

b, Feview of Resident #2's curren FLZ dated
033021 revealed there was an order for
clozaping 100mig, cne and ona-half tablol twica
diaiby.

Review of Resident #a PCP's arders dated
| 0712121 revaalad: ,
-Reskdant #2's dozapine 150mg was
distontinued.

-There was a new order for clozapine 300mg in
the morning and 150mg al badtima;

Review of Resident #2's July 2081 madication
administration record (MAR) revealed:

-Thigre was an eniry for clozapine 100mg ane and
ane-half tablet daily twice dady st 5:00am and
§:00pm.

~Tha medscation was documentad as
sdministered from 0704929 = 02821 g
&:00am.

Observadion on 02821 &t 111 6am of
medications en hand for Resident #2 ravealsd;
«The 8:00am pi pouch contained clozaping
100mag.

-The 8:00pm pill pouch contaimed clozapine
100mg, one and cra-hall lablets,

~There was eeparabs pill package sontaining
clezaping 200mg, one tahlel daily al B:00am fora
betal dose of dozaping 300mg af 8:00arm,

Intendew with the Sependasor-in-Changs on
QT332 at 11:35am revealed:
-The box containing Resident £2°%5 currant pill

Db of Hesllh Service Reguacn
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pouthes ware on a 28-day fill oycle. |
-When & residant's madications vwara changed,
the change was lypically made al the next fll
cycle, unless the changs needad to be made
irmmediately,

-The pharmacy contacied the PCP to gel
approval [0 wail until theatartof the new cycle o
QIreCtions ta send mmediately. o '
-Regident #2's cumment pill cycle bagan on
072621,

-Bhe had not changed Resident #2's MAR 1o
reflect the new clozapine order on 07/26(21,
-From 07/26/21 to 0726721 she documentad she
had administarsd tlozapine 150mg, twice daly
which was not accurats,

-5he should have changed Resident #2's MAR
when she administered the new dosage of
Residen #2's clozapine,

=She was unsure why ahe did not change
Resldent 35 MAR. |

Rafar in ihe interview with the fecillty's Managar
on 02921 at %:0Tam,

Fafars to the interdiew with the Adminisirator on
O7/28/21 at 3:40prn,

Inleru'mr the Facility's Manager on 0712029 af
B:07am revealod:

-He mxpected the SIC to change resident MARs
when necessary to sccurataly reflect any ordar

| changes by the provider,

«All 5ICE were trainad to compare the medication

with the: MAR and o confact him ar tha pharmaey
I there WaE & Giscrapancy.

-He expeciad rasident MARS 1o ba acourats,

Inkerview with the Adminisirator on 07/28/21 a1
Fa20pm revealed:
B Faulﬂry' SICs could make changes bo residant

Division of Heallh Sarvice Rep abon
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MARs whan they received a naw onder,
-The 310 was o comntact the facility's Manager
with any medicaton questians or concems.
*He Sxpected residant MARS.to be acourste: Reference to: C 612
CBIZ 1048 NCAC 1368 1701 (a) Infection Prevantion & 812
Control Program (temp) In order to prevent deficiency
104 NGAC 13G 1701 INFECTION ::S':: di?fﬂde HELEST Bl ST
FREVENTION AND COMTROL PROGRAK e
(&) When a communicable disease cutbreak has Management of facility held a
bieen idontifiad &t the taclty o thene is an meating with the personal Lo
emerging infectious disease resolve ongoing problems. 9/07/21
thraad, the faclly shall @nsurg implemantation of
tha facllity * & IPCP, related policies and
pri r{_ﬂ_m of puibiiahad P Even management numerous
puidance lssued by ths CDC; however, if time emphasized about
| guidance or directives specific to the importance following
communicable disease outbresk of CDC rules and infection
amarging infectious disease threet have been control policy in our facility
l;ﬂlﬂﬂ in wrl::u oy the NCDHES or logal heatth staff MA fail to follow rules of
apariment, the specific ) the facility.
e i M Re MGl b Staff MA received warning for
cility,
nat ta follow rules af the
facility.
Issues was conveyed to all
personal to
Follow Infection Control
Palicy.
Manager will be monitoring two
- Thiz Rula iz nor mar ar avidanoss By
Based on obasnsations, interviews, and recond gg::seﬁtrl'l_‘l?ﬂﬂth to ensure proper
rewiensa 1he facility falled to ensure
recommeandations and guidance by the Canters for screening log for all staff and
for Dissasa Control (CDC) and the Morth Caralina residents.
Departmant of Health and Huran Sarvices
[livizon of Healh Servics Reguiation
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(NCDHHS) were implemanted when oaring for &
resklents during the glshal Coronavirs
(COVID-18) pandemic as related to the screening
of visitors and staff not wearing required mask.

