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The Adult Care Licensure Section conducted an 5
annua’ and folow-up survey on 09/07/2° and i
09/08 21. | i
| i
D131 10ANCAC 13F .0408(a) Test For Tuberculosis | D131
|
i
| i
TOANCAG 13F 0405 Test =or Tubercusis |
&) Unon zmployment or living in an adult care | i
fome e admnistrator and all othar sie 7 and § '
any live-in non-residents shall be tested for !
‘ubercuosis disesse i compliance with sontrol |
{

meas:res adopled by the Commission 7or Health
Servicss g specfied n 10A NCAC 414 0205 :
inciuding subsequent amendments and »ditions.
Copies of the nue are available at no cr irge by
contactine the Department 5f Health an- Human
Servicas Tubersulosis Control Procram, 1902
Viail Eervice Center, Raleigh, NC 2769¢-1002.

This Fule s not met as evidenced by:

Bzsac on ‘nterviews and record review, he
Tacility failed to ensure 1 of 3 samped s aff (Staff
A~ hac a test for wberculosis (TB) upon nire.

e

e findings ara 14

Reaview of Swift A's personrel recoid revaaled:
~He was hired on 04/16/21 as a Fill-in
Houseparant.

-There was no cccumentation he had re seived a ‘ : 6 L;] M’

wo-step 1B test.

a

Telepr one intervisw witn Staff A on 09/03/21 at
9:24am revealed he had nct had a TE te st since
beaing ~red at the faclity. ‘ | < [

Y. ety
!A A_W 2 i
erview with the Administrator on 09/0#/21 at ! "f) / lﬂ”-
133 m ravealed: I /w Z/ég/’«‘ . ;
-5taff A was told upon hire that he had «© have a | i
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rformation On Home And

1OANTAC 13F 0704 Resident Contrac
information On Home And Resident Fec ster

th) The administrator or a¢ministrator-ir - -charge
and tF = resident or the resident's respor sible
person shall complete and sign the Resident
Register within 72 hours of the resident":
admiesion to the ‘acility and revise the

"nformation on the form as needed. The

~=sidant Regisier is available on tre ntomet
wabsie,

hitp// acility-services state 1c.us/gepage .htm, or
al no charge from the Division of Facility
Services, Adult Care Licensure Section, 2708
tail Service Center, Raleigh, NC 27699 2708.
The facility may use a resident informaton form
other han the Resident Register as lonc as it
comans at least the same information as the
Resident Register

This Fule is net met as ev.denced by:

Basec on -ecord review and intervisw th2 facility
Admistretion ‘aled to complete a Resioent
Regis.er ralated to dates and signatures for 1 of 3
residents ‘Resicent #1)

tenP
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TB test. C Gl-§-2 )
-She fad iold the Business Office Mana jer UYLa- j{‘}Ll_
(OM ! to make sure staff employee chzts were g .L {IVL.
current. ( )\ L LLKJE
~The £ OM is ullimately responsible to & sure TB ; I - :
lests cre Cone ‘o all employees. q "I Y -éjl_
0 0 bows A5 it e A
Telephone interview atiempted on 09/08 21 at N U’UI /il I, L2
3:17p 7 with the BOM was Insuccessful YU 'w J ‘ i
ﬁN u,[, e R
i
L1248 10ANTAC 13F .0704 'b) Resident Cont act, D24g Ll.
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The findings ar v . ézﬁ‘"”
Review of Resident #1's current FL-2 daied - ‘:; ! 4
4/0E —— VD) v L
03/05/21 revealed: ‘WLa s g
-Liagrioses included diabetss and [/LZ éa\ .
encep ralopathy (a disease is which brain 4
functioning is altered). . >
-"Rest Home" was documented as the current d
recon nended evel of care
-Admission date on the FL-2 was datec * 2/10/20.
Feview of Resicent #1's record on 08/07/2
revea'sd:
he Fesident Regisier was signec by Fssident
2" but not dated. f
he s cministreior or Administrator in Charge had }
not sionec or dated the Resident Register for i
Reasidant #1
intery 2w with the Administrator on 08/05/21 at
©.25:m ravealed
Ine t usness Office Manager (BCM) is
respensibie to ensure all acmitting pape work is
completeo,
>he signed the Resdent Registers for ¢l
residentis
This wvas an instance where the Rasice it !
Fegis & vwas "accidentally overlocked.” ‘
just dm. rot jet done." i
14
0273 10ANCAC 13F .0902(b) Health Cere Da7s
t0A NCAC 13F .0902 Healh Care
L) The fecility shall assure referra and ‘ollow-up ; i }
1o me«t tha routre and acute health car: needs | | !
of residents. »F
]
This Fule i not met as evidencad by: ;
Baser on interviews and record reviews the ;
R N W S ORCT GRS || Gt WEE o
Division +f Health Service Regulation ¥ confiuntion sheet 3 of<?
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facility failad to ensure referral and follov.-up for 2
of 3 sarmpied residents whe did not have a
schedulec appointment made to follow o with
ihe prmary care provider ater discharging from
the local hospital (Resident #2) anc one resident
who d d not have orcered labs or an evi uation by
Physical Therapy and Oceupational The apy for
treatrent (Resident #3).

The findings ara:

! Review of Resident #2's current FL2 cated
09/21 20 reveaies diagnoses included
scnizoaffective disoroer, chronic pcst tre umatic
Stress syndrome. and a communicable cisease.

Review of Resicent #2's local hespita’ ¢ scharge
summn 2y datec 04/28/21 revealed:

-r1e was d'scharged with a diagnoses of
dehyaration and dizziness.

“There was a physician's order to sched.ile a
“ollow up within. 2 days with the primary :are
physician [PCF) upon discharge from th »
hospital

Review of Resident #2's record revealec there
was no decumeniation related to a follo. -up
appointment with the PCP.

rterview with the medication aice (MA) on
0940721 at 3:35pm revealed residents | sferrals
and appomtments were managed and scheduled
by the Business Office Manager (BOM)

iterv.ew with Resident #2 on 09/0 /21 1 3:58pm
reveglad:

tle hza weakness and dizziness r Apri 2021
and was sent o the local hospital where he was
admitied.

-ris PCP vas located at the tocal veteren's
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C 273 Cantinued From page 4 | D273 E, f (
¢
hospital ; Va' W N
e di 2 not know f he had a foliow- up [ - [/L.’w)
appoittment or was seen by his PCP aft 3 G/VY : - l Q_)
discharging from the local county hasaital, [ dece + cn,
-He h..d recently been to his PCP'e office to have . ) P ADDALLLD
his routne bloodwork drawn. ff\o/\, o2&
£
imterv =w with the Administ-ator on 09/0¢/21 at / i“ { 5’: MJZ -
4. UBp 1 revealed []M (7
Ine r=ieral for @ follow-up appoin men: for i j } -
Re3.0a01 #2 wes “just missad”, //1 /LQ; 4 /]
-he vas not aware Resident #2 had rmissed a . L /._/< \/
fullow-up appointment with the PCP ' ,ﬁ /)__ﬁg L{__Wéo
-ohe vas net aware Resident #2 never | ad an U'UQL :
aipoi i ment mace for 2 foliow-up. | e Z bj / 7 L
-1 he [ OM was responsible for schadulir g bi fw . '
r=terrcle and ensuring PCP orders are foliowed. : Y j
I ;13 At i
Allemled telepione interv ew with Ras dent #2's ’:LL'L -ﬁ
FCP on 09/07/21 at 4:05pm was unsuccassful, ’ {( I/%’:}j R
( / /.
Ateroled teleprone interview with the EOM on ' é N
(9/08 21 =t 3:17p m was unsuccessful, &M ' (4
5 Vi)
e / / ’ iy /!
O] g 2
2. Reviev of Resident #3's current FL.-2 dated
01/18/21 reveaed diagnoses included o zbetes, | 2
seizuiss and hypertension. : j‘\#) @/V’(M— C__A/i/n’(
1 s i
| Review of Resicent #3's record revealec:  _ —t/ jfuzﬁ—‘

-A physician order to obtain a urinaysis UA) with
culture and sensitivity (C&S) was ordered
06/16.21.
-A phy sician order Tor physical therapy (°T) to
avalu:te and treat was ordered 06/16/2
-A physician order for occupational thercpy (OT)
o evauate and treat was ordered 06/16 21.
-~ new disgnosis of unsteady gait and patance

' was ¢ ven by the Primary Care Provider /PCP) on

y
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06/16.21.
‘There had been several falls in the past several
weaeks,
-There was no documentation UA with C&S had
Leen Lompleted.

nere was no focumentation PT cr OT had
evalualed or treated Resident #35.

fterveew with & medicatior aide (VA o
U9/08 21 at 9:55em revealed:

Sesident #3's UA and PT/OT infor naticn should
bein | s record.
-Ehe was Jnabie 1o locate Residen: #3'< UA or
P1/O7 information.

The Fusiness Office Manager (BOM) was
respe. sible for follow-ups for therapy and
ensuring the UA was compieted.

interv :w with Resident #3's Primary Ca e
Frovicer (PCP) an 09/08/2* revealed.
"he facilty had not notifiec her Resicer | #3 had
not hed a UA completed.
ihe heilty staff did not no'ify her if UA results

' are negative.

-The facility sta nad not notified her Resident #3

did not have a PT or OT evaluation.

-He had bsen having frequent falls over he past

savera! weeks.

-PTIOT would have helped him improve nig gait

and b+ balance

= ne vlaned tc re-order the PT/OT eval ation.
interv =w with the Administrator on 09/0:./21 at
4:08pm revealed

Sne vias not aware Resident #3 had missed a
UA,

hie ras not aware Resident #2 never Had an
appoirtmnent mace for a PT and OT eva uation.
-The BEOM was responsible for scheduling
referr:ls and ensuring PCP orders are - llowed.
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Attemulec telephone interview with the £.OM on
09/08 21 2t 3:17pm was unsuccessfu'.
[y 287 10ANCAC 13F J804(5)(2) Nutriticn Anc Food D287
Service
10ANCAG 13F .0904 Nutrition Anc Foo ! Service | ‘
(b) Foud Freparation and Service in Adu it Care ! '
Homes:
(2) Teole cervice shall include a naskin ¢ nd
non-¢ sposable place setting consisting f at least
a knife. | fork, spoon, plate and beverage
contaners. Exceptions may be made on an
indivic ual basis and shall be based on
nocun ented needs or preferences of th:
reside !, |
§
i
This Rule is nol met as ev Jenced by: |
B2seC on observations and interviews tre facility i
failed to ensure 2l resicents were proviced with a f
non-disposabie place setting inciucing a knife.
Tha £ dinse ara
Observation of (e noon meal on 007771
baginiing at 11:5%am revealed: |
There were eleven place settings on the tables in | | i
the dining room. i |
There were nine residents seated at the tables in i
the di ing room. | | i
~zach piace seiling had a napkin, fork ard a !1 ! ]
spoon but no knife. | |
-Nine ‘esidents were served a salad wit turkey
pieces, five crackers and twe chocolate -hip
cookies. | | it
I
Vi Sarvice Regulation coifnnation shaot 7ol&l
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U 287 Continued From page 7

~several residerts were observed eatine large
piaces of lettuce that hung aut of their mouths.

~Interview with the Personal Care Aide (FCA) on

09/87/21 o1 2:0%pm who served the nocon meal
revealed:

-She did not set the table for lunch,

“=ne knew everyone was supposed to have a
knife, ‘ork and a spoon.

-She cid not know why there was only 2 ‘ork and
sDOor on the tables.

interview with & resident on 09/08/1 at 3-48am
wno a'e the noon meal on 09/07/27 reve aled:

e did not receive a knife at the noon neal on
09/07/21.
“rie dd not have difficulty cutting his food but had
Hotce s sume of the other residents do vohen they
U ne' nave a knife.

nere was not aways a knife in ths plsce setting
at mea! times.

inlerview with 2 second resident or 09/03/21 at
&.b8an revealed

Somctimes he could not chew the foad ne was
SVe
A knite would be helpiul sc he coud cut his food
into smaller pieces.

Sometimes staff would put 2 knife on tha table
for meals ut not always.

nferv 2w with the Admimistrator on 08/00/21 at
11:33am revealed:

~>he was ot aware staff ware not setting a
complaie nlace setting at mealtimes,
Adresidents should have « full place se ting that
inciudad a knife. fork and spoon at every meal.
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L 292 Continued From page 8

£1202 10ANCAC 13F .U804(c)(3) Nutriticn Anc Food
Servica

D292

]
f
! ‘
| D292 )
| The manuve’atd
! s
5 | ] ) L | 94321
OANCAC 13F .0904 Nutrition anc Fooo Service [ | > i
tc) Manue In Adult Cace Home : N
) Ay substitutions made in the reau shall be !
of equ al nutriticnal value, anpropricte for !
herapeutic diets anc documented (o inticate the i
‘cods sctoally served to residents. |

This Rule i not met as evidenced py:
£Esec on observations, record reviswe, and i
tierviews the acility failec to documsar the
fouds served fo resicents when subistiuions to
the menu occurred

The findings are,

Review of the facility's luncn menu for 39/07/21
revesed chef salad with turkey, cracker-, gardic
toast ond mixed fruit was to be served

Observation of the noon meal service on
' 09/07:21 beginiing at 11:59am revaa ec i
-A salad with lettuce, tomato anc turkey vas T

serve ;
-Five cracers and two chocolate ciip cookies |
were cervad, |

Faview of the facility's substitution sheeis in the
kitchen re reale there was no documen ation of |
any food substiiation for the noon meal on 3
09/07/21. |

riterview with the Personal Care Aide (FCA) on
US/07/21 at 2:068pm revealed:

g A
r/) ’ 3« / &/L‘é,
L, ) & i 4 !
| | " il 5 V4l ]
-She uid not give the residents whzt was listed on ; A Al AN S A ‘ég A L zﬁ L. A—
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the menu for the noon mea on 09/07:24

She came in g 11:30am and did not have time to
make he jarlic toast,

~There was no ‘ruit availabi at this faciity to be
Serve

Fruit vas kept at another building and she did
not heve tme tw gat it before the noon meal was
sServeq

The I uit wes supposed to be serv 3d av dessert,
50 she gave the residents two chocolate chip
cookic s insteac.

=he knew she was supposed to wiite down any
subst utione or tne substitutions hit, ou' she had
not filiad it out ve:

interv =w with the Administraior on 09/0¢/21 at
11.33am ravealed:
-Each House Manager (HM) is given a 1 enu
order quide sach wesk.
The I'M was supposed to sheck what i< on the
menu “or ne folowing week and creck ff what
was neced belore the food order is put in.

=he sas ot avare substitutions were veing
made and not dosumented

-one expected rer staff to serve what wos on the
menu

-Staff shoulo heve documented on the
substiiution list any changes that were n ade
bafore the mea vas servec.

10ANCAC 13F .0904(d)(3)(H) Nutiition Ind Food

Servic

®

10A N CAC 13F 0804 Nutrition and Food Service
(d) Food Requrements in Adult Cere Homes:

(3) Dui y menus for regular diets shall . clude the
fellowing:

(1) Water and Cther Beverages: Vater shall be

servec 1o each resident at each meal, in addition

D292

D 306

DEFICIENCY)

L) N T ]
m z;mM,/(%/{/& ;

=% CLG/LQA!LM
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£306 Continued From page 10

{0 other beverages.

This STANDARD is not met as evidenc: d by:
Basec on observations and interviews, e facility
failed © serve water to each resident al nealtime
i" addition to cther baverages

The findings ara:

Review of the facility's mer for reqular diets
reveg >d water was not fisted on tha menw,

Opser sation of (he noon meal service o

09/07 21 Leginning et 11:59am revaalec

-There were nire residents present in thie dining
reom for the noon meal

~Two rasicents were only served water

-MNine "esidents were only sarved milk or
lemonade

-the seven resdents served milk or ler nade
were ot offered water

itervizw with 2 Personal Care Aide (PCA) on
09/07/21 at 2:06pm revealed:

-She poured and delivered deveraces for the
noon 1ea.

-Sne geve threa residents milk.

Al tha other residents had lemonade o water.
-=he did not offer water to every resicer .

-She was aware 3ll residents were sugposed to
have water at each meal.

| The rasidents oc uld ask for water ftha wanted

it

Interviews with three residents on (9/08 21
betweesn &:21am ana 8:55am revealed

-They wers offered waler al meals sccasionally,
but no. at avery mea!

o0 | twast St did yngl

Ul f/lé 7AS VWL A/
the ,J«?/(:félz‘bt— , o

1. &t
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niles, 8¢ the comrunity

i) The program shall be desigrec to o1omote
active involvement by all residents out i= not to
requir: any individual to pa-ticipate in ar y activity
against s will. If there is & question sbout a
reside s ability to participete in an aciv ty, the
feside 1t's ohys cian shall be consu ted to obtain a
staletr ent rega d ng the resident's zapal ilities.

This Fule 1s nol met as evidenced oy.

Basec on observations, interviews, and  eview of
ihe fa ity s actwity calendzr, the fzcility “ailed to
implerment an activities program that promoted
aclive involvemant by the residents

I'he findings are

Coservation on 08/07/21 at 11:25a n du ing the
intial our of the facility revesled there was an
activity calendar posted on the bulistin b sard in
the man tallway dated August 2021,

Observation on 09/07/21 from 17 :00am hrough
12:00pm ravealed thare were no aclivitics

net . |
AL, ,L:é Jt ,é‘(

L}L«JIZ/L’LM vl
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pag naal vl LT
Siaff ssually served coffee, milk, iea, o juice. i g s o ~7L i
-Two cf the three residents were not served or b‘,‘:E 4 e At |
cHfere | water a' tve noon meal on 09/07:21. . / 7 !/(_
g . “thad gL,
nterview with (e Administrator on 08/06/21 at Y C? /% =)/
11:33 m revealad she was unawars watsr was D Vs a/é/L QW ) '
not be'ng offered to all residents at sach meal. g N /&j L a
. - -~ e i ) '
315 TOANCTAG "3F .0905(a)(b) Activitics Program | D315 W
g o g
10A NZAC "3F 10805 Activities Prograr ;
(7) Ecch aduit care home shall develog 3 :
progrom of activities desigred to promots the
reside s active mvolvement with each « ther, |
1
their 1o
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{ conducted with the 10 residents who were

| present.

. Observation of the September 2021 activities

| calendar revealed:

-The September 2021 activities calendar was
hand delivered by the assistant business office

| manager to the facility after requesting the current
calendar.

-The activity scheduled for 09/07/21 from
10:00am through 12:00pm was documented as
visiting the local library and local retail store.

| Interview with one resident on 09/07/21 at

| 11:31am revealed:

' -The facility did not offer any activities for him and
this caused him to be "depressed".
-He was bored and did not have anything he

| could do because he used a wheelchair for

" mobility.

Interview with a second resident on 09/07/21 at
11:37am revealed the facility had not offered
activities since COVID-19 started.

| Interview with a third resident on 09/07/21 at

| 12:00pm revealed:

-The facility did not offer any activities.

| -He just laid in bed most of the day because there
| was "nothing to do”.