Tha findings are:

FEVIEW OT e UL guadelines dated 03/29/21 for
the prevantion angd spread of the Coronavinus
Dizeaga in long term care (LTC) faciifies
reveshad:

=A efrong infection prevention &nd controd
program is critical to protect both residents and
healthcane personnel;

-All essantial visiors should be screaned for the
presence of faver and symptoms of the virus
when entering the buiding,

-Heallhcare Personnel should always wear a
well-fiting facemask while thay are in the
healthcare facility.

Rewview of the NC DHHS guidedines dated
(5/05421 for the prevention and spraad of the
Caoronavirus Dsease in LTC faclities revealed:
-Recommended routine Infection prevantion
cantral (IPC) praclices during the COVID-18
pandemic inchude scresning averyons entering a
hsaltheara facility for signs and symptom of
COVID-19 by temperature checks, screening
questions, and obaanvations of signs and

| SYMpioms,
| -Egtablish a procass to ensure visitors entaring

the facility are assessed for aymploms of
COVID-18 and tnmparates wes checlkad.
-Proper visitor educalion on COVID-19 signs and
symptoms, infaclion eonirol precautions, and Use
of .a face covering or mask,

Rerlew of the facility’s Infection Control
{CONVID-12) policy dated 05/20020 revealad:

CE1Z
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-The palicy was dasigned 1o identify and reduce
the risk of soquiring and tranamitting infections
among residants, visiors, and heatthcare
Wiorkers,

-Vialtors will have thelr temperature checked
N Bnirance,

-Mzsks are provided (o siaff.

-Employses support residant sataty by adharing
to all policies and procedunes related to infaction
prevention, including slandard and
Iransmission-based pracautions.

a. Observation of 8 medicalion aide (MA) on
OFI28i21 &l 2.55am revealed she aflowed two
Surveyors Into the Tacility with no COVID-19
ECTESNNG O lemparature chicks.

Qbservation of the facility's COVID-19 straaning
logon OF/26/21 at 10:00am revealed:

-The séreaning log was lecaled on a diphosrd on
tha wall,

-The enlriss an the log were dated 020821 1o
E25121.

-The screening entries included a temperaiure
check, recent exposure screening, and symplom
BLTESING.

Interview with the MA an OT/28021 al B:25am
reveaied;

=\isibors were suppoSsed o have their
temperatures checked and I the lamperature was
100.0 degrees or graater, Uy were danied antry.
Misitors were supposed to be screensd fof recant
BXpOEUNe and sympbom screening upon ety
-Sha had forgotten to sereen the Surveyars upon
antry,

-She was responsible for screening visitors and
documenting thase screenings dunng her shift.

Interview with the facilty's Mansger an 07/28121

GElz
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al %:08am revealad:

=All vizitors were supposed to have thair
temperatura checked and be screened for recen |
expoEure and symploms of COVID-19,

=Stafl were expected 1o document visilar
lemparature chacks and scraening Information on
the-screening log lecated at the entrance to the
tacany, 1ol .

Intarview with the Administretor on 07/20/21 at
2:00pm revealnd the facility's Manager was
respongibie for ensuring staff ware acreening
visitors and documaenting it on the COVID-1%
screaning log.

b, Observation of a medication aide (MA) on
O7I28/21 at 9:55am ravealed the MA was not
u.marlng a facamask.

Intarview wilh one resident on O7/28/21 al 3:40pm
revesied staff wors masks "meost of tha time,”

Interview with & second resident on 07/23021 at
11:45am revesled stall wore masks “somadimes.”

Intervigw with the A on 07/29/21 at 8:25am
revealed:

-Stall were supposed lo wear a mask while thay
witrn inside the facility,

-Staff could remove the mask while in the office.
-She had forgotten to put her mask on after
leaving the office on the moming of 072614
when graeting the Surveyors at the front door.