Interview with the medication aide (MA) on
| 09/07/21 at 2:07pm revealed she did not know if
' activities were offered for the residents on
| 00/07/21.

| Review of the September 2021 activities calendar
revealed an activity of arts and crafts scheduled
at 10:00am.
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Observaton on 09/08/21 at 10:03am revealed ! Ol{ %Zﬂ f

there varc ro ectvities conducted at the facility. i V
CM wd ”?"“Z‘ § V.

interview with the MA on 09/08/21 at 2.05pm / mw"{tﬁ_ﬁ‘ \ :
svmod: .\oW +he a,ctuﬂix > R4 U
“he hought the activity on 09/08/21 wes Z ﬁ | /A

sthec ilac fror 1:00om through 2:00pm and was v’\;/l,aﬂ’ M L ,’\Mﬂw ZY LL - ;
board games. ' e % f
-5he id rot offer any activities to the residents //F\'/ % Lare ,CL\‘}’M‘Q- ,',Lg/} F)Mtl/é’</ e S
becaise the had been "behind all day’ and was i

"overwneimed® s [}Lﬂ 64[/(&’1_&{[,) A Vi

=°' i / ’bt-(—

In A 1 } i Y8 f /

fgw.,mnthﬂe Administrator on 0€/0! t J /) ( éi C LZ é) @, " [/{_/ ,é (IZQ
4.08p 1 revealed i LL

ihe ectivities vere scheduled to b2 cor ducted at 5 ; Uunra &

i

/21 at

e fa lity or one of the sister faciliies ;

-The {acilty did not offer activities caily and i } { } { /[4_/‘

residents woule have (0 go to the s ster ‘acility \)( 5 mveﬁ 4 “é LG ol

offerir 3 the activity in order to participate i OL« 9&
The : r';v ties caiendar did not spezify v hich é f& u’/&’d/‘/yw‘/

facility the activiizs would take place. N

The currenf actvities calerdar was not nosted in b(. | . b(\/j 26 uer
e fe ity baczuse it had not been printad off the 1)’\’{ a)‘\

- " we 000 ppsad aitd QL ,LL
- 'he business office manager (BOIA) wrs
alle 9 attans—Ar

respo sib'e for printing the activities calendar and ;
H " o
{ ..
!

detivering 1t (o the facility.
-She did rot know why the 30M hed o printed
the acwvities ca'endar and delivere i it 1o the
faciit,
-Slaff were responsible for ancouraging esidents
to partcipate in activities daily.

she i not know why the MA did 1ot v ‘orm the
residen s at the facility of the activiies s heduled
on 09 07/21 anc 08/08/21.

D358 10A NCAC 13F . 1004(a) Madication
Adminstration
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TOANCAC 13F .1004 Medication Admirstration
ta) Ar aclult care nome shall assure tha! the
prepa aticn and administration of medic tions,
prescrption and non-presciiption, and iraatments
by sta'l are in aceordance with-
(*) orders by a licensed prescribing pra titioner
whch are mainianed in the resident's re sord; and
b ruvles in this Section and the fac ility's policies
2nd procesures

This Fule i not met as evidencad ay:
Easec on shse~vations, interviews, anc ecord
revievss, the facility falad to administer
imedications as ordered by 3 licensad pr2scribing
ractt oner for © of 4 residents (Residen| #4 and
#5) avsenved durng the medicatior pas: related
io a m adication used to treat pain znd
inflammation (£4) and medications used to treat
att wregular hear rate and irritable sowe
syndrome with constipation (#5).

findings ars

The reedication error -ate was 13% as avidenced
ubservaticn of 3 errcrs out of 27

Jnites ouring the 12:00pm medication

i 0H07/21 and the 8:00am mec i ation

030821,

by the
QPPOF
ess
pass «

1 Re
10/13
aiape &s,
dacie. s8
diseace

tew of Resident #4's current FL2 cated

ravea ec diagnoses included type 2

axcessve iron stored in e boay,
menrtzl status, 21d a commun icable

v 0 Resicent #4's physiciar order s dated

120 <0 raveaad ar order for Meloxica 7 (a
medication used 1o treat pan) 7.5mg wi e a day
for pa .

Rave

D 358
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Fevie v of Resizent #4's physician orders dated ' /‘HL(L K)/ [‘—- ’
05/07 21 revea'ad an order to discontinu e w i
R |
Melor can ! Ywie QB{{M

| o/wlﬂ/t/ 20 S0 |

!
< L /JLL g |
!

/uzauueL A

Fave v of Resident #4's physician's order sheet
dated 15/09/27 revealed ar order for Me oxigam
i.5me wwice a cay for pain.

Ousevation of tne 8 0Dam medication pass on
0308 21 reveaieq:
he medication aide (MA) orepared Reident

#4'5 pedications according to the elecironic
MMedic shon Adnumistration Record (eMA R) for
3 002/ » mzcications.

e MA placed & tablets in the medication cup
‘or Resident #4
-The t tablets were administered to Resdent #4
at 8:24%am
~There was no Veloxicam administered (o
Resident #4 witn the 8 00am medicatior pass.

~zvie v of Resicent #4's June 202° eM/R
reveaied: |
Ther: was an eniry for Meioxicam 7.5m g take 1
tublet oy mouth twice a day for pair:.

-There was no documentation Melcxicarm was
adminstered at 8:00am or 3:00pm from )6/10/21
throuuh 06/30/2 1

Fevie v or Resicent #4's Juy 2021 eMAR

revea 2d; !
There was an snuy for Me oxicam 7.3 take 1

tablet oy mouth twice a day for pain
HMeloicain 7.5g was documented as ol
adminstered from 07/02/21 through 07/70/21 and
07/12/21 trrough 07/31/21 at 8:00em with reason
docur entzd as “withheld par Dr /RN orcers™ with
no phiysicisn's order o hold.

-Melo-icain 7.5mg was documented as 1ot
admirstered from 07/01/21 through 07/ /21 and
Divigion f Heallr Semvie Reguiation

STATE I JRM -
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on 07/31/21 at 3:00pm with reason documented

as "wihneld per Dr /RN orcers® with ne
physi an s order 1o hold.

Review of Resident #4's Al gust 2021 eMAR

reveg
Ther
tablet
vele
admis
0811727 through 08/30/21 at 8:002m w
docurentad as "withheld par Dr./RN orr
na physician's order to holg.
-Melc: «carn 7.5mg was documentes as
admir stered frorm 08/01/21 through 08/
&.00p™ wth reason documanted as "wit
Dr/RY orders” wih no physician's orde
~Ihe comments section on 08/04/21, 08
0912 21, 2812021 08/25/21, and 08/27
docurn entad Maloxicam 7.£mg was hale
the pr mary carz provider (PCP) discont
medication on 05/67/21,

=d.

‘was an sniry for Me oxicam 7.5

7y mouth twice & day for pain.
@in 7.5mg was documented as

Reavie
revea
. :r’;afr
tablet .
-Malo

admi

« of Resivent #4's September 202
=

was an 2r'ry for Me oxicam 7.3n
¥ Moutr baice a day for pain.
cam 7.8mg was documented as
stered frum 09/01/21 through 09/

8:00am with the reason documented as
per Dr ‘RN orders” with no ohysician's o
hoid.

Meloxicain 7.5g was documented as
admin stered on 08/06/21 and 09/07/21
2:00pm with reason documanted as “wi

*/RIV orders' with no prysician's srde

Obsersation of Resident #4's medicatic
hand on 039/08/21 st 171:40am revealed
no Me oxicam availaile for administratic

stered fror 08/01/21 through 08/ 9/21 and i
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=w with the MA on 09/08/21 at 11 40am
2

was no Meloxicam #vailable for

stration 1o Resident #4 on ths e ication

ent a medication refill request for Resident
elgxicam tn tha facili y's contracted

acy on 03/08/21 after she found | was
labie for administration during the morning
ition pass

it rot know how lone Resident #1< s

carn had been unaveilabie. |

v with the PCP on 00/08/21 a. 1:22am

>d: !
2orcered Vieloxcam 7 5Smg take 1 tablet
faily for pain on 06/09/21 |
ad discont nued Res dent #4's Ve loxicam !

« 2021 but nad 1o reorder it due to esident i
33in |

xpectad he facility to administer

1
» can: to Resident #4 as ordered. !
vxpectad staff to notifv her wrer a resident E
d multpie coses of a medication

ety sta Jid not no ify her Resiiant #4
receive most doses of his v eloxicam
ihe nad r=ordered it.

2w with the Administ aior o 06/3/21 at

nweekly |
Jusiness Office Manager (BOM,) {

EOM was responsible for reciderin g missing |

stions or medications runnind low on the
stion cart E
wility's contracted pharmacy pet” rmed
ition cart audits guarerly.
1A' were rasponsible for sending 2 i
stion refil raquest to he factil -ortracted {

ty's
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_— !
pharmacy when a medication ran cut i LA
-She cid not know why Resident #¢'s Meloxicam § 1’%’!’ 1 J
was rmissing from the medicatior: cart and was | ;
unavalable for administration during the morning i N DA
medication pass on 09/08/21. | 7 ) 1
i v i)
Teleptone interview witn the Pharmacisi from the | o / . AE <
‘acility s contracted pharmacy or 03/08/°1 at W:( ,/ yiee

1.40p " revealed

' -Resicent #4's Meloxicam 7.5mg 61 tablats was
last dispensed on 08/23/21 and schediiod to
admir sier beginning 08/25'21 and woul last
unbit £325/21 v administered as orde ec
Resicent #4's Meloxicam 7.5mg had be 2n
dispersec monly since it was recrdered
05/0€. 21 and hao not been returned tc the

f{ et

pharmacy ?
-'he rharmacy received a refill request nis z
morni g (19°08/21) for Res:dent #4's Me oxicam. i
Refer o e review of the facility's imecic ation 5 i E
manajement policy. ! F i
i i
Altemnied telepnone irterv.ew with Resident #4's i ‘
resper sible person on 09/08/21 at 11 07 am was { ‘ R A L | !
unsuccessful. {———"“’“ e |
t §
2. a. Feview of Residant #6's current FL2 dated 5 ; !
U6/3C/ 21 revealed: | i E
-[iagroses inciuded atrial fbriliation, ur able sl i 1
bowel syndrome with const pation, blood n stool, 6C’ i ;
and schizoafective cisorde-. | i
-There was a medication order for inetoy rolol (a : |
medication use< to contral he heart rate ) 25mg : | ﬂ
take 1 tabiet dary. 3 i
i
Obser raton of \ne 8 00am vedicaon o1ss on ! |
09/08 21 reveaed: | i
e mecication aide (MA) orepared Re sident ‘ l
#5's medications according 1o the electronic ? | e PR
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Medic ation Administration Record (eMA R) for
8.00am meadications.