=Tha Administrator had reminded-hor to put on &
mdsh wfrsa ho arbvesd on OFeaveE at 1001 aarm

88 She compiied,

Interviaw with the faciBty's Manager an 07/28021
ot 8:09am revealad:

-t was the facility's policy for staff to wear a face
ison of Haalh Servics Reguiaion

ETATE FORM b L48A1Z I errirnintion snnat 35 o d1




PRINTED: DaM Bf2021
FORM AFPROVED

STATEMENT OF DEFIZIENCIES

(%1} PROVIDERMUEFLIERITLIA {2} MLALTIPLE CONSTRUCTION W) DATE SLIRVEY
ARG FLAN OF CORRECTION :'

IDENTFICATION NUKBER: A BULDING: COMPLETED

R
FOLBE1053 B, W 072812021
MARE OF PROVIDER OR SUPFLER STREET ADDRESE, CITY, STATE, AP Co0n

141 FOX RUN

FOREST CITY, NG 28043

[} I SUMMARY ETATEMENT OF DESICIENCIES o | PROVIDER'S PLAN CF CORRECTION ey
PREFIY (EACH DEFICIERCY MUST BE PRECEDED Y FULL PREF [ (EACH CORMECTIVE ACTRON SHOLILD: e CONPLETE
TaS REGUIATORY OR LIC DENTIFYING INFORMATIIN) e CRIES-HEFERENCED TOTHE APRROFRIATE O8TE
DEFHENTY|

LISA'S FAMILY CARE HOME # 2

C 812 Continued From page 35 C 12

mask amyfime they were outside the office.
=Sialf warse expectod to wear a mask amytime &
resident or visitor camea Inte e office o speak
with tha giafi. )

-The slaff ware nol expecied 1o wear 8 mask

when they ware sating, drinking, or smoking.

Inbeeryiens wills U Admimisiretor on 0729527 a8
2:00pm revaaled the facility's Manager was
responsible for ensuring etaff were waaring
masks while inside the facility.

caasi G.5. § 1310-4.58 (b) ACH Medication o35 Reference to: C935

Aldes Training and Compatancy
In order to prevent deficiency

G.5. § 1310-4.58 (b) Adull Care Home and provide better care for
Ehison e residents " 9/07/21

' Management of facility held a
(b) Beginning Getober 1, 2013, an adult care meeting with the personal to
home I8 prohibited from allwing staff to perform resolve ongoing problems.
any unsupervised medication aide dutes unless
| that individual has previously worked as &
medicaticn aide during the previous 24 months in
At adull cam home o successfully compietad all
af the fallowing;
(1} A five-hour training program developed by the
Department that includes training and instruction
in all of the following:
a. The key principlas of medication
| edministration.
B The federal Centess lor Disease Contral and
Prevention gusdelines on infection controd and, if
appicable, gafs injootion proctices and
procedurss formonitoring of lesting in which
bleeding occurs or the potential for bleeding
auists.
[2) A clinkcal sk#ls avaivation conslstant with 104
HNCAC 13F 0503 and 104 NEAS 136 0503,

Erﬂm'ﬂ'l Fiealth Sarvics Faguksacn
STATE FORM = LaEA1R H cofiruaesn shpat 28 of 41




PRINTED: DB/ 612021

i3} Within &0 days from the data of hire, the
individual must have completad the fallowing:
a. An additional 10-hour training program
devalopad by the Department that inchedes
traingng and instruction in all of the following:

1. The key principtes of medication
administration.

2. The federal Cenless of Diseass Cantal ana
Prevantion guidedinas on infection conlral and, If
applicable, safe injection practices and
procedures for monitoring or besting in which
bieading oecurs or the potential for blesding
axlsls,

b An examination developad and administersd
by tha Division of Health Service Regulation in
accordance wilth subsection (o) of this section,

Thia Ruler 75 not met &= evidencad by:

Basad on interviews and record raviews, the
facility failed to ensure 1 of 3 sampled stall (Siaf
A} who administered medications had compisted

| the medication administralion competency

walidation clinical skilts chackist prior to
administaring medications and tha 5, 10, or 15
haur state approved madication sdministration
raining courses within 60 days of hire,

| Tha findings ara:

Review of Staft A's. Supervisor-in-Charge (SIC),
persannal recond revelsd:

=Thare was no hir date listed for Staff A

-Thire was documentation Staff A passed the
writhen medicetion aide examination on 02018020,
~Thers was documeniation Siaf A complsted a

| -hour medication administration training course

o 20420,

~Thers waa no documenation Staff A had
completed 10 addilioesal hours of 2 stale
Eppmvad madication adminiztration raining
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CE35 | Continued From page 35 Ca3s

C 935

Management of the facility
fail to ensure for all paperwork
stayed in organized matter and
all necessary training would be

provided. 9/07/21

Visiting nurse came and
provide 5 hr. training with
emphasis on all other outgoing
| issues

Manager of Lhe lacilily
would be monitaring all
paperwark for new personal
for completion after each
hiring and report to
administrator.

Administrator will be
checking all paperwork for
completeness on monthly
basis.