-The MA rlaced & tablets and 6 capsule - in a
medication cup with a dosage of powderad
medic stion in a cup mixed with water

~The MA adminisiered the % tablets, € cupsules
and powdsred medication mixed wtn water to
Fesidant #5

-There was no metoprolol administared o
Resigent #5 with the 8.00aim medic ation pass.

Review of Resident #5's September 2021
electr nic Medication Administration Racord
teMAR) revealed

hers was an eriry for metoprolol 25my take 1
tablet by mouth daity

here was no documentation metoproi~| was
admir stered tc Resident #5 on 09/08/2" .

osevaton of facident #8's medicatior s on
hand on 08/08/27 at 11:40am revealed ere was
no meioprolol available for administration

interview with the MA on 09/08/21 at 17 .40am
reveaiad:

Sne did not administer meloproiol to Resident #5
~n e morning medication pass because she
could Hot find it in the medication cart
-Hesient #5's metoprolol was on cyce i from
the facility s contracted pharmacy end she did not
know why it was not cispensed by ‘he parmacy.
~=he cig not document metoprolol as no
admimstered on the eMAR becauss it "sipped"
her mnd.

Intervi=w with the primary care provide~ PCP) on
U9/0€ 21 et 10:22am revealed:
-Sne crdered metoprolol for Resident #5 to
contre an irreg slar heart rhythm
she cxpectad (e facility to administer
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! medications as ordered to Resident #5.
' -Resident #5 could not miss additional doses of
metoprolol or it could cause him to have an

J }'LQD vVl \,Qe’i Llf.q'_’tz;f, +
,

i 11:53am revealed:
-A medication cart audit was completed biweekly

i ', =g p .
uncontrolled irregular heart rhythm. E YL

: E ('j e aw(_ e _j

| Interview with the Administrator on 09/08/21 at i LY e et -

by the Business Office Manager (BOM). !
| -The BOM was responsible for recrdering missing

:’ wy 2y
/4
I & " el £
| '} 2 ’y i | M;#
medications or medications running low on the ~ ! ) Zé‘_ﬁﬁfi. Q/C I
£

medication cart. | L ym 2/ . L ¢
The facility's contracted pharmacy performs i ; , / {_ Aé ( :J??DJ =~ £~

| medication cart audits quarterly. ‘ | ﬁM/LLy (» ' L é (044

| -The MA was responsible for sending a | . " h o ALY ( 5
medication refill request to the facility's contracted \ P A yiw N

' pharmacy when a medication ran out. ' | & g)' W A ’

| -She did not know why Resident #5's metoprolol ] i / Dﬁ{ — ”tt,’ . ( ’

. was missing from the medication cart and was { ; /LC a1rve
unavailable for administration during the morning i LY ) s[ bﬁ 1424 n— P v’k

. medication pass on 09/08/21. ; L YV""' it . , ﬁq qé} A

v { p F/L' . - /

Telephone interview with the Pharmacist from the E 0 al il ) T e L
facility's contracted pharmacy on 09/08/21 at - O/~ M

' 1:40pm revealed: ‘, | “f ;L& ,blf-) ‘ ¥ \ '
-Metoprolol 25mg was last dispensed for p L}l f ) _*) i p

' Resident #5 on 08/18/21 with a quantity of 28 i ' PAY 4e o 1. L

| tablets and was to begin administration on ? LQ‘-"P e y ’j,o:’[’l..! YL

| 08/25/21. | ‘ . . w Ye [V

' -Resident #5's metoproloi should have lasted until 3§ LA Vo A -
09/22/21 if it was administered as ordered. \ o (Al Jf y - 6} 43 N

| Ae

Refer to the review of the facility's medication Q r
| management policy.

. b. Review of Resident #5's current FL2 dated | !

| 06/30/21 revealed: { {
-Diagnoses included atrial fibrillation, irritable | |
powel syndrome with constipation, blood in stool, ! i

, and schizoaffective disorder.
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-There was a medication order for Linzess (a
| medication used to treat irritable bowel
syndrome) 72meg take 1 tablet daily.

Observation of the 8:00am medication pass on
09/08/21 revealeqd:
-The medication aide (MA) prepared Resident
| #5's medications according to the electronic
Medication Administration Record (eMAR) for
' 8:00am medications.
-The MA placed 8 tabiets and 6 capsules in a
medication cup with a dosage of powdered

. medication in a cup mixed with water.

-The MA administered the 8 tablets, 6 capsules,
and powdered medication mixed with water to
Resident #5.

-There was no Linzess administered fo Resident
#5 with the 8:00am medication pass.

' Review of Resident #5's September 2021
| electronic Medication Administration Record

(eMAR) revealed:

-There was an entry for Linzess 72mcg take 1
capsule by mouth daily.

-Linzess was documented as administered from
08/01/21 through 09/05/21 at 8:00am.

' -Linzess was documented as not administered

from 09/06/21 through 08/08/21 at 8:00am with

| reason documented as “out of stock”

| Observation of Resident #5's medications on

hand on 09/08/21 at 11:40am revealed there was
no Linzess available for administration.

Interview with the MA on 09/08/21 at 11 :40am
revealed:

' -8he did not administer Linzess to Resident #5
| with the morning medication pass because she

could not find it in the medication cart.
 -Resident #5's Linzess was on cycle fill from the
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facility s contracted pharmacy and she did not
know why it was not dispensed by the pharmacy
~ e cent a medication refill request to 1he
facility s contracted pharmacy after she
compizted the morming medication pass

Interv =w with the PCP on 06/08/21 ai 1 :22am
reveaisd:

Sne ordeed Lnzess for Rasident 45 to help with
constipation caused by irritable bowel s, vdrome.
-Resicent #5 huc a history of bloody stools
causea by constipation.

-5he was ot notified by the facility of the 3
misse | doses of Linzess for Resident #5
-=he expected e faciity to administes

edications s ordered to Residen, #5

\ddit onal missed doses o Linzess cou'd cause
a "flars up” of Fesident #5' irritable bov el
syndre me and cause bleeg ng with ths [ 2ssage
ol stocls.

interview with te Administrator on 09/0¢/21 at
11°:53am ravealend

£.me ficiion cart audt was completed »weekly
by the Business Office Manager (BOWM).

-The BOM was responsible for reorderin 3 missing
medications or medications running low on the
medication cart

~The Tacilty's contracted pharmacy pericrms
medication cart audits quarterty.

The MA was responsibie for sending &
mediczuon refill request to the facil ty's contracted
pharmacy whein a medication ran out.

-8he uvid not know why Resident #5's Lir zess was
missir g from the medication cart and wes

tnave lable “or administration during the morning
medic ation pass on 09/08/21.

laleplone interview with the Pharmacis: from the
facility s contracied pharmacy or 09/08/21 at

D 358
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"he pharnacy received a refill request s
mornaing (09/08/21) for Resident #4's Lir zess.

Refer o t-e review of tre facility's mec i ation
manacement policy

Review of the faciity s mec cation mana 1ement
policy reveaed

“While puling medications to be adminis .ered to
residents and you find a resident is out of a

the medication.
-The eMAR must be initialed at the tims the
medication is administered or not admin stered
with the reason wny the medicatior was not
adminctered.
-Lheck medicalions 3 times using the 5 rights for
medication adninstration before acministering
medicztion to ¢ residents
363 10ANCAC 13F
Aoministration

1004(7) Medicatior

10A NCAC 13F . 1004 Medication Admin stration
1) If mecications are prepared for administration
in advanes, the following procedures shall be
implemer ed to keep the drugs identitie up to
the pont of adrunistration and protect tham from
contarnation ang spillage.

(1) Medications zre dispensed in a seal=d
package such as unit dose and muti-pa: s that is

i A T D S o PROVIDEF'S FLAN OF CORREC TTON
RE | CH DET ICIENCY § C=DED 2Y FULL PREFIX | EACH CORRECTIVE ACTION SHGULD 3¢
TAG REGULATORY ORLSC IDENTIFYING INFOR VATION) TAG ! CROSS-REFERENCED TO THE APPROPRIA“E
‘ | | DEFICIENCY)
|
D358 Continued From page 23 ! D 358 g
1.40pm revealed ! ?
Linzess 72mecq was fast dispensed on (8/13/21 | :
for Resident #5 with a quartity of 30 cay sules and l i
shoulc have lasted until 09/13/21. i i
Heswent #5's Linzess was not on 3 cve e fill and ' '
the facility mus! send a refil: request in o-der for l
the pharmacy to dispense more of ‘he ! H
medication, E

. | H
medication, conect the pharmacy to get a refili on // (Ma"‘ ]
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D 362 ' Continued From page 24

labeled with the name of esch medication and
sirenc h ir the sealed package. Tre labelec
packese of medications is 1o remain unc oened
and kept enclosed in a capped or seale:
container that io labeled with the resicert's name,
until the medications are acministe-ed «© the
reside ~7 f the multi-pak is also labelad with the
reside~i's name [ does not have to be «nclosed
i1 a capped or sealed container;
(2) Medications rot dispensed in a sezic 4 and
lapelea package as specified in Susparagraph (1)
of thie Paragrapn are kept enclosed in = sealed
container that identifies the name and strength of
each ed catio” prepared and the resicent's
name
(1) A separate container 1s Jused for eact resident
and enach planned administration ¢ the
medications ang 'abeled according to
Subparagraph (1) or (2) of this Paragrapn; and

' (4) All containers are placed together on a
separate (ay o other device that i izbe 'ed with
the planned time for administration and <tored in
a locknd srea which is only access ble to staff as
specified in Rule .1006(d) of this Sectioi

This kule s nct met as evidenced oy:

Basec on observations, interviews, anc ecord
reviews, the facility faled to ensure med:cations
prepa-ed for adrninistration in advance vere kept
enclosed in a sealed container that ider fied the
name and strengn of each medica ion prepared
and th e resident's name observed during the
&:00am medication pass.

The fi dings ara
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Coser sation on 09/08/21 at 8:03am reve aled: | | 2! " ‘ £ ") W 4
-~ medication aice (MA) wes sitting on ¢ stool at l } W) ‘ - a
the madication cart in the main hallway preparing i | _ éﬂ& ’ ) LA (LL(LP"
redicztions for administration for & resicents with ' i C gan i 3 ‘
the nlials of the residents written cn the Gup. g % 010 iA 1' z h LA f/’m L5 t
"he mecication cups were uncovered and were T ek T i
not la' eled to ioantify the name and strength of I 1 A 4w iameD E 6 : :
each med cation. | ! s i
-~residen: was heard velling from he b-throom | : Ly :
“relp” anc a MA lefi the medication cart i i ': '7 ) m g
unatte nde I with 5 medication cups cort. ining i i M &) M ’ i
pi's getling on ‘op of the cart to help the resident g , !" 1L
ihat feil in the bathroom. | | bg £l —Q-‘h—'— - (
-The metication cart was unlocked arid E ‘ ) /) b/' ‘d. s
unsupervised from 8.10am until 3:20an E AL é&,&: L Z JZO iz
Interview with & MA on 09/08/21 at 8:302m g D }Lﬁ £ GacSe P" P’S " j.fufz
revea'sd: i m,{:(;(( .
-The [ rocess sne usad for medicat or ; i—h_{[ CLLPC) LJ/ ‘ /ft’. /éé’) E
ardmin strztion wes to orepere eack resicents | / ) N4 AL NS {
medic :ton and slaced theri in a medice tion cup { )\(“Q) W ) Vllﬁé"’ . !
labeled with the resident's initials written on the : T ul M’ﬁ-ﬂ) /Y |
cup. i P.( A : ’ } (
-nce she hac orepared the residents : /{)ZM / ﬂ §
medications, she would administer the ! p} - . L P ¢
medications to (he residents. : pr - } y w ‘
-She did not know medicat ans preparec in LN ﬂj( . h) 4(761/4 (2 bop |
advance rad tc be lebeled with the narm : of the 5 l Wu' / I i
medication, the sirengtn of the mecication, and : I@QQQ A {AZ
be kept in an enclosed sealed container until the | S ‘fll Y W ) C%/ :
medications were administered ! iL«L;’L/_éj L W 4 aAnr—
| . Ahet Lt A
Interview with the Administrator on 09/0:/21 at ! "
4:08pin revealed . ! ml,myéc ,641411 ¢ 4 l’?
-The facilty's policy for medication prep: ration | i
and siorage was the medications coud e : } / . /mgﬁj i |
prepaced in advance when they were stored ina { , /% ~ ;
seal container labelec with the resident’s name, ! [ u/{t[dyi ,é(_yd/k L j 3 ‘7“/}? Y
medication, anc strength o the me dication. !
A MA was expacied o never leave mec cations ! { a i
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SUMMARY STATEMENT OF DEFICHEN: ES
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C 383
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STATE | ORM
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TAG

|

PROVIDER'S FLAN OF CORRECTION
EACH CORRECTIVE ACTION SHOULD 3+
CROSS-REFERENCED TO THE APPROPRI/ TE
DEFICIENCY)

n

Continuea From page 26

Unattended or t~e medication cart unlocked while
unatte nded.

She did rot know why the MA left he
medicztions in cups for 5 residents setling on top
of the medication cart unatiended.

-She did not know why the MA left he mzdication
cart viiocked and urattendad for 20 rrir Jtes.

She expectad staff to follow the facility's policies
for prparng medications in advance for
admir stration 1o residents and medicat un
slorage

Reve v of the facility s Mec cation Polic y
reveaied.
i medications were {0 oe prrepared in advance,
labels on white cups must match medications in
the cuo ard lids must be placed on the cup.
ways keep the controllec medication ~abinet
locked.
her- was no ntormation regardirg leaving
medications unsupervised or leavirg the
medication cart unlocked.

T0ANCAC 13F .1004()) Medicatior
Aaminstration

TOA P CAC 18F 1004 Medication 2 drir stration
(}) Theresiden's medication administraiion
fecore (MAR) shall be zccurate and indl de the
oliowing:

(1) resident's name;

() name of the medication or treatment order;
() strangin and dosage or quaniity of madication
admir stered;

(4} insrucions for administaring the me ication

+ or freatment;

(5) reason or justfication for the adminisiration of
medications or reatments as neaded (PRN) and
docur ening the resulting effect on the 13sident;

D 363

D 367

|

S S S—

e
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D 367 Contirued From page 27 | D367 |
i
€1 date end time of administration, E
{7} documentation of any omission of !
medications or reatments and the ‘eason for the r g
omiss on, ncluding refusals; anc, |
&) name or initals of the person administering i _
the m-dication or treatment. if initials 412 used, a E ‘ !
s'ignature squivalent to those initials is 1 be i i
docun en'2d and maintained with the medication i |
adminstretion record (MAR). | ‘ »
| | é
Thig Rule & not met as evidenced by: | i ;
F2sac on obse vations, record revisws, and : u
erv aws the ‘acility failed to ensure 172 | : ;
accurscy of medication administrat or 1ecords for ! i ;
2 of 4 sarrpiec residents (F#1 and #4) related to a |
redic stion used 1o tieat diabetes (#1) 21d a { %
medic ation use: to treat pain (#4) z E i
| |
The findings are: § 5 E
Jefer ot e review of the facility's [4ecic ation | i
Admis stretion Policy f ; |
i E ;
i He dew of Resident #1's current FL 2 dated ; 5 l
0°/18 21 raveaec diagnoses included 3 abetes, “; |
s.zuras and hypertension. ‘ ; [ !i H L-a' w%/ L E
: }
Fraview of Resicent #1's physician order; dated i ‘ . WW %
06/22.21 reveaies an order for Novolog a ‘ 14/"2. |
redicston used to treat diabetes) nject 9 units . | nwﬂ/‘g &
below the skin with meals and hold if fincerstick ' ﬁg PWP_Q l
blood sugar (FSES) is less than 100. ; Eﬂw L |
! i
- -~ §
Reve v of Resident #1's Ju'y 2021 elect onic ! E W 3 i
Medication Adrinistration Record (eMAR) , m 65 MM
revealsd: ?
There was an eniry for Noviolg 9 units (0 be |
iniected below the skin with meals and Fod is i /’W ﬁ ﬂ 1
= SBS is less than 1C0 M‘gL |
-Novo 0g 9 units was docurented 3s | | ' i MECN. ..E
Division f Healll, Gar.. = Reguiation e
STATE FORM #99 849311 if conptiua. o 23 Au7
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(xa O SUMIMARY STATEMENT OF DEFICIEN IES D PROVIDER'S PLAN OF COHRECTION i =] -:”m
PRE FIX \EACH DEFICIENCY MUST BE PRECEDED 1Y FULL PREFIX EACH CORRECTIVE ACTION SHOULD 3% owAETE |
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG HOSS-REFERENCED TO THE APPROPRIATE T !
: DEFICIENCY) f
- T B T
C 387 Continued From page 28 | D387 P “ Q g gg) ” ;ff
| /- i
admir steied on 07/15/21 at 4:30pm for a FSBS | % ! 5 i
of 72 | . ﬁw, /) ‘ b
NMoveeg 9 units was documented as { MWL 4 i
admir stered on 07/28/21 at 11:30am for & FSBS ! AT i
of 97 3 M ,jﬁ H
f J
Residant of Resident #1's August 2027 eMAR 5 ; W{o—) . gﬂ- 2 !
revea =d: H ! i
~There was an ¢niry for Noviolg 9 units to pe . L/V{ ol - }
injected below the skin with meals and hod is i 5 Lj Mt
FSBS is less than 100 : - M /n.&{ ,
-Nove og 9 units was documented as | E lj 7
admir stered on 08/11/21 at 11:30zm for a FSBS é | ”)_Mi ‘ f
f 81 | ! ﬁ / |
love ©g 9 units was docuriented as 7 t /)_M ﬂ/ A7 i
administered on 08/25/21 at 7:30am for 3 FSBS ? i g/L_ . |
| | ke LK 1ot
el ! ! =2 |
-Novo og 9 units was documented as % i E
admir stered on 08/3(/21 at 7:30am for a FSBS / / /_4 e
of 95 5 3 lﬂﬁ N 26 Aﬂ" i §
Moveo og 4 units was docuriented as ; ﬂ/ . 0cA g |
admir stered on 08/3(v21 at 11:30am fora FSBS ; i Lb/h W |
of 80 ! } ¢ s -
-Novo.og 9 units was documented as ! ‘ 3 . W E
adminisiered on 08/31/21 at 7:30am for a FSBS | g . /hA:-( i
of 87 ‘ ' ‘Zi . 4,[,«; s f
Navolog 49 units was documented as ; ,; ) i
adminstered on 08/31/21 at 11.30am for a FSBS | : i
e | | hacs 2 /|
; W M |
Raview of Resident #1's September 2021 eMAR { E /&—L !
| | |
ver was an :niry for Noviolg 9 units 1) be L * W ¢ :
ected balow he skin with meals and had is % W i
FSBS is less than 100 AA A— |
-Novoog 9 units was docurnented 3s | J/W’ jﬁ 79 i
admin stered on 09/02/21 at 4:30prn for a FSBS : A 6 ¢
ol 89 ‘ i f M :
(ove og ¢ units was docurmented as s i
adminstered on 09/06/21 at 7:30arn for 2 FSBS | LAMM’—:W-}— SRS
Division +f Health Sery ce Re guilation L M
STATE | URM ] 849311 if continuat 0 coee 23 o7
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D 367 Contiued From page 29 D ae7 i W M A/W:d__, =
of 95. I 4
-Novoleg 9 units was cocumented as iﬂ&[_ #& Wl.‘&( ‘ ‘, i
admirvstered on 09/06/21 at 11:30am for a FSBS | e J
of 97 i otatlD v L‘“{