'Jn‘l-nm of Haakr Soarviin ﬂmuuu-.
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Cairaa,

-Thede was no documentation Stalf A completad
the medication adminkstralion competancy
validation clinical skills checkiist,

Review of a resident's Madication Acministration
Record (MAR) for Juna 2021 and July 2021
revealed Jar A dotumeanted adminislering
medacations,

Interview with the SIC on OTZB/21 at 1:52pm
revaalad:

=5he was rehired by the facility around March
2021.

-She passed medicalions to residents ragularly
gince she was rehired.

-She did mot cormplate a medication
adminzstration comgetency validelion dinical
shills checklist when she was rehired.

-She was unsure if sha complated 10 addifienal
houwrs of a state spproved medication
administration training coursa,

Telephone interview with tha faciity's Manager on
07221 at 2-51pm revealad:

-Staff & was rebired on (a1 3021,

| -He was responsibie for ensuring SICs completed
| the 5, 10, or 15 hour state approved madication
administration training courses prior Lo
administaring medications.

- was responsible for enswring the medication
adrinistration compatancy validation elinical
skills checklist was completed prior to a SIC
administering medicasions.

=He lvmeghl Staff & cosmpleed the raming anad
e chnigal skills checklist when shie was rehired.

Interviaw with the Administrator on 07728721 at
1:26pm revealad:

-Staft A had workad for the facity previously and
Divissn of Haalh Servecs Regpuaton
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Wil rehired on 041521,
-The Managar wae respansible for ensuring SiCa
hae all required training prior to passing
medications ncluding the 5, 10, or 15 hour state
approved medications administration training
Courses and the clinical skills chackiss, Reference to: C992
{Co9Z) G.5. § 131D-45 G.S. § 131D-45. Examination {oanay .
and screening for In order I_:::- prevent deficiency
and provide better care for
6.5, § 131045, Examination and scresning for residents N
the presance of controlied substances required Management of facility held a
fos applicants for amployment in adult care meeting with the personal to
TR resolve angoing problems.
{a) An offer of empkomeant by an adult care hoams
oensed under this Aricle o an applicant is The issue was resolved,
goncitioniec on tha epplicant's consérit io an manager was instructed. 9/07/21
examination and screening for controlisd _
substances. The examination and screaning shall Manager of the facility will
be conducted in accordance with Article 20 of require to get all new paperwork
Chapter 95 of the General Stalutes. A screening including drug test and others
procedure that iiizee a single-us test devica and report to administrator
may ba used for the examination and scresning f carnoletion
of applicants and may ba stministered an-site, |F upon comp
the rasults of Bw applicant's examination and
screening indicate the presence of & controlied Administrator will be
substanca, the adull care home shall not employ checking all paperwork for
tha applicant unlass the applicant first provides 1o mpleteness on monthi
the adult care home written verification from the ;I:EiEp Y
| applicant's prescribing physiclan that every :
controdled substancs identified by the
examination and screaning is prescribed by that
physiclon 12 tresl the applicants medical w
psychologlcsl condition, Tha warificatian from the
physician shall incude the nama of the contralied
substance, the prescrbad dossge and frequancy,
and the condition for which the substance =
| preacribed, I the resull of an applicants or
1 |
[wison of Heallh Sanvcs Feguiakon
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employea’s examination and screening Indicates
the presence of a controlled substancs, the adult
care hofme may require a second examination
and screening to verify the results of the prior
examination and sareaning.

This Rula &= nol met as evidencad by:

Base on interviews and recond rviews, the
Tagility failed to ansure an examination and
screening for the presencs of controfied
substances was completed for 1 of 3 sampled
s1aff (Staff A) prior to hire,

The findings ara:

Roview of Stall A's, Supenvisor-in-Charge (SIC),
personnal record revealad:

~There was no hire date listed for Staff A.

-There was no documentation Sialt A compistad
an examinalion and scraening for the presanca of
tontrollad substances prior to hire,

Interview with the SIC on 07/2821 at 1:52pm
revealad:

-Shia was rehired by he facility a2 a SIC around
Marnch 2021,

=5he @i ol have & drug streen completed when
&he was rghired.

=The Manager and the Administrater reminded
har about once & weaek o g2l the drug screen
done bul she had nod yel had it done.

Interview with the facility's Manager on 07725021
at 8:07am revealad:

-Tha SIC was rehired an 0449021,

-He and tha Administrator were responsibls for

| ensUring drug screens ware completsd whan
stafl wease hired,

-Hie irled 1o remand newly hired staff weakly to
compieda the druE_ SEraen.
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Inberview with the Administrator on OT/38/21 at

1:28pm revealad:
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completed when ehe was mhied,

-Tha SIC had & drug test scheduled for 0773021,

-The Manager was responsibile (o ensure ail new

Bires had druy tesls completed.
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