Intervizw with & medicatior aide (MA) or
09/07.21 at 3:37pm revealed:
e was ot surs wnat happened on 2 eMAR
for 07'75/21 ang 09/02/21.
-Aithough her in tals were on the e MAR she did
not ac min ster hovolog to Fesident #1 on
0711521 or 09/32/21.
~he knew Resident #1 hac an ordar (o hold his
INovolog if his bicod sugar was less thar 100.
Sometirres, if she forgot to log out of n2
compter, it would automat.cally deccument a
medicaton was administered at the scheduled
tine when sne ad not actually given the
medication.
e bas had to shut the computer dowr and 5
ben ra-sian it to get it back to normal.

a
\
%3
3

;
|
H

Interview with 2 second MA on 09/07/2° at
§:20pi 7 revealed
Sre rememberes Rasidne #1's FSBS was
higher than 97 on 97/28/21 becaussd he had
eaten sugary foods that dav. !
-She ertered Resident #1's blood sugar |
ingorrectly -
1

-She did not know how to go back in the
computer and correct it. -

Intery ew with 2 third MA or 09/08/21 at 3:24am

reves 2d:

-He has never given Resident #1 irsuln f his

hiood sugar was less than . 00.

-He was unsure how ¢ show that he had' held the

insull for Resident #1 on the computzr vhen his

lood sugar was iess than 100. |
ie documented on the eMAR (o s10ow e result |

Division ~f Healt Sarv e Re gulation
STATE FORM 5843 849311 o cortingal o
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C 387 Contir ued From page 30 | D367

of Resident #1 s blooc sugar.

He incorractly documented he hac adm nistered ?
Novoing 9 units when he had not 01 &/2/21, |
twice on 08/30/37, twice on 08/31/:1 an | twice on |
09/06/21. '

He had not ashed anyone (o show hiv on the
comptter now 10 document that the insu i was -’
Peing nele for blood sugar less than 100 i

Interview with the Administrator on 09/0¢/21 at
09/08/21 =t 11-32am revealed:
e was not aware staff ware documer ling
medication they were not actually civinc |
~1aff shoule have askad for assistance 1ow to i
corrac s mistakes on the computer. |

2. Review of Resident #4's current FL2 cated

I3 20 ravea eo diagnoses included 1y oe 2
diane s, axcessive iron stored in te body, ;
aacre sed merteal status, a1d a communicable i
disea: e

Review of Resident #4's physician arders dated |
U5/07 21 reveated an order to discontinus E
Melox can (a medication used to reat nan) |

t

v of Resient #4's physician's order sheet
J6109/27 revealed ar order {r Ve oxicam i
wice a cay for pain.

evie
uated
£.5mic

Coservaton of the 8:00am medication 5188 on
U3/08 21 revea'wd there was no Medo<o im
adnin stered to Residant #4 with tre 3 Jam
medication pass.

Feview~ of Rasident #4's June 2021 eV R
revea ad:

~Ther was an 2niry for Me oxicam 7.3 3 take 1
tablet oy mouth twice a day for pain.

felo e was cocumented as not scrministerad

Jvision | ~ealtr
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PREF X EALH DEFICENCY MUST BE PRECEDED 1Y FULL
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ID
PREFIX
TAG
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PROVIDER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD 38

DEFICIENCY)

from U8/0°/21 tarough 06/07/21 at 3:00am and
8:00pm with reason documented as “withheld per
Cr/Ri orders' and there was no physician's
order ¢ hold Meloxicam.

nerc waz no documentation Meloxicar was
administered on 08/08/21 at 8:00pm.
Ther: was no cocumentation Meloxicar was
admirustered at 8:00am or 3:00pm from 16/09/21
througn 06/30/21

Review of Resident #4's Juy 2021 eMA 2
revegied

-Therc was an 2riry for Meloxicam 7.5n 3 take 1
tablet oy moutn twice a day for pain.

-Meloxicam 7.8mg was documented as ot
admiristered from 07/02/21 through 07/10/21 and
U7/12 21 twrough 07/31/21 at 8:00em wi h reason
docunientad as “withheld par Dr /RN orcers” and
there was no physician's order to holg Maloxicam.
-Meloxicam 7.5mg was documented as ot

admin stered frorn 07/01/21 through 07/29/21 and
on 07:31/21 at 3:00pm with reason doct mented
as "withheld per Dr /RN orders” and ther: was no
physican s arder to hoid Meloxicam.

Review of Resicent #4's Augus: 2021 eMAR
reveaied:

There was an entry for Meioxicam 7.5mg take 1
tabiet by mouth twice a day for pain.

-Melovicain 7.5mg was documented as ot

admir stered from 08/01/21 through 08/09/21 and
U8/11/21 through 08/30/21 at 8:00am w: ~ reason
docurneniad as "withheld par Dr /RN orcers” and

-Meloxicam 7.85mg was documented as not
administered from 08/01/21 through 08/21/21 at
5 00p with reason documanted as "withheld per
Lr /R orcers” and there was no physic an's
arder (o hold Mzloxicam

The comments section on 08/04/21, 28.05/21,

there was no physician's order to hole Meloxicam.

|
1
|
?
i
!

1]
{
1
|
i
{
i
|
i
i
i
i
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|
E
U812 21, 38/20i2 1. 08/25/21, and 08/27,21 ;
dacurentad Maloxicam 7.5mg was helc because !
the primary care provider (PCP) dis continued the i
medication on 05/07,21 but the Me oxicam had |
been reorderec on 06/09/2°

Review of Resident #4's September 207 | eMAR i
revesied: |
-There was an sniry for Meloxicam 7 33 take 1 |
lablet 5y mouth twice a day for pair

-Melovicam 7.5mg was documented as ot .
admir stered from 09/71/21 through 08/05/21 at |
3:00am wih the reason documented as withheld !
per Di /RN orders” and there was ro physician's | { !
order o hold Meloxicam.

Melovicam 7.8mg was documented as ot
admir.stered on 09/06/21 and 09/07/21 at

3.00p 1 with reason documanted as "withheld per

Dr/Ri orcers” and there was no paysic an's ‘. L %W
order to hoid Meloxicam. ‘ r q t m

Observaton of Resicent #4's medicatiors on 7 ; f W\, 8] )

hand o1 03/08/27 at 17 40em revealec 1 iere was / c

nu Me axccam evailaole for adminisiration. ' !

nterv zw with the Administrator on 09/0¢ /21 at
11:532m ravealed ; ;
-She did not know why the MA's documenited on : f
the elVAR that the Meloxicm for Reside ! #4 had {
been | ald per "0r /RN orders® wnen the & were ; i
no oruers (0 hod Resident #4's Meloxicom. !

The MA's were expecied to document <1 the ' |
eMAR s accurately |

Fafer o tre review of the facility's Iecication !
Acmistration Pulicy.

Revie T; iié'féimy s Med caticn Administration
Palicy revealed [
~While preparirg mecications for admir siration i

S ————
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i
i
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| |
and a esident s medication was nct avalable, i |
docurrent on tne eMAR record accordinjly. | 2
Wher a medication was not admiristered, it was | i
10 be cocumented as not administered with the :' f !
reason for not edrministering. { 5 f
[ 371 10ANCAC “3F 1004(n) Madication | D371 ‘

Admin stration

UANCAC 13F .1004 Medication Admir stration
() The faciity shall assure that medications are
adminstered in accorgance with infection control
meas res that nelp to prevent the development
and transmission of disease or infection prevent
cross-comaminabion and provide a safe and
sanitery envircnment for staff and rasidents.

\ —;E
é,,’:

This Fule '€ not met as evidenced by:
TYPE B VIOLATION

Fuasel on sbservations and interview. (h2 facility
failed o ensure nfection control measuras were
irple vered a- evidenced by a mediza on aide
(MA), who was not ooserved to wash or sanitize
her nonds toucheo medications with 2are hands,
and used ner fingernail to pull medication from
bubblc packages while preparing and a” er ;
admirnstering oral medications to residents. |

The fir dings are f W ‘ Cé,m&[ WLLA l
|

i

- Observaton of a MA on 09/08/21 rom € 10am | P—szé“ ] 4 & [ /i 4= ML{.J@
througn 8:58am revealed: : | N4 ‘/_)) (Aren -
~The MA was s'tting at the medication cart i ; 4 ‘ i d l
punciurne bubble packages with her fir jernail { LA,L,HL ¥ LA W? }Lz
and renoving Medications with her finge mail on 1" s w A . a 5 !
the le! ncex firger and placing the med cations E.I/L P L b i

L

in a madicine cup when a rasident yellec for help : Loop )ﬁ?b}' ;f /Lﬁ
from (e bathroom. 5 ’ /;)Ka,_) /\j— i L
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-1he 1A left the medication cart and heloed the
resident who fell in the bath room out of the floor,
it @ wheelchair then walkad to the cini 1g room
vs&d the community phone with bare nands
r,ai for an armibulance.
v-“‘.’re FA cid no: wash rer Fands or use hand
s-nm ervinen she returnec to the medication

art

her Was 10 hend sanitizar available - n the
medic 3tion cart

e 1A Used her bare hards (o remove
medicstons from the bubbi= pack using ner
fingernails to puncture the package and -emove

wch ill.

!:e MA's fingernails appeared artific ol long,
and hed nail poish on them .

The 1A pulled sach pill from the bubbie package
15ing e fingernail of her left index finger and
f18id € zch pill between her index firger cnd thumb
before dropping the pills ints a mecicatcn cup.

& LA louched a pitcher of water on K p of the
medication cant with pare hands and pocred
water 1°o a cup for & resident.

& 1A poured the madication nt: her nare
hand «nd pushed each pill with the fir cemnail of
her dant index finger (o count the number of pills
in the cup

“he 1A adminisiered 8 tablets of medication to
tne arother resadent.

the MA louches the mous2 of the corny uter with
her b re rand and documenied n he alactronic
Medication Administration Record (eMA ) the
medicatons as administered.

The MA cpened ancther drawer on the
medication cart and removec bubb e pac
medications for 3 second resident

'he MA cid not sanitize or wash her nz ds or
apply jloves ard procesded to purcture the
bubble packages for the second residen with her
tinger ai and ramovad eacn pill with the
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prag i [ v /¢ /M"% VT e ";):t“ *
finger ail of her left index finger and helc it ; i ‘1’: fj
between her irdex finger and thumo to pace the ! ‘ f’j\. \K ~

L

u,&clo.[(/ 7( Q[‘/b’t,, |

medicaton in a medication cup.

The MA opened the bottom drawe- or (e
medication cart and removed a botlde containing
powderst medication to be mixed with water
-'he MA poured the powdered medicaticn into a
cup aro pourec water from a pitcher tha was
setting on top of the medication carl witl bare }
hands
-Tne MA poured the second resident’s
medications into her hand and pushed each pill
with tre fingamai of her rigt index finger to
count he numper of pills in the cup.

The LA cdmirsiered 14 plls and he powdered
medication mixed with water to the second
reside it !
-The MA touched the mouss of the computer with
bare 1 ands and documented in the eM AR the
medications as administered.

The 1A cid not sanitize or wash her nznds or
apply jloves and proceeded to punciure bubble
packages of medications for a third resic ent with
her fir Jemail.

| Interview with the MA on 09/08/21 at 3:£3am {
reveaied: !
Sne ras supposed 10 wash or saritize er hands !
balore preparing anc edministering med _ations
between =ach resident.
She id not wesh or sanitize her hands because
her hands were clean.

=
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Interv 2w with the Admmistrator on 08/06/21 at
4 08p -~ revealed [ L7
he [acliy's pobicy for medication admiistration ; [;W M

inciuced the MA washed hends, applied gioves R

prepe ed and administered medications removed !
gloves, and either washed hands or appied hand | li
sanitizer betwesr each resident. |
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-Ifa MA was interrupted and hag te leavs the
medication cart 1o do anothar task, the MA was
expec ed ‘o remove their gloves and reviash their
hands befors resuming the medication [ 3ss

- 'he MA administering mevications to i g
residents had raceived infestion coatro. “aining at
the fa ility withi~ the last year. .

-She did ot know why the MA did 10t wish or
sanitize her hangds or apply gloves whi= oreparing
o ad inistering mesications to the res ents.

Review of the facility's medication mana jement
policy reveaied

-While preparing madications for admini wiration
and & resident's imedicatior was nct ava lable
docur ent on tre eMAR record sccord ngly.
-Lontict the pharmacy to see if the med cation
has been reorderad,

-Medications ware 10 be dosumented as

admin stered 2t the tme of administration.

Whet a medication was not admirister d, it was
' be vocumenies as not administered with the
reason for not administering.

The facility failed to ensure infection conirol
measures were implemented when preparing and
administering madications lo residents &3
evider ced by the medicaticn aide rot w: shing or
sanitizing ver hands after touching mui ple
surfaces and halping a resident off the bathroom
floor then sroceeding to remove pil's fro 7 bubble
packages using her unwashed and unse nilized
hands 1o open the bubble package usin her left
index ingernail 1o pull the pills from the ackage,
placing them into a medication cup to be
adminstered to resicents. The facility s failure
was astrimenta’ to the healih, safely, 2n | welfare
of the residents and constitutes a Type £
Violaton,
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D 371" Continuec From page 37 | D371 ? l
| ; |
The facility previced a pian of protection in ; ; |
accorcance with G.8. 1310-34 on 09/08/21 for | ’ ]
this violation. | i f
{ i |
. o Lo " . !
CORRECTION DATE FOR THE TYPE § | | ¥
VIOLATION SHALL NOT EXCEED OCT OBER r‘ ‘; {
23 2021, | * i
E
0378 10a NCAC 13F 008 (b) Medicaticn 2+ rage | Dars |
i ]
| |
10A NCAC 13F 1005 Medication Storace a !
{ |
] |
(b} A prescniption ard nor -prescr ption i }
medit slions stored by the facility, incluc 1g those |
requir ng refrigeration, shali be maintsined in a | i
safe ranrer urder locked security excent when | ;‘ '
under the mmediate or direct phys cal i ;
! superision of steff in charge of medication | i
admin stration. - {
| i
;
g Fule s nct met as ev.dencec by: |
F3sed un observations and interviews e facility | |
falled ‘¢ ensure medications were mantained in a g F !
sale i ancer under locked security or under { { }) > ) i
super ision of steff in charge of medicet on | | 1170 Cmn /«{L . !
admin stration ' , S“"‘f . { £V I
| - (/(,: n ot . |
Tne findings are. { |l b_(L.ﬂ.M“ /tﬂ'/ ) 14‘;({‘(5’)1__..-1:_
. | { r 1 7 LE. O i, ; ) i
Uoservation of 11 medication pass on  %08/21 i | U«W"’\t Y N :, /LL |
al 8:C7am revealed: | Y ) ; L KO « A
-1he riecication aide (MA) orepared 5 o fferent Lt - /)AL M—‘L Q}’LL !
reside s medications in madication Gur s and 1 l i. A !
had the cups setting on top of tha medication cant i T i} Z__Lg p zwD) |
in the mam haliway. | [/ ) t’lﬁ,{‘ g ;
~The MA was sitting at the medication czrt pulling ; I jra= 4 ;{/}tb L 1{
medications from bubble packages wher a ' i } ) “/{/’2 v ’ /
eside . yallad o help bahroon, ” J g ' " 1
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'he MA eft the imecicatior cart unlocked with
the medication cups setting on top of the cart to
assis’ the resident out of the bathroom fioor. i
~The medicetion cups containing megications for
5 residents was left unattended until the MA

returriad to the medication cart at 8:30am |
{

nterv ew with the MA on 06/08/21 at 8.4 %am ;
revea:.=d:
She knew she was not supposed to leave I
medications sitiing on top of the medicat.on cart
unattended. i
e - naw she was supposed to ok the ;

medicatuon cart when leaving the cart ur attended.
Sne would prepare the medications for multiple
resige s oy plecing the medicatiors in ¢ |
medication cup labeled with each rasident's !
initials ‘
She would administer the medicatons to each !
reside vt alter she had prepared the mec.cations
-She taft the medications in cups sitting on top of
the medication cant unattended because 2

resident fell in the bathroom.

interview with the Administrator on 08/06/21 at

4:08pm revealed: !
-Med cations should never be left s.tting out
unattended anc the medication car. should be i

lockeo wher unatiended.

-ohe cid rot know why the MA left 5 rezident's i
medications in medication cups setling on top of |
the medication cart unattended

-She did rot know why the VA left he v 2dication
cart uniocked for almost 30 minutes whi 2 it was
parked in the man hallway.

-Sne expectad staff to follow the fasility
procecures for madication administration.

|
E
|

Feve . of the faciity s Medication Admi: istration
Fuolicy revaaled there was ro policy on leaving the
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(X4 D SUMMARY STATEMENT OF DEFICIEN. ES D
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TG REGULATORY OR LSC IDENTIFYING INFOE VATION) TAG

PROVIDEF'S FLAN OF COPRECTION
'EACH CORRECTIVE ACTION SHOULD 3-
SHOSS-REFERENCED TO THE ASPROPRIA
DEFICIENCY)

E

D378 Continued From page 39 , Dare

medication cant unlocked of medication s being
left unattended

——

D612 10ANCAG 13F 1801 (c) Infection Prevention & P |
Control D’,’)gra[ 1 \lter"lp) i

10ANCAG 13F 1801 INFECTION ?
PREVENTION AND CONTROL PROGRAM |
©) When a communicable disease out sak has :
been icenvified at the facility or thers is 21 |
emergng infecuous ;’
disease threat. the facitity snall ensure }
implemeniation of the facility ' s IPCP re ated i
policies and procedures, and i
published guidance issued oy the CDC; however, i
il guidance or directives specific to the f |
communicable cisease ;
outbreak or amerging infectious disease threat i
have beer issuec in writing by the NCDHHS or {
locat healtn i
depariment, the spadific gu dance or directives E
soall be impemented by the facility.

Ihis Fule 18 not met as evidenced by: | |
Basec on observations, interviews, and ecord i

review s the facilty failed to ensure !
recommendations ard guidance by the Centers
for Disease Contol (CDC) and the North Carolina
Lepariment of Health and Human Services
(NCUHHE) were implemenied when car ng for 11
residents during the global Coronavirus i
(C0VI-19) pancemic as related to the creening l
of visiiors, siafl znd residents and wearng the |
required persoral protective equiprient PPE).

The findings are

Review of the Canters for Disease Sonbiol and
Frevention (CLC) Considerations for Proventing

v
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suread of COVID-18 in Assisted Living | acilities
dated 13//9/21 revealed:
Al residents and staff should screen da ly for

i
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symptoms consistent with COVID-- 9 (fever or
chills, cough, shortness of breath or diffi ulty of
breat’ ng fatigue. headache, body ache 3, loss of
tuste 1 srell, sore throat, congeston o runny
nose, navses or vomiting and diarries {
-olaft should conunue to weer face mas« in long |
term facilities regardiess of vaccination status. |
i i
Ravew of the MNC Department of H2alth and | ; J{ L b_g_ o AML
me 1 Services COVID-18 Long Term (are " | 222 ; i,\ |
Pres i P ; Figt (AA#K N f
L7C) nfection Cortrol Ass2ssment anc L Q(_.“-/V\w’k{' ‘
Fesponse Toal for iocal health dapartment (LHD) ! l le' . : i ud’é@_g
datec 10/2020 ~evealec steff and reside s g ! ' 6, ﬂlﬂiﬂ* e ;
should be screened daily for fever, signs and i | 0 C /C}LL !
symptoms of COVID-18, E | uc;l: »if‘/ LA{&’IJC 4 , I
| Y /|
Reve v of the facility s COVID-19 policy evealed: i : ) I
ey - niry poin.s into the fecility wil be i lentified E
and fraited to the number needed to resoond to ‘ i
nacde 2 healthcare services. Entry 2ont . include 3 i
frond @ atrance o the community with a v sitor i ; |
check ; ; i
-Al persous including residants, visitors, ' } i
non-e nployees . emering the facility w.l be ! | !
sureened lor signs ano symptoms, diag osis, and i | {
exposure of COVID-18. i I L W s i
-~ face mask was to be worn covering . e nose | | i
and mouth while 'n the facility. ‘ CQ“/‘J w Lwi ¢ E
Use of signage to ingdicate 6 feet pnysical | | ng
distancing “ Mfo’ b W Pg |
-All employees will be screened for COV 1D-19 ! . "‘L a4
before sach workday and each shitt by | 4 lﬁ-’ Ld, !
salf-screening conducted before resortir 3 fo work | | M /LM . ;tjg ;
and ¢ mpetec onsite screening fom ’ : UJ i , 'me :
| L,
Coservaton upon entrance to the facilt, on : ﬁg W/&A{ ﬂ/k—— ” E
09/07/21 at 11.45am revea'ed: | ; £f’ '3 & 5 PR =
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C 812 Continued From pags 41 i De12 - |
T o - 2 W ‘;
-The taciliy stai did not complete COVID-19 |
Sureening or check temperatures o the survey ‘ p 0.4 j’ i
feam ; ;{;/w DL4 |
Ther: was a simall table at the entrarce of the | I
nam tving roor that conta ned a s.gn siating ! '

o o il

¢ check in for COVID screen ng bofore
‘esicen's” . a box of face mask, bottle of
hand .annizer, & clipooard with a visitors log
labeles with name and screening questions, and
a ther nometer laying on top of the clipboard.

he ' sitcrs log was biank

e medication aide (MA) entered the suilding at
he se e lime as the survey team and soplied a
face mask ypch entrance.

Interview with & MA on 09/07/21 at 2:07''m
revea =d:

“'I 817 were required 1o wear a face 1 ask when
around residens

“her was a clippoerd in the living roon with a
log to Zocument a visitor's name, tempe ature,
and COVID-19 screening guestions
-1he log was aiso for residents leaving and
enter g the facility.

‘e LA on duly was respensible for sci2ening
visitors for COVID-19. checked ter pera ures,

id o corced them onto the visitor's log
She ook ovei” as the MA at 11.30am
ather [4A "got sick” and hac {o leave.
-She aid not know why screening was et
compiatec for tne survey team upo ent ance at
the facility

staff were supposed to record their
temperatures on a iog along with tre COVID-19
screening questions.

-he was responsible tor checking ner o avn
lempeature and seif-screening for COVID-19
upon cntrance 2t the “acility when report ng for
work cuty

-one checked her own temperature out vid not

men the

e R ————————
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recorc it onto a log because she did not report for
her shift until 11.30

-She would sometimes remove her face mask
when showering residents because "it gots hot” in
the bathroom.

Interview with & second MA on 09/07/2" a:
3.38pn revealed
There was no ionger a log kept with res dent's
lempe-atures or COVID-19 screening questions.
esicents wers not screered for COVI-19 or
lempe “atures wer e not checked anymor
bacause 2l the residents had been fully
vaccinated for COVID-19.

Onsevaton upon entrance to the facil't, on
U908 21 4 8:00em revealed the facility staff did
not compiete COVID-19 screening or chack
{empe "atures ol the survey team

Copservation of 2 MA on 09/08/21 at 8:" Jam
revealed:

"he LA was not wearng a face mask

'he 1A heiped a resident who had fallen off the
bathroam foor while neither the MA or resident
was wearng a lace mask.

Ooservation of 2 MA on £9/08/21 at 8:" fam
reves ¢d she was standing in the ain haliway
not wearing a face mask approximately ’ feet
from o staff members from a sister ‘aolity

inse saton of o MA on 09,08/21 at &:30am
revea =d <he was stil not weanng a fac- mask.

intery 2w with @ MA on 09/08/21 &t 8:30:m
revealed she "uvsually” wore a face mask obut was
not weernrg one because she became dJ stracted
when a resident fell
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Obse: vation of 2 MA on 09/08/21 at 9:3(am |
reveaiad she was not wearing a face mesk in 2 ﬁ

sed while the other residzn; was lying

terview with tne primary care provider PCP)on !
U908 21 =t 10:22am reveared: !
Sne visited the facility weexly 5
She b ad never ceen screened for 20OV D-18 or |
femperature checked by the facility staff {
" wa  important for the facility staf® to £ low
COC quicalines end wear face mack to orotect
the residents from contracting COVID- 1.

e e T B AP

e

Obserzaton on 18/08/21 at 11:03an rey 2aled:
ste” membe- from a sister facility entered the
facility with her face mask pulled down L slow the
chin e <posing ber mouth a 1ose and wa'ked
down he main naliway.
- MA exitad a resident s rcom and walked down |
the he lway with her face mask pullsd down i
exposing her nose and mouth ;
The siaff rom 2 sister facilty was 101 3« reened
and a2 not comglete a self screering o
iempe “ature check upen ertrance into e facility.

Observation in (he mair halway on 09/08/21 at s ~_ O\/y\/ A{
12:02pm revealed: | LL/L /yj ﬂf :

-AMA was standing at the madicavon cort with i
har fa e mask pulled down below rer o n i

exposing her mouth and ncse. -
~Aresiden: was sitting in a wneeichair - the ! 6‘/‘/1
hallwoy approxmately 6 fest from the racication ! OQD g
cart. . oL g é M/LM
: {
1

A
nierview with the Administrator on 08/0:/21 at
4 UBpr revealed dh_4 Sens i

-Slaff were not expected to screen visite's upon | l,l/)j ?tlu

sitra oo ato the faclty anvmore: becau e there t i

C

>
'ﬁ.
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Caontinued From page 44

was & sigr posied in the livng rcom stating,
"please check in for COVID screen ng before
visitine residents' and she expected vis ors to
self screen for COVID-18.

Staft were expacted to wear a face mas« while
at the mecication cart or around any res Jents.
-Residents were not screened and tempearatures
were not checked by facility staff anyrnore
because the residents nad ceen vacc ne led.

e\ ras unabe to provide & tempera u e log of
residents hecause ine facility no longer «ept a
temperature log

re iy sta” checked their owr term;eratures
and self-screenad but did not document it
anywhere
-The facility's pulicy was not followed bacause
she borrowed and adopted the policy fre n
another facility

G5 "310-21(2) Declaration of Residen s' Rights
31C-21 Declaration of Resicents Rights
Every resident shall have the following rghts:

2 To -eceive care ang services wrich are
adequate. appropriate, anc in complianca with
relevant federal and siate laws and rulec and
regule 2ons

LE )

This Fule 18 not met as ev denced by:

on sbse vatons, interviews, anu ecord
reviews, the facility faled tc ensure resicents
received care and services that we'e ac 2qualte,
appronriate, ant in compliance with reievant
federa and state laws and rules and regulations
related 1o nedication admiristration.

Base

The findings are
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D312 Continued From page 45

Basec on obse vatons and interview, the facility
faiied ‘o ensure infection control measures were
impler ented as svidenced by a medicaon aide
(MA}, whe was not observed to wash or santize
her nands touched medications wih 22 e hands,
and v =d ner fingernai to pull med cat o from
bubble paskages while preparing and after
admir stering oral medications to residents.
{Refer to Tag D371 NCAC " 3F .1004(n)

KMedic stion Adnynistraton (Type B Vioiz ion)].

2834 GS 13104 .5B (a) ACH Infection Prevantion
Requ: ements

5 1310-4.5E Adut Care Home infesi on
Fravention Recurements

(a) By January 1, 2012, the Divisicn of Heaith
Service Regulaton shall develop a manaatory,
annue n-service training program ‘or auult care
lome medication aides on infectior con'rol, safe
practi es for inj=ctions and any other procedures
during which bleeding typically occurs, &1d
giuco & monitorng. Each medication aice who
suceessfully compietes the in-service tre ning
program shall receive partial credit in ar amount
deterrined ny the Department, toward 1e
contir sing educaton requiraments for ac uit care
home mecicabon aides establishec by the
Commission pursuant to G.S 131D-4.5

Tnis Fule is nct met as evidenced by:

Bzsec on nterviews and record reviews the
facit ‘ailed to ensure 1 of 3 sampied s.aff (Staff
C) hac compleled the state approved araual
infecton contro! training.

The findings are.
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Review of Staff C's personnel record revealed:

. -Staff © was hired 01/10/18.

' “Therc was documentation Staff C's last state
approved nfecton control training was completed
on 06/19/19.

her. was no sccumentation of comple ion of
ine sti2 epproved Infection contro trair ng since
09/1¢ 18 available for review in Steff C's
parse: nel record

A atiampted te ephone intarview with Staff C on
G908 21 =L 3717 pm was unsuccessiu.

Interview with the Administrator on 08/08/21 at
3 42p 1 revealed
-She sent oul @ group message 1o avery
emple yee when a mandatory training wes
scnedulec

e was ot aware Staff C had not corpleted

ine ar ua infection control training
Staff  was responsiole to ensure all s1ff
comp ated theu recuired training.
